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@riginal Articles. 

A CONSIDERATION OF AUTO-INTOXICATION 

AND AUTO-INFECTION AS CAUSE OF 
VARIOUS MENTAL DISORDERS. 


BY L. VERNON BRIGGS M.D., 

Physician to the Mental Department of The Boston Dispensary. 

Ir is the purpose of this paper to call the atten- 
tion of the medical profession to the importance 
of auto-intoxication as an etiological factor in 
many forms of so-called mental disease. The 
results of my experience lead me to believe that 
this is a factor on which too little stress has been 
laid, and if such a thing can be proven, its value 
both as concerns treatment and prognosis cannot 
be too strongly emphasized. The theory of 
auto-intoxication is not new, and while it has 
been suggested by many, very little attempt has 
been made to give it careful study, and if this 
paper does no more than to stimulate investiga- 
tion along these lines, the publication would seem 
to be justified. The basis of the paper consists 
of the study of my own cases (a report of which 
will be published later) and the stated opinions 
of men from different parts of th. country whose 
experience renders their statements worthy of 
consideration. 

‘If it can be shown that auto-intoxication is a 
definite factor in the causation of mental diseases, 
its importance in planning the course of treat- 
ment and in making the prognosis can only be 
fully appreciated by those constantly in touch 
with such cases. It will certainly mean that 
many of the cases which are now sent to the 
insane hospitals will be received at the general 
hospitals for observation and treatment, not as 
insane people, but as cases of auto-intoxication 
which require active treatment, such as is almost 
impossible to give on a large scale in any of our 
state institutions to-day. Also in private prac- 
tice, many patients now treated as cases of purely 
mental disease will be treated for auto-intoxi- 
cation. It is undoubtedly true that some forms 
of insanity affect the digestive functions and gen- 
eral metabolism, and undoubtedly it is equally 
true that the primary disturbance of metabolism 
is at times the cause of mental alienation. Thisis 
seen in some of the infectious diseases, as typhoid 
fever, or with the glandular diseases, such as 
thyroidal and adrenal diseases (and according 
to Dr. Andriezen of London, acromegalia). It 
seems probable and quite in keeping with the 
general trend of medicine to-day, as well as only 
a step beyond the conditions already recognized, 
that many of the mental disorders now not gen- 
erally associated with infection will be shown to 
be due to such a cause. 

Auto-intoxication is a poisoning of the system 
by the products of disturbed metabolism, and 
these products may be abnormal in character, or 
normal in character and abnormal in quantity. 
Auto-infection is due to the presence within the 
body of some form of bacterial life, the symptoms 
representing part of a general toxemia, and it is 
probable that any of the infectious organisms 





may produce such a toxemia. We all know that 
normally the food principles that are necessary 
for the nutrition of the brain and other parts of 
the body are absorbed from the stomach and intes- 
tines, then carried by the circulation to the vari- 


_|ous parts of the body, leaving the débris, contain- 


ing very little nutrition, but much poisonous and 
effete matter, to be passed on and evacuated. 
With a disturbed metabolism, poisonous instead 
of nutritious elements are absorbed, and the 
nutritious are evacuated. At the same time in 
certain cases, other organs are disturbed in their 
action. The bowels become constipated for want 
of the bile, pancreatic and other juices, and in 
young women the menstrual molimen often ceases, 
and such débris as is usually thrown off at that 
time is absorbed into the system. Examination 
of the urine in many cases shows a disturbed 
metabolism. In the infections, as is now held 
regarding rheumatism, it is probable that any of 
the so-called infectious organisms may lead to a 
toxemia in which the brain as well as the glands, 
joint, eyes and other organs may be involved. 
We do not yet know that some of the forms of 
auto-intoxication are not caused by a microbe, 
and that folie circulaire is not caused by a sporu- 
liferous protozoon which divides once in three, 
six, nine, or twelve months instead of in one, two, 
three, four or more days, as in the case of malaria. 
It may be going beyond this paper, but as is here- 
inafter expressed, if scientists had been satisfied 
with heredity as the cause of phthisis, the tubercle 
bacilli would never have been discovered. So, 
also, in mental diseases, heredity in many cases is 
an inadequate cause. 

The various forms of toxic insanity due to 
drugs and stimulants are too well recognized to 
require more than mention here. Alcohol gives 
delirium and visual hallucinations, — generally 
of animals, — and maniacal attacks. Atropin 
gives illusions and hallucinations and _ nicotin 
gives delirium and coma, when acute, and when 
chronic, symptoms resembling those of tabes. 
Chronic morphine poisoning causes morbid fears 
and psychoses, as does also ergotism. Toadstool 
poisoning causes delirium andepileptiform attacks. 
It is still further suggestive that such men as 
Spitzka in this country, Clouston and Kreplin 
in Europe, have failed to discover any change in 
the brain in cases of melancholia, acute mania, 
and some of the other forms of mental disease. 
If this is true, why continue to class these diseases 
only under the head of ‘“‘ Diseases of the Brain”’ 
and waste our time trying to prove that the brain 
is diseased, when in other toxic cases, malaria, 
influenza, typhoid, pneumonia, rheumatoid arthri- 
tis, etc., we consider such symptoms due to per- 
verted metabolism, or the work of bacteria, and 
successfully treat them on these lines? In order 
that such an important subject should not depend 
upon my own opinion, I have from various text- 
books and papers on mental diseases, and from 
letters received from many alienists, whom I 
have interviewed, or with whom I have been in 
correspondence, brought together the following 





valuable testimony in support of this theory: 
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There is a suggestion in several of the books of 
early writers on medicine that auto-intoxication 
was considered one of the causes of certain mental 
diseases, and, although they did not use the word 
‘‘ auto-intoxication,” they evidently had this 
cause in mind, and considered it of great import- 
ance. 

Culpepper in his work written prior to 1654 
says: “‘ There is in Galen (who died a.p. 201) 
and almost all authors, a three-fold epilepsy. 
The first is that which hurts the brain, in which 
the disease is; the second is that which hurts the 
brain by consent from the stomach; the third is 
when the disease is sent from other parts of the 
body to the head.” ‘ But it is remarkable and 
well known that an epilepsy comes for the most 
part from the guts the matter that breeds worms, from 
the matrix and other parts.”” Of mania he says: 
‘‘ Wherefore it is probable that some certain 
poison bred in the body may be the chief cause of 
madness. The matter producing this disease is 
contained in the veins and arteries, either of the 
whole body or those nearest the brain, or in the 
vessels of the brain.’ 

Burton in his “ Anatomy of Melancholy,” 
published prior to 1639, says: ‘‘ Of retention and 
evacuation, of meat and drink there be divers 
kinds, which are either concomitant, assisting 
or sole causes many times of melancholy. Galen 
reduceth defect and abundance to this head; 
others all that is separated or remains.” 

The authors of to-day almost invariably in 
writing of mental and nervous diseases refer in 
a few lines to auto-intoxication as one of the 
causes of certain forms of insanity, which should 
be arrested as soon as possible, but I fail to find 
one writer in any book or work who devotes even 
one chapter to auto-intoxication, or the results 
of auto-intoxication as a disease of which the 
mental condition is only the result rather than 
the cause itself. Defendorf in his excellent trans- 
lation of Krepelin says: ‘‘ If the researches of 
Kranisky, Cabbito, and Ayostini can be substan- 
tiated, it would seem probable that genuine epi- 
lepsy is due to a toxic condition arising from 
faulty metabolism, and that the immediate cause 
of the appearance of convulsions is the accumu- 
lation of deleterious substances in the blood.” 
Of dementia precox he says: “ In considera- 
tion of the close relationship with the age of pu- 
berty, the presence of disturbances of menstrua- 
tion, and the frequent appearance of the disease 
for the first time during pregnancy and puerper- 
ism, further assumption is made that it is the 
result of auto-intoxication. Defective heredity, 
as well as imprisonment and acute diseases, is 
presumed to act by lessening the power of re- 
sistance to auto-intoxication.” 

According to Bouchard, ‘‘ Arthritism is made 
up of a host of manifestations that all appertain 
to an arthritico-nervous cycle, in which we find, 
side by side, migraine, epilepsy, gout, hysteria, 
rheumatism, diabetes, etc., and is especially 
characterized by a tendency to congestion, by 
reason of which, or on account of some yet un- 
known cause, the general nutrition is profoundly 





altered. Arthritic subjects are often dyspeptic, 
some having dilatation of the stomach, others 
intestinal indigestion. This is a source of toxic 
action, by way of auto-intoxication.” He also 
says that ‘ neurasthenia is one of the most fre- 
quent of the neuroses related to arthritism, and 
that arthritism may be the originating cause of 
hysteria (Bouchard, Charcot), epilepsy (B. Tes- 
sier), angina pectoris (Landouzy), and paralysis 
agitans (Pierret, Vansella). Therefore, if auto- 
intoxication is one of the underlying causes of 
arthritism, it is one of the originating causes of 
neurasthenia and the diseases just mentioned.” 

Dr. Keene in quoting Bouchard says: ‘ Bou- 
chard has determined a unit of poison which he 
calls a toxic unit and defines as the amount of 
poison required to kill one kilogram of living 
matter. The urotoxic is the quantity of urinary 
alkaloids capable of killing a rabbit weighing a 
kilogram. The urotoxic coefficient in man is .465. 
In other words, for each kilogram of body weight 
enough poison is excreted in twenty-four hours 
to kill 465 gm. of living matter; or, in two days 
and four hours a man excretes enough poison to 
kill himself. These facts are of the utmost im- 
portance to the alienist. Heredity may in time 
be as much divorced from insanity by the toxins 
as it has been separated from phthisis by the 
bacillus of Koch.” 

‘“‘ Auto-intoxication in mental diseases was 
one of the chief topics for discussion at the annual 
congress of French alienists held at La Rochelle, 
in August, 1894. At that time Drs. E. Regis and 
A. Chevalier-Lavaure made a most masterly 
report. They distinguished three orders of 
clinical facts, and considered separately the men- 
tal disorders that develop as a result of (1) acute 
infectious diseases; (2) those due to visceral 
disturbances; (3) those of the diathetic mala- 
dies.”’ 

We all know that typhoid and eruptive fevers, 
“ grip,” erysipelas, puerperal fevers, etc., are 
oftentimes followed by the most marked insani- 
ties. Whence comes this if not from toxins 
peculiar to the disease? How much more rational 
this than the theory of nervous shock whose in- 
fluence must be transitory? The delirium of 
fever is surely the result of deficient excretion; 
once make this free and delirium ceases, tempera- 
ture falls. 

Drs. Regis and Chevalier-Lavaure ask in this 
connection if infectious disorders are not some- 
times the cause of general paralysis. Dr. Aldu 
Blumer of the Utica State Hospital, New York, 
answers, “ For my own part, I believe this 
opinion is not susceptible of any very great gen- 
eralization, but that it nevertheless is based upon 
actual facts.”’ With regard to visceral disturb- 
ances causing insanity, he says: “ Visceral dis- 
orders also often produce insanity. This is well 
known, and the earlier writers localized insanity 
in the liver and the bile. But the view according 
to which insanity thus produced is the result of 
an auto-intoxication is altogether a recent one.” 
The third group of Regis and Lavaure is auto- 
intoxication from diathetic maladies. With re- 
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gard to this Blumer says, editorially: “‘ A power- 
ful argument in favor of the origin of insanity by 
auto-intoxication is deduced from the fact that 
anti-infectious, antiseptic treatment, either gen- 
eral or local, has often given excellent results. 
If this theory is true then the treatment of insan- 
ity must be revolutionized, and the infection, the 
auto-intoxicant, must be combated and elimi- 
nated if we wish to eliminate the disease. How 
we can best do this is a problem yet to be solved.”’ 

Gray states that intestinal derangements often 
cause melancholia, and the most frequent of these 
intestinal lesions is a functional derangement of 
the duodenal region of the small intestine, but he 
considers the relief of these conditions will gen- 
erally not be sufficient to disperse the melancholia. 
Of epilepsy he says it is a fact of practical import- 
ance, and one that seems to be almost univer- 
sally overlooked, that profound malnutrition 
may be a cause of epilepsy. 

At a meeting of the Medical Society of London 
recently an interesting discussion on epilepsy 
was held and Russell stated that the theory of 
auto-intoxication as a cause of epilepsy had the 
most supporters. 

Some authorities believe that the auto-intoxi- 
cation results not only from the products of 
disturbed metabolism, but also from the absorp- 
tion of toxins produced by excessive growth of 
the micro-organisms which normally inhabit the 
gastro-intestinal tract. General paralysis of the 
insane is considered by several authorities as 
being caused by auto-intoxication of this kind. 

W. Ford Robertson says: “ I think we may 
logically infer that the toxemia of general paraly- 
sis is of gastro-intestinal and bacterial origin. 
The clinical and anatomical evidences of irrita- 
tion of the gastro-intestinal mucous membrane, 
the irritative changes in the portal spaces and 
the fact that so far it has been impossible to local- 
ize the origin of the toxins in any other part of 
the body, all point to the gastro-intestinal tract 
as the place in which the toxins are formed. 
Micro-organisms normally inhabit the alimen- 
tary tract, but it is the excessive growth of these 
which causes the gastro-intestinal auto-intoxica- 
tion. This excessive growth is prevented nor- 
mally, according to some writers, by the hydro- 
chloric acid of the gastric juice and by the bile. 
Bouchard says it appears to be certain that the 
liver normally arrests or transforms toxic sub- 
stances which originate in the intestinal canal. 
Others say that the micro-organisms are held 
in check here, as elsewhere, by leucocytes, alexins, 
and anti-toxins. Besides these, there is the 
surface epithelium and the mucous secretion 
which act mechanically in preventing this exces- 
sive growth. 

“Then there is supposed to be a weakening of 
the power of natural resistance to bacteria. 
These increase in number. The toxins are 
formed in too great quantities to be excreted 
freely or destroyed and are absorbed and affect 
the nutrition of certain of the tissues. The ves- 
sels of the central nervous system are especially 
Sensitive to the toxins and undergo proliferative 





and degenerative changes. In consequence of 
these structural changes, the nutrition of the 
adjacent nervous elements is interfered with.” 

W. Ford Robertson says in his summary that 
(1) General paralysis is dependent upon the 
occurrence of a chronic toxemia of gastro-intes- 
tinal origin. (2) That toxins are.mainly bacterial 
and are formed in consequence of a partial break- 
down of those forces by which the harmful devel- 
opment of micro-organisms that cause the ordi- 
nary flora of the alimentary tract is normally 
prevented. (3) The toxins are absorbed and 
tend specially to produce proliferative and degen- 
erative changes in the vessels of the central 
nervous system. (4) These vascular changes 
tend to set in earliest in those parts of the brain 
that are relatively best supplied with blood, 
because their walls are brought in contact with 
the largest quantity of toxins. 

Krainski, in his study of epilepsy, says that 
on the days it attacks, or just preceding them, 
the output of urea is greatly diminished. In 
this condition of disturbed metabolism, the sys- 
tem is supposed to form ammonium carbonate 
instead of urea. This compound gives off ammo- 
nia which Krainski believes causes the fits. 
Again, Mott, Halliburton and Donath believe 
that the alkaloid cholin found in the cerebro- 
spinal fluid in many cases of epilepsy, locomotor 
ataxia, paretic dementia, brain syphilis and 
brain tumor is the cause of disease in many people 
that are afflicted with these troubles. By in- 
jecting cholin into the cerebro-cortex of animals 
Donath has produced localized and general con- 
vulsions in them. By the injection of a salt 
solution no such convulsions have been produced. 
If these observations are carried on still further 
with the same results epilepsy will be classed 
among the auto-intoxications with the result 
that some anti-toxin may perhaps be found to 
help it. 

Chase in his book on general paresis says: 
‘“‘ There is a tendency to believe the theory first 
set forth by Angiolla that general paresis is a 
toxic affection produced by auto-infection either 
directly or indirectly through an interference 
with nutrition. It is in this malign way that 
lead (Kurman et al.) and tobacco (Guisham) are 
supposed to act in the few cases now and then 
ascribed to those agencies as the exciting cause. 
According to those observers the baneful influ- 
ence of alcoholic abuse and licentiousness as 
well as mental overstrain is to be sought also in 
these nutritional defects that contaminate the 
blood with poisonous products which induce the 
degenerative changes in the nervous tissues.” 

Pershing says: “ Analogy leads us to believe 
that such terrible emotional disorders as melan- 
cholia, mania, acute delirium and _ transitory 
frenzy are forms of intoxication, although the 
poisons have not yet been discovered, and if the 
cause of any emotional disturbance is obscure, 
we should always carefully consider the possibil- 
ity of its being a poison of some kind.” Lord 
Byron is quoted as saying: “ Talk about cham- 
pagne! Nothing cheers the spirit like a dose of 
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salts,’ from which one may safely infer that 
some, at least, of Byron’s melancholy moods 
were caused by intestinal toxemia. 

Schofield in his book of ‘‘ Force of Mind ”’ has 
the following: ‘‘ That sores in melancholy 
persons will not heal, that many mental cases 
are unable to resist attacks of tubercle bacilli.” 
Brown Séquard showed that the section of cer- 
tain cutaneous nerves, thereby cutting off the 
corticle influence on the hair bulbs, will cause the 
hair to become white on these spots and, shows 
the mental effect where those centres are dis- 
turbed. 

Peterson in his third edition says: ‘‘ Accumu- 
lations of deleterious agents in the blood in such 
quantity as to affect the nervous system (e. g., 
carbonic acid and the poison of diabetes and of 
uremia) have been long known to medical science, 
but the more mysterious poison produced by 
disease in various parts of the body, by ferment- 
ing and putrefying substances in the alimentary 
tract, and by some of the acute infectious fevers, 
have only of late taken an important place in 
the etiology of the psychoses. We do not yet 
know how frequently auto-intoxication from 
absorption of intestinal poisons determines insan- 
ity, but the facts thus far collected point to the 
origin of a considerable number of cases from 
this cause. These cases are usually of depressed 
type, but sometimes maniacal.’”’ ‘ Researches 
in physiological chemistry of digestion, as well 
as observations in many pathological conditions, 
have substantiated that auto-intoxication from 
the absorption of poisonous substances generated 
in the alimentary canal by putrefactive and fer- 
mentative process is not only a real thing, but a 
frequent factor in the etiology of a number of 
nervous disorders, such as headache, neuras- 
thenia, hysteria, neuralgia, and even graver 
maladies like epilepsy, melancholia and mania. 
It behooves us, therefore, in these diseases, to 
investigate carefully for evidence of any such 
cause. Periodical or constant attacks of gaseous 
diarrhea are somewhat indicative of this condi- 
tion. Frequently, the condition of the bowels 
furnishes no information of the actual state of 
affairs. Recent researches tend to show that an 
excess of ethereal sulphates in the urine (indican) 
in connection with other symptoms is a good 
index of auto-intoxication.” 

Clark, in his ‘‘ Mental Diseases,” says that in 
melancholia there is defective nutrition through- 
out the body as is evident in non-assimilation 
and mal-assimilation of food. 

Among other recent writers who mention auto- 
intoxication as a cause of mental disease, or 
refer to it in some way, is Regis, who states that 
among the several cases of melancholia, auto- 
intoxication, especially a gastro-intestinal one, 
is much more frequent than is commonly sup- 
posed. It may commence with gastro-intestinal 
disorders or be consecutive to a more or less 
ancient dyspepsia. 

Dr. Allan McLane Hamilton in a paper on this 
subject states that a study of the cases that 
formed the basis of observation by him for a year 





unquestionably bear out the assumption that 
disturbances of the gastro-intestinal tract, more 
often than is generally supposed, are attended 
by bacterial necrosis and the introduction into 
the general circulation of certain very virulent 
toxic agents whose effects are expended mainly 
upon the nervous system. Hesays: “ I think lam 
safe in saying that nearly all the rapidly develop- 
ing confusional insanities have this explanation, 
and we must, therefore, be on the alert for such 
a cause, even when the case has commonplace 
features. No other alternative has presented 
itself so strongly to my mind as that of intestinal 
putrefaction, and in all the patients whose urine 
was examined a decided increase in the amount 
of indican was found even when the diet was 
carefully regulated.” 

“From the data obtained from all available 
sources, my own cases and others, it would ap- 
pear not only that the ratio of the sulphates 
between themselves and to the urea, and the 
presence of indican in considerable amount, are 
indications of intestinal putrefaction, which, no 
doubt, influence the course of various insanities, 
but that a large increase of the combined sul- 
phates has much to do with the genesis of various 
psychoses.” His conclusions are: 

“(1) Urines rich in indican contain very little 
or no preformed sulphuric acid, and are toxic. 

‘““(2) When the sulphate ratio is materially 
changed, it is likely to indicate autotoxis in con- 
nection with an increase in the amount of com- 
bined or ethereal sulphates. 

‘““(3) Such conditions are generally found with 
acute insanities, in which rapidly developing 
symptoms occur. 

“(4) Fugacious and changing illusions and 
hallucinations, unsystematized delusions, con- 
fusion and verbigeration in connection with 
insomnia, pallor, intestinal indigestion, consti- 
pation and rapid exhaustion are due to autotoxis. 

““(5) Paranoiac states, or those in which con- 
cepts are the features, chronic stuporous condi- 
tions, and certain forms of dementia have little 
to do with the formation of intestinal products 
of putrefaction. 

““(6) Various post-febrile, traumatic, alcoholic 
or drug insanities are those in which autotoxis 
is most constant. 

(7) The variation in the excretion of combined 
sulphates keeps pace with the changes in the prog- 
ress of an established insanity, accés and epilep- 
toid attacks being directly connected with putre- 
factive processes.” 

The president of the Medical Society of London 
pointed out in 1896, that there was a well-known 
type of hypochondriacal melancholia associated 
with catarrh of the transverse colon in which 
mental characteristics were out of proportion 
with the lesions, cases in which there was no 
family history, and the symptoms readily yielded 
to a visit to Carlsbad or Marienbad. He said he 
had often thought that the symptoms in those 
cases might be due to excessive production of 
ptomaines in the intestines. 

Mercier in his Textbook of Insanity, states: 
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‘“« By far the most important of the direct stresses 
which contribute to the production of insanity 
is alteration in the composition of the blood by 
which the highest nerve regions are nourished. 
More potent even than attenuation of the nutri- 
tive supply to the brain is its vitiation. By in- 
troducing a poison into the blood, we can produce 
insanity at will. Proof of these statements is ex- 
hibited by every case in which ether or chloroform 
is administered, by every case of drunkenness. 
Another of these poisons is carbonic acid gas 
whose intoxicating effect is seen in the delirium 
of heart disease. Also substances so complex 
as the toxins produced by the specific organisms 
of zymotic disease. They include foreign sub- 
stances introduced into the body from without, 
as well as toxins produced within the body by 
variation of its own metabolism, and, perhaps 
most deadly of all, toxins produced by co-opera- 
tion of foreign agents and bodily processes.” 

Chapin says that post-partum insanity is more 
frequently due to sepsis; that observations at 
the Pennsylvania Hospital for Insane strengthen 
this opinion; that with the introduction of 
strict antiseptic measures in obstetrical practice, 
puerperal insanity has decidedly decreased. 

Lewis A. Conners, in Vol. I of the Reference 
Handbook of Medical Sciences, says: “‘ Among 
the abnormal products are to be distinguished 
those which under normal conditions would 
promptly undergo further change, and those 
which in the healthy organism are never found 
or are present only in minute quantities. 

‘“‘ While certain organs are occupied in manufac- 
turing poisons, certain others are busily engaged 
in arresting these poisons and excreting, or in 
converting them into useful or harmless bodies. 
Upon these organs of defence, then, rests the 
responsibility of so disposing of these constantly 
forming poisons of the body that the latter is 
protected from their deleterious effects. And 
this these defensive organs are capable of doing 
where all of the bodily functions are acting nor- 
mally and when no excess of noxious matter is 
introduced from without. The adjustment, how- 
ever, is so delicate that a functional derangement 
of any one of the organs may suffice to permit of 
the accumulation in the blood of enough toxic 
material to give rise to systematic disturbances 
of an acute or chronic nature, in other words, to 
auto-intoxication.” 

Brunton suggests that the lassitude and drowsi- 
ness which are so apt to follow a full meal may 
depend upon the absorption of an excess of the 
normal digestive products, and so be a mild mani- 
festation of auto-intoxication. 

Most of the severe constitutional disturbances 
associated with gastric disorders in childhood 
are believed by Heubner to be due to auto-intoxi- 
cation. Of the chronic intoxications of gastric 
origin those associated with dilatation of the 
stomach deserve special mention. In this con- 
dition there exists every favorable condition for 
the formation of fermentative and putrefactive 
products and for their absorption. These intoxi- 
cations accompanying gastric dilatation are 





especially characterized by the periodicity of the 
appearance of the symptom. Among other 
chronic intoxications may be mentioned migraine, 
certain other periodic headaches and neuralgias, 
and possibly, too, the gastric crises of tabes dor- 
salis. 

Dr. Page, the Superintendent of the Danvers 
Insane Hospital, recently told me that he believes 
that many of his cases commence with the condi- 
tion of auto-intoxication; that possibly many 
cases of dementia precox start this way, and that 
he hoped something would eventually be done 
to prevent the progress of these cases, He has 
used the salt solution with benefit. 

During a recent visit to the Quebec Insane 
Asylum, Canada, Dr. Roy, the resident physi- 
cian on the women’s side told the writer that for 
some time they had used sulphate, phosphate 
and chloride of sodium and phenic acid in dis- 
tilled water with benefit, also a salt solution with 
sulphate and chloride of sodium subcutaneously. 

Dr. Bigelow T. Sanborn, Superintendent of 
the Maine Insane Hospital, Augusta, says that 
he is quite sure auto-intoxication becomes a 
contributing cause of insanity; that he has 
recently had one case about which he is decidedly 
of that opinion, and estimates that in at least 
5% of the admissions to the Maine State Hos- 
pital, there is evidence that auto-intoxication 
has played an important part in incipient stages 
of the disease. 

Dr. Folin, of McLean Hospital, says they have 
done very little work yet on the feces. What 
they have done is along the line of straight meta- 
bolism. They have made very careful analyses 
of two or three hundred samples of urine from all 
kinds of cases except epilepsy. Have injected 
seven or eight dozen rabbits with such urine with 
no more results than with normal urine. Says 
the urine is not toxic and that Bouchard is all 
wrong. The symptoms shown were due to 
potassium salts and NHsg, he thinks. Says it is 
impossible to get the results Bouchard did even 
if his methods of procedure are most faithfully 
followed, and thinks others have said the same 
thing lately. 

Dr. G. M. Dewing, Superintendent at Long 
Island State Hospital, King’s Park, Long Island, 
in his report for the year ending 1902, states that 
in acute cases “ auto-intoxication, especially 
from the intestinal canal, is almost always present, 
and that the medical symptoms are found to be 
greatly exaggerated owing to a failure on the 
part of the organism to remove waste.” He 
examines the blood and secretions. Nutrition is 
maintained by giving all the nourishment the 
organism can assimilate and make use of. He 
also gives water in considerable amount between 
meals; this is insisted on and is found to be of 
great advantage. 

Dr. R. M. Elliott, Superintendent of the Wil- 
lard State Hospital, of New York, says: “‘ Judg- 
ing from our experience auto-intoxication plays 
&@ part as an exciting factor in a considerable 
number of cases of insanity.” 


(To be continued.) 
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THE GEOGRAPHICAL DISTRIBUTION OF 
TUBERCULOSIS IN BOSTON IN 1901-3 AS 
COMPARED WITH THE DISTRIBUTION IN 
1885-90.* 

BY ARTHUR K. STONE, M.D., BOSTON, 
AND 
ALEXANDER M. WILSON, BOSTON, 


Secretary of the Boston Society for the Relief and Control of Tuber- 
culosis. 


Mr. Lecky, the Irish historian, in the course of 
his review of terrestrial events in the fifty years 
of Queen Victoria’s reign, makes the following 
statements 

‘‘ The great work of sanitary reform has been, 
perhaps, the noblest legislative achievement of 
our age, and, if measured by the suffering it has 
diminished, has probably done far more for the 
real happiness of mankind than all the many 
questions that make and unmake ministries.” 

This is true, not only in England but in the 
United States, and right here in our midst in 
Boston. And it is also true in a special degree of 
the work that has been done in the line of fighting 
what Oliver Wendell Holmes termed “ The Great 
White Plague.” 

We are all familiar with the ragged line of the 
tuberculosis chart, showing a steady gain in the 
death-rate from tuberculosis since 1880. These 
charts have been furnished both by our state and 
city boards of health, and they mark a great 
gain to the city and state in lives: active, pro- 
ductive lives saved to the community; wage 
earners who have been saved to support fathers 
and mothers in their old age, and lives saved to 
keep growing families together. Tuberculosis, 
it must always be remembered, is a disease of 
manhood and womanhood and takes the majority 
of its victims right in the height of their producing 
powers, between the ages of fifteen and thirty- 
five years. Therefore anything which tends to 
decrease the death-rate from this preventable 
disease is of the greatest economic value, and 
yields real money return to the community. 

The gains that have been made in the past 
decades have been due to a number of different 
causes. We cannot entirely put the credit to 
the discovery of the bacillus of tuberculosis, 
important as that discovery has been. But 
gains were being made by the efficient regulations 
of our boards of health, the good water supplies 
of our cities and towns, and more important yet, 
by the introduction of drainage systems in place 
of the old cess-pools and vaults. 

A still active business man has told me that in 
his early days he lived in the neighborhood of 
Leverett Street, and that through the summer 
months all night long the people were kept awake 
by the rumble of carts, busy at that unseemly 
time in emptying the cesspools and vaults of 
the neighborhood, while the air reeked with offen- 
sive smells. 

Compare this state of things with the conditions 
found to-day, even in the most neglected parts 
of the town, and the deductions are obvious. 


* Read at the annual meeting of the Suffolk District M ical 
Society, November, 1904. es ‘ caidas 





It is my purpose to show you to-night more 
graphically than by a chart line the changes in 
regard to the existence of tuberculosis in the city 
during the past three years as compared to the 
period of 1885-1890. 

In the United States census of 1890 is to be 
found a map giving the distribution of tubercu- 
losis as found in the wards of Boston during 
the years 1885-1890. Mr. A. M. Wilson, the 
Secretary of the Boston Association for the Relief 
and Control of Tuberculosis, has modified this 
map, and on the same scale has prepared another 
map from the Board of Health reports for the 
years 1901-3. 

Before showing the maps I will first read you a 
table of percentages of deaths according to parent 
nativity which will in a measure help to explain 
some of the changes that we shall find noted in 
our maps. 

Table * showing the relation of deaths due to 
pulmonary tuberculosis to deaths from all causes 
in Boston during the years 1901-3, giving the 
birthplace of the parents of the diseased: 

(1) Ireland, 16.20%; (2) Sweden, 13.70%; (3) 
British America, 13.30%; (4) Scotland, 11.73%; 
(5) England, 10.85%; (6) Germany, 10.73%; 
(7) United States (including colored’, 6.87%; 
(8) Italy, 5.81%; (9) Russia, 5.35%. 

This table is in general accord with similar 
statistics from other cities. 

Undoubtedly were the colored population 
deducted from those of American parentage this 
group would show the smallest percentage, for 
it is well known that the death-rate from tuber- 
culosis is far greater among the colored popula- 
tion in our northern cities than any other portion 
of the community. 

The American born are a survival of those fami- 
lies who are able to stand the strain of our New 
England life and of the ordeal of our climate for 
at least three generations and ought to be pretty 
hardy by this time and well acclimated. 

The Russian Jew has been always specially 
exempt from tuberculosis, and both he and the 
more recently arrived Italian have also been 
subject to an eliminative process of the United 
States government, by which none but healthy 
persons are admitted to the country, and the 
restrictions are more or less effective. 

The Hebrew Benevolent Societies have told me 
that there is a marked increase in the disease 
among their people at present. That whereas 
three or four years ago they had’ only three or 
four applications for aid from persons suffering 
with tuberculosis, to-day they have from forty to 
fifty, so that undoubtedly this racial exemption 
that I have stated is not going to be held in the 
second generation. 

The first thing of note on looking at Chart I is 
the situation of the plague centers, namely, the 
West End, the Cove and South Boston. Here 
the death-rate was over fifty per ten thousand 
inhabitants. The North End, Charlestown, Rox- 
bury and Dorchester are not far behind with a 
death-rate of 40-50. Only one portion of the 

1 Compiled from the Board of Health Reports. 
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city at that time showed a rate of under 15 per 
10,000, and that was the west slope and top of 
Beacon Hill. Even the Back Bay at that time 
had a death-rate of nearly 20. The average 
death-rate from tuberculosis for the city during 
these six years was 36.12 per 10,000. 


CHART I. 
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Now all this has changed; there has been a 
distinct improvement throughout the whole city, 
the average rate for the past three years, 1901-— 
2-3, having been 21.71 per 10,000, a noticeable 
gain. 

A glance at the map for 1901-3 at once shows 
that there is a large area where the rate is less 
than 15, whereas, in the former map, it was only 
small portions of two wards that showed this 
desirable condition. It will be seen at once that 
the ward lines are not the same as in 1885-90, 
but nevertheless, we are able to get a very good 
idea of the ground and the comparative distribu 
tion of the disease. 
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The wards now showing a rate under 15 
per 10,000 are, 1,10, 11, 20, 21. At the same 
time wards 2, 4, 6, 8, 16 and 22 show a smaller 
rate than the Back Bay did in the former period. 

The highest rate is to be found in Ward 7, and 
is less than 40, while the highest in the former 
period was 67.16 per 10,000. 

Wards 7, 13 and 18 have the unpleasant dis- 
tinction of having the highest rate, namely 36.39, 
34.97 and 28.98. 

By far the most interesting change that has 





taken place in the whole city is the gain that has 
come about in the North and West Ends. 

Looking at Chart I, it is seen that wards 8 and 
9, which are nearly equivalent to the present 
ward 8, had a combined death-rate from tuber- 
culosis of about 61; while now ward 8 has but 
17.53, a gain of over 43, the greatest in the city. 

The North End follows with a gain of about 29, 
also a very marked diminution. Ward 13, though 
even now one of the worst places in the city, 
shows a gain of 23. 

Wards 1 and 2, in East Boston, show a gain of 
about 19 and 18 respectively. 

Ward 7, which practically represents the old 
wards 10 and 12, has made a gain of only 5.76, 
and ward 12, which is much the same as the old 
ward 18, remains more nearly stationary than any 
other division of the city. Other wards have 
made notable gains as can be seen by study of 
the charts, but I will not mention them in detail. 
It is much easier to point out the changes that 
have taken place and express pleasure and wonder 
at them than it is easy to explain these changes. 

There are no statistics that we have been able 
to find that tell of the movements of population 
in Boston. All that we have been able to find 
out has been in general from hearsay evidence 
and must be taken as suggestive only. 

Some will doubtless be familiar with their 
immediate neighborhoods and can apply the 
same reasoning to their own localities that we 
shall use, and can draw their own conclusions 
from them. 

It is well known that the decade 1890-1900 
saw the great bulk of emigration of the Russian 
Jews who then fled from oppressive Russian laws, 
and they began to come in large numbers in 1887- 
90. They landed in our city and settled in the 
North and West Ends and very soon began to 
exert pressure upon the old inhabitants of these 
sections. As a result, these sections, which were 
formerly largely settled by persons of Irish par- 
entage became settled by the Hebrews. That 
is, a race with the highest death-rate, except the 
colored people, were displaced by a race with a 
low death-rate from tuberculosis. Before the 
decade had closed still another wave of immigra- 
tion came, the Italians. Since the communica- 
tion with Italian ports has been direct this wave 
has grown and grown, and is, in turn, pushing out 
many of the Irish still remaining, and even 
forcing out the Jews to other parts of the city and 
into neighboring cities. This new race has also 
a low death-rate from tuberculosis. 

In ward 12 the small gain is much more diffi- 
cult to explain. There has been certainly a great 
change in the population of the ward. The 
neighborhood used to be one of persons owning 
their own houses. Then came a change to board- 
ing houses, in which persons had part of a house 
or several rooms, and later still conditions further 
changed so that.one or two or even more people 
occupied the same room. In some of the narrow 
streets running parallel to Tremont Street and 
Shawmut Avenue, those of Irish parentage have 
largely disappeared and colored people have 
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taken their places. Thus there has been an in- 
crease and crowding of the population, and in 
the places where one would most expect to find 
the disease rampant a susceptible race has been 
partly replaced by a still more susceptible race. 

It is, on the whole, a very satisfactory showing, 
and points out the parts of the city where the 
health and charity organizations should put out 
their energies to reduce the disease still further. 

In spite of the favorable showing presented by 
these charts we must not forget that still 1,200 
persons die each year of tuberculosis in the 
City of Boston: that Dr. Marcley has shown 
that over 1,000 Boston cases have applied to him 
for hospital assistance in the past five years and 
been refused because they were too far advanced 
for Rutland — many of them not too far advanced 
to be cured by proper treatment. Besides these 
there are many self-respecting persons who in no 
Way have ever been a charge upon the city, and 
yet, as the result of this wasting disease, must 
have hospital accommodation or else bring them- 
selves and their families to the direst poverty. 
And further in their narrow quarters, amply 
sufficient for persons in health, maybe, they run 
the liability of infecting some one of their own 
family, who, otherwise, might have been saved 
to become a self-supporting wage earner. It 
is not good economy for a great city not to pro- 
vide for these pecple. A hospital would prevent 
whole families from becoming charges on the 
city and save its vitizens in those families from 
the danger of possible infection as well as giv- 
ing proper care for those who must die of this 
disease. 

In closing, we can do no better than to quote 
the demand of the City Board of Health for a 
municipal hospital for tuberculosis: 

“ The pressing need of greater hospital accom- 
modations for consumptive patients is brought 
to our attention with constantly increasing force. 
The moderate provision which has been made at 
Long Island is good, as far as it goes, but is 
altogether inadequate to meet the demand for 
the care of even the most abject cases. 

“‘ Consumption is one of the infectious diseases, 
dangerous to the public health, and susceptible 
of curative treatment. It presents a large num- 
ber of indigent, advanced and helpless cases. 
Its proper care demands official interference, 
isolation, support and control in the interest of 
public health and humanity. The city does not 
willingly discriminate against consumptives in 
her charity, or in her efforts to control infectious 
diseases, but, as a matter of fact, in practice it 
does. The city furnishes hospital accommoda- 
tions and care for smallpox, scarlet fever, diphthe- 
ria, measles and consumption. For the first 
four diseases the city provides 450 beds and up- 
to-date, wise and paying provision, and from 
these four diseases we get an annual mortality 
of 3.21% of the total mortality. For consump- 
tion the city provides 40 beds, and gets a yearly 
mortality of no less than 11.33% of the total 
mortality. This number of beds for consump- 
tion is not equal to the demand for even the most 





serious and helpless cases, while the less severe 
cases cannot be considered at all for hospital care. 
It must be evident to all that an infectious disease 
whose annual deaths amount to 11.33% of our 
total mortality should have hospital provision for 
all such cases as cannot otherwise be cared for 
with safety to the public. The Board of Health 
does not desire to further embarrass the financial 
condition of the city, or those by whom hospital 
provision must be decided. It seeks only to 
present facts as they appear to us, and to urge 
the importance of their early consideration by 
the Mayor and City Council.” 


Dr. Frepericx I. Kniacut said: Is is well for us 
at this time to consider what is our greatest need in 
this city for carrying on the warfare against consump- 
tion. Wehave sanatoria to which we can send incip- 
ient cases, and dispensaries and an association to look 
after those living at home, but a great need remains 
only slightly provided for, viz.: a hospital for chronic 
cases. We do not seek to justify our claim of the need 
of a hospital for chronics on humanitarian grounds 
alone. Let us look for a moment at the mode of infec- 
tion. When the bacilli are so universally present, what 
determines infection? The number and virulence of 
the germs on the one hand, and the receptivity of the 
patient on the other. Improved hygiene of the non- 
infected had already begun to improve the mortality 
from consumption before the discovery of the bacillus 
led to the struggle of recent years. A hospital for the 
reception of all consumptive patients who cannot be 
properly cared for at home not only removes a source 
of infection, but allows the remainder of the family, 
as yet unaffected, to be fortified against it, instead of 
being made more susceptible by an exhausting attend- 
ance upon the sick; and in our crusade against the 
disease much more attention than has been should be 
paid to the members of the family as yet apparently 
unaffected. 


As many of the gentlemen here are aware, we 
made an effort several years ago to secure the 
Marcella Street Home, already owned by the city 
and unoccupied, for the purpose, but failed owing 
principally to the opposition of the neighborhood. 
The City Council, however, appropriated one 
hundred and fifty thousand dollars, to be raised by 
a special loan, for the establishment of such a hos- 
pital, the site to be determined later. This bill 
failed to obtain the necessary approval of the 
Mayor on economic grounds. It may be proper 
in this connection to say a word about the possible 
danger of such an institution to the neighborhood. 
I think the profession would be pretty unanimous 
in the opinion that from a properly managed 
hospital no danger exists to the neighborhood. 
As a matter of fact, the mortality from consump- 
tion in the villages of Goerbersdorf, where a sana- 
torium was established in 1859, and in Falken- 
stein, where one was established in 1877 has dim- 
inished one third since those dates. This has 
been attributed largely to the educational influ- 
ence of the sanatorium. In fact at Goerbersdorf, 
the results are even better, as the total mortality 
from consumption has diminished one third while 
the population has doubled. 

It seems to me that a hospital for chronic cases 
should be a city rather than a state institution — 
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Fic. 1. Note application of clamps. On the stomach they are placed parallel 
with the greater curvature, thus controlling the hemorrhage from the vessels 
which are seen crossing line of future incision. Inner jaws of both clamps touch at 
the pyloric angle. When the handles are brought together, the pyloric angle (P) is 
put on the stretch. It can be seen that the use of guides is unnecessary to make the 


folds lie side by side. 





























continuous stiteh 
suture, bringing X 
lhe line of suture is finally 


Tongue now closed over by 
which has turned corner to finish front of 


Fic. 2. Clamps now side by side. Folds approximated Fic. 2. 
by a continuous sero-muscular stitch, Stomach incision to 
mucous membrane; duodenum then opened freely to pyloric to XX. (T) sewed over tongue 
angle. Scissors now cutting out redundant mucous _mem- buried by a sero-muscular stitch. 
brane at dotted line. The next step is to sew X to X, be- : 


ginning at the pyloric end of the tongue. 
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that every city and town should have some accom- 
modation for such cases. 

One word in regard to expense. If the sana- 
torium for incipient cases is an economy, as is 
certainly believed by the German Insurance 
companies who have erected sanatoria for the 
eare of their risks who become tuberculous, how 
much more of an economy will it be to make pro- 
vision for the care of the advanced cases, which 
directly and especially indirectly cause the infec- 
tion of so many others! 


Dr. Durcin: The account given by Dr. Brannan of 
the work done in New York for the relief and control of 
consumptives is both interesting and instructive. It 
is plain to see that there is not only more consumption 
but more available money in New York than in Boston. 
They began their work earlier, are better provided with 
hospitals, and have done more work with the consump- 
tive in New York than we have in Boston. The meth- 
ods in use there and here do not differ very much. We 
require physicians to report their cases, but so far, the 
cases reported are but little in excess of the reported 
deaths. We shall hope for more complete reports in 
the immediate future. We remove to the hospital only 
the most helpless and serious cases, owing to the lack 
of hospital accommodations. We make forcible re- 
movals when necessary. We send circulars of informa- 
tion to the family of the patient through the attending 
physician. We disinfect after all removals and after 
deaths from this cause, at the expense of the city. We 
keep sputum outfits at about fifty different stations in 
the city for the accommodation of physicians, and 
collect, examine and report the results to the physicians 
daily. We have sent from the public schools cases of 
tuberculosis found by the medical inspectors of schools 
for the last ten years. We prohibit spitting in public 
conveyances, stations, buildings, halls, markets, 
churches and theaters, and on steps or sidewalks im- 
mediately connected with such public places. We are 
seriously in need of more hospital accommodations for 
consumptives. The deaths from consumption in Bos- 
ton equal 11.33% of our total mortality, for which 
we have but forty beds. The deaths from smallpox, 
diphtheria, scarlet fever and measles combined, con- 
stitute but 3.21% of the total mortality, and for which 
we have 450 beds. We need immediately an increase 
of not less than two hundred beds for consumptives. 
This need is clearly recognized by the Mayor and City 
Council, who have expressed their desire to meet the 
demand as soon as the financial condition of the city 
will warrant the necessary outlay. It may be said, by 
way of encouragement, that the deaths from consump- 
tion in Boston have decreased from 40.08 per 10,000 
living, in 1886, to 20.42 per 10,000 living, in 1903, or 
nearly 50° decrease in seventeen years. 


~~ 
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IMPROVED TECHNIC FOR FINNEY’S GASTRO- 
DUODENOSTOMY.* 


BY ALFRED H. GOULD, M.D., BOSTON, 


For the Division of Surgery of Harvard University; From the Surgi- 
cal Laboratory of the Harvard Medical ‘School. 


THIs operation was first described by J. M. T. 
Finney of Baltimore.’ It is designed to relieve 
non-malignant obstruction at the pyloric end of 
the stomach. Finney’s original technic was 
devised before the importance of clamps was 
recognized, and the adaptation of this feature to 
the old method has been but slowly accomplished. 


* Second papers of the series. 
1 Bull. Johns Hopkins Hospital, July, 1902. 








There are, as yet, no reported experimental 
data upon which to base a conviction as to the 
superiority of this gastroduodenostomy over 
a gastrojejunostomy. Later research will decide 
the relative merits of these two operations. 
However, the Finney operation is regarded by 
surgeons with growing favor, and the writer 
believes that any real improvements in its tech- 
nic will be welcome. 

Attention is to be called to the following details 
which differ from those in present use: (1) 
Placing of clamps. (2) Opening of stomach and 
duodenum, trimming mucous membrane. (3) 
Omission of guide stitches. 


TECHNIC. 


The Finney gastroduodenostomy is done in 
the same way as an ordinary gastro-enteros- 
tomy, except that the cuts into the two viscera 
are connected at one end. ‘The continuity of the 
incisions is made possible by their situation close 
to the pyloric sphincter. 

The human duodenum is bound down to the 
posterior abdominal wall, except for two inches 
at its beginning, and for this reason cannot be 
brought into natural contact with the stomach. 

The first step, therefore, consists in freeing the 
duodenum from the posterior abdominal wall 
by blunt dissection until it can be drawn out and 
held to the greater curvature of the stomach. 
To accomplish this the duodenum is approached 
from the outside and is raised from its posterior 
attachment for a distance of two inches. 

The second problem to be met is the applica- 
tion of clamps. It is customary to place them 
directly across the pylorus on the stomach side, 
thus making it necessary to introduce one blade 
beneath the stomach into the lesser peritoneal 
cavity. The clamping of the duodenum is also 
ata right angle tothelumen. The above method 
of placing the clamps for this operation is poorly 
thought out, because in each case the blades cross 
the organs parallel to the blood vessels. 

The incision into the stomach will cut vessels 
which arise from the greater curvature, and a 
clamp placed directly across the pylorus will not 
control this bleeding in the least. The most 
satisfactory method of applying the clamps is 
the following: 

A fold of the anterior wall of the stomach is 
picked up 3 to 4 inches long, parallel to and 
about 4 inch from the greater curvature. The 
ends of the clamp are not freed, but are pushed 
up tightly until the inner jaw rests against the 
pyloric sphincter, about $+ to 4 inch below the 
free edge of the fold, where they are made fast. 

The duodenal clamp encloses a similar fold, as 
it goes obliquely across the bowel from the free 
edge to the pylorus and is pushed up until its 
inner jaw touches that of the stomach clamp, 
where it is fastened. The handles of the clamps 
are next brought together, and the pyloric angle 
thus put on the stretch, incision can now be made 
into any part of the area held by clamps or into 
the pyloric angle without hemorrhage. 

When the clamps are placed carefully accord- 
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ing to this method, the duodenum and the stomach 
folds lie neatly side by side, thus obviating the 
necessity of guides. 

The two folds are fastened together with a 
continuous sero-muscular stitch. It is better 
to start this stitch at the pyloric angle to make 
sure that this point comes at the apex of the 
tongue to be cut out later. 

As mentioned before, the incisions are like 
those of a gastrojejunostomy, except that they 
are united at one end. The stomach incision is 
made first, and is carried down until the mucous 
membrane pouches freely between the cut mus- 
cular walls. The stomach is then left and the 
duodenum opened until the mucous membrane 
of the stomach is met at the pyloric angle. Be- 
fore going further it is occasionally necessary to 
trim off the mucous membrane from the edges 
of the duodenal incision. The pouching mucous 
membrane is finally removed from the stomach 
by cutting with scissors close to one muscular 
edge, returning on the other side. The completed 
incision leaves a tongue-like process made up half 
of gastric and half of intestinal walls. 

After the incisions have been made the explo- 
ration of the pyloric portion is easily accomplished 
by loosening without withdrawing the stomach 
clamp. After inspection the jaws can be fastened 
again and the suture continued. 

The two edges of the tongue are next sewed 
together with a continuous through and through 
chromic stitch, which starts from the apex of the 
tongue and goes across to its base. At this point 
it is interrupted with a tie before continuing the 
suture across over the front. When operating 
with the clamps placed according to the older 
method, the sewed over tongue protrudes up into 
the wound and must be buried with guide stitches 
before the through and through stitch can be car- 
ried over the front. No such difficulty is met with 
correctly applied clamps, for the outer edges tie 
well for accurate apposition. When within an 
inch from the pylorus and the suture over the 
front is nearly completed, the clamps are loosened 
to relieve the tension and allow the last few 
stitches to be placed. 

The clamps are now removed altogether, and 
the suture buried with a sero-muscular stitch. 
The closing in of the inaccessible pyloric angle 
is made easy by the introduction of the writer’s 
mattress stitch. The rest of the sero-muscular 
stitch may be continuous. 


SS 
~~ 


CARDIAC COLLAPSE DURING EXAMINATION 
OF A POST-PHARYNGEAL ABSCESS; INCI- 
SION; CIRCULATION RE-ESTABLISHED AND 
MAINTAINED FOR FOUR HOURS BY MAs- 
SAGE OF THE HEART; DEATH. 


BY DAVID CHEEVER, M.D., BOSTON, 


Assistant in Anatomy, Harvard Medical School. From the General 
Surgical Service of the Children’s Hospital. 


For years :physiologists have demonstrated 
that the oxygenation of the blood may be carried 
on and automatic respiration re-established by 
artificial means, which have come into daily use 








clinically for the resuscitation of patients. It 
has been equally well known that under certain 
conditions pulsation may be re-established in 
the arrested heart of animals, both in situ and 
even some hours after its removal from the body. 
Recent investigators in the field of surgical 
physiology have endeavored to develop a rational 
method based on these and similar experiments 
for restoring to life patients whose vital functions 
have been suddenly arrested either by traumatic 
or surgical shock or by mechanical conditions 
obstructing these functions. Such a method 
depends chiefly on the restoration of respiration 
and of cardiac pulsation and the maintenance of 
the blood-pressure at an approximately normal 
level. Clinical experience is still scanty, how- 
ever, and the following case is reported with a 
view of adding to the evidence in this important 
field. 


The patient, Eleanor 8., three years of age, was 
brought to the Children’s Hospital, on Feb. 23, 1904, 
with a history of about two weeks’ duration of illness, 
feverishness and anorexia. There was complaint of 
sore throat and difficulty in swallowing, and the neck 
became swollen, chiefly on the right side. The symp- 


‘toms became progressively worse, the child became 


practically unable to eat or to talk and during the last 
few days respiration had become labored. There had 
been no pre-existing symptoms suggestive of caries of 
the cervical vertebra. 

Physical examination showed a fairly developed and 
poorly nourished child, pale, dyspneic, considerably 
exhausted, with a pulse of 140, respirations 46, and 
slight cyanosis of the finger-tips and lips. Heart, nega- 
tive; lungs, negative, except for shallow respiration and 
a few moist rales, most marked at the bases; abdomen, 
normal. The neck showed a diffuse fullness on the right, 
not red or tender and without perceptible fluctuation. 
The throat showed a swelling obstructing the oro- 
pharynx, but the struggles of the child made it both 
impossible and inadvisable to determine exactly its 
origin, whether from the tonsils and soft palate or from 
the pharyngeal wall. 

The gravity of the situation was explained to the 
mother and her consent to incision obtained. It was 
found impossible to reason with or gain the confidence 
of the child, so the necessary manipulations were carried 
out by force, but as gently as possible. The arms were 
confined by a blanket swathe and the child held in a 
nurse’s lap in the usual way. No anesthetic was em- 
ployed. The child struggled ceaselessly. The intro- 
duction of the gag caused such choking and cyanosis 
that it was withdrawn, with immediate relief to the 
symptoms of asphyxiation. At a favorable moment 
the gag was again placed in position and the finger and 
knife introduced, but a point of fluctuation was not 
felt at once. The condition suddenly again became 
alarming and breathing ceased. The child was in- 
stantly laid on the table and artificial respiration begun. 
No pulse could be felt at tue wrist, no cardiac sounds 
could be heard with the stethoscope, normal respira- 
tion had absolutely ceased; the face, finger-tips and 
mucous membranes were moderately cyanotic, the 
pupils dilated and unresponsive and the cornea insen- 
sitive. The picture was that of death. This occurred 
at 6.20 p.m. With the patient in the Rose-Trendelen- 


burg position the abscess, which proved to be retro- 
pharyngeal, was opened and evacuated. The amount 
of air which was entering the lungs, as shown by stetho- 
scopic examination, was not satisfactory, so a large 
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No. 28 French soft rubber catheter was introduced 
through the mouth into the trachea and the expansion 
of the chest by manipulation was supplemented by 
direct insufflation. No improvement followed; the 
moderate cyanosis was succeeded by extreme pallor 
and there was no evidence of any action of the heart. 
At once cardiac massage was begun by rhythmical 
pressure at the rate of sixty to the minute, over the 
third, fourth and fifth left costal cartilages, and this 
massage together with the artificial respiration was 
continued for four and one-half hours until further 
efforts were evidently useless. Throughout this time, 
the writer was aided by Dr. James 8S. Stone and house- 
officers and nurses. As rapidly as possible brandy and 
strychnine were injected directly into the heart, the 
legs were bandaged firmly from toes to groin, the abdo- 
men manually compressed and heaters and blankets 
applied, without interruption of the respiration or 
massage. 

Coincident with these measures and apparently 
directly following the pressure over the heart, the color 
returned to the lips and face, and capillary circula- 
tion could be distinctly demonstrated by the blanching 
and return of color after pressure on the cheeks, tongue, 
lips and finger nails. No heart sounds were heard at 
any time with the stethoscope, but feeble pulsations 
were detected in the radial and femoral arteries always 
immediately following the pressure on the heart; these 
pulsations were never felt when the massage was inter- 
rupted for a moment. The pupils remained dilated 
and without reaction; one observer thought that he 
detected a very slight movement of the eye-ball, but 
this was not verified. About this time oxygen gas 
under considerable pressure was forced into the lungs 
through the catheter, but the color in the mucous mem- 
branes became worse at once, so insufflation by the 
lungs of the assistant was again resorted to. At 8.30 
P.M. about one pint of normal salt solution was infused 
into the median cephalic vein with transitory improve- 
ment of the color and of the artificial pulse. There was 
sluggish capillary oozing from the subcutaneous tissue 
in this incision and marked hemorrhage from the vein. 
The blood was but slightly darker than normal. At 
about this time mx of Parke, Davis’ solution of adren- 
alin chloride was injected into the pectoral muscle, 
and soon after repeated without noticeable effect of 
any kind. Constant friction of the body surfaces 
toward the heart was kept up together with occasional 
injections of the usual stimulants. At nine o’clock 
the tube was accidentally pulled out of the trachea, 
and its re-insertion being difficult on account of the 
beginning rigidity of the jaw, tracheotomy was per- 
formed and the insufflation continued. This wound 
bled less actively than the other. No arterial bleed- 
ing followed either incision, but it is probable that no 
arteries were cut. The color now began to fail steadily 
and the skin became mottled in appearance, although 
the capillary circulation could still be demonstrated 
in the lips. Finally, the injection of stimulants into 
the spinal canal was determined on, but in turning the 
body over it was found that rigor mortis was well 
established in the legs, and further efforts at resuscita- 
tion were reluctantly abandoned, four and one-half 
hours after they were begun. 


Death was evidently caused by cardiac col- 
lapse due to shock, in a patient whose condition 
of extreme exhaustion made the necessary manip- 
ulations in preparing to open the abscess a source 
of grave danger. Death was not due to suffo- 
cation; there was no inhalation of pus, as the 
abscess was not evacuated until after efforts at 





resuscitation had been begun. In death by 
asphyxiation the action of the heart continues 
for a time after the cessation of the respiration; 
in this case stethoscopic examination failed to 
reveal any action of the heart from the very begin- 
ning. ‘There was no serious mechanical obstruc- 
tion to respiration and hence no indication for 
tracheotomy; but a rubber tube was introduced 
into the larynx to supplement the usual method 
of artificial respiration by direct insufflation, 
which proved very satisfactory in inflating the 
lungs and in facilitating the employment of oxy- 
gen. Later, a tracheotomy was done when the 
onset of rigor mortis made the re-insertion of the 
tube through the mouth difficult. 

Although success had been scarcely hoped for 
at first, the final failure to restore life, at least 
for a time was very disappointing. To the 
observers it seemed beyond controversy: (1) 
that the circulation of the blood was restored 
and maintained; (2) that the blood was fairly 
well oxygenated. Add to this that the body 
warmth was artificially kept up, stimulants 
supplied and efforts made to raise the blood- 
pressure to an efficient level, and it seems as 
though the conditions necessary for the existence 
of life were present. It is tempting to invoke 
the theory of the “ vital spark,’’ and perhaps 
the simile is not so very far-fetched. The spark 
simply raises the temperature of the combustible 
to the point of ignition and combustion ensues; 
in the same way the oxygenated blood must be 
supplied to the nerve cells in the vital centers 
in an amount sufficient to excite them and cause 
them to discharge their functions, in order to 
produce the phenomena of life. Granting that 
the heart is keeping the blood in circulation, 
means must be found to maintain a proper 
level of blood-pressure, and this is best accom- 
plished, as shown by the researches of Crile and 
other investigators, by increasing the peripheral 
resistance. Crile! obtains this by the use of 
adrenalin, which directly stimulates the walls of 
the blood-vessels and causes them to contract, 
and by the employment of his inflated pneumatic 
rubber suit, which offers a mechanical resistance 
which can be regulated at will. In the case above 
reported the attempt was made to secure this 
mechanical resistance by bandaging firmly the 
extremities and compressing the abdomen. 

Keen,? in a recent article, gives twenty-seven 
cases collected from the literature where massage 
of the heart was employed in efforts at resuscita- 
tion of the human subject, with three successful 
cases and twenty-four failures, and adds an un- 
successful case of his own. Cohen ® has also 
reported a successful case. In several cases 
which ultimately failed life was restored for 
periods up to twenty-four hours. 

Maag ‘ reports a case where a patient collapsed 
under chloroform; fifteen minutes after apparent 
death the thorax was opened and direct massage 
of the heart was performed, the pulsations were 
restored for some hours, later failed and were 
again restored by massage, but death finally 
ensued after twelve hours. 
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ing to this method, the duodenum and the stomach 
folds lie neatly side by side, thus obviating the 
necessity of guides. 

The two folds are fastened together with a 
continuous sero-muscular stitch. It is better 
to start this stitch at the pyloric angle to make 
sure that this point comes at the apex of the 
tongue to be cut out later. 

As mentioned before, the incisions are like 
those of a gastrojejunostomy, except that they 
are united at one end. The stomach incision is 
made first, and is carried down until the mucous 
membrane pouches freely between the cut mus- 
cular walls. The stomach is then left and the 
duodenum opened until the mucous membrane 
of the stomach is met at the pyloric angle. Be- 
fore going further it is occasionally necessary to 
trim off the mucous membrane from the edges 
of the duodenal incision. The pouching mucous 
membrane is finally removed from the stomach 
by cutting with scissors close to one muscular 
edge, returning on the other side. The completed 
incision leaves a tongue-like process made up half 
of gastric and half of intestinal walls. 

After the incisions have been made the explo- 
ration of the pyloric portion is easily accomplished 
by loosening without withdrawing the stomach 
clamp. After inspection the jaws can be fastened 
again and the suture continued. 

The two edges of the tongue are next sewed 
together with a continuous through and through 
chromic stitch, which starts from the apex of the 
tongue and goes across to its base. At this point 
it is interrupted with a tie before continuing the 
suture across over the front. When operating 
with the clamps placed according to the older 
method, the sewed over tongue protrudes up into 
the wound and must be buried with guide stitches 
before the through and through stitch can be car- 
ried over the front. No such difficulty is met with 
correctly applied clamps, for the outer edges tie 
well for accurate apposition. When within an 
inch from the pylorus and the suture over the 
front is nearly completed, the clamps are loosened 
to relieve the tension and allow the last few 
stitches to be placed. 

The clamps are now removed altogether, and 
the suture buried with a sero-muscular stitch. 
The closing in of the inaccessible pyloric angle 
is made easy by the introduction of the writer’s 
mattress stitch. The rest of the sero-muscular 
stitch may be continuous. 


_ 
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CARDIAC COLLAPSE DURING EXAMINATION 
OF A POST-PHARYNGEAL ABSCESS; INCI- 
SION; CIRCULATION RE-ESTABLISHED AND 
MAINTAINED FOR FOUR HOURS BY MAs- 
SAGE OF THE HEART; DEATH. 

BY DAVID CHEEVER, M.D., BOSTON, 


Assisiant in Anatomy, Harvard Medical School. From the General 
urgical Service of the Children’s Hospital. 


For years -physiologists have demonstrated 
that the oxygenation of the blood may be carried 
on and automatic respiration re-established by 





artificial means, which have come into daily use 





clinically for the resuscitation of patients. It 
has been equally well known that under certain 
conditions pulsation may be re-established in 
the arrested heart of animals, both in situ and 
even some hours after its removal from the body. 
Recent investigators in the field of surgical 
physiology have endeavored to develop a rational 
method based on these and similar experiments 
for restoring to life patients whose vital functions 
have been suddenly arrested either by traumatic 
or surgical shock or by mechanical conditions 
obstructing these functions. Such a method 
depends chiefly on the restoration of respiration 
and of cardiac pulsation and the maintenance of 
the blood-pressure at an approximately normal 
level. Clinical experience is still scanty, how- 
ever, and the following case is reported with a 
view of adding to the evidence in this important 


field. 


The patient, Eleanor 8., three years of age, was 
brought to the Children’s Hospital, on Feb. 23, 1904, 
with a history of about two weeks’ duration of illness, 
feverishness and anorexia. There was complaint of 
sore throat and difficulty in swallowing, and the neck 
became swollen, chiefly on the right side. The symp- 
toms became progressively worse, the child became 
practically unable to eat or to talk and during the last 
few days respiration had become labored. There had 
been no pre-existing symptoms suggestive of caries of 
the cervical vertebra. 

Physical examination showed a fairly developed and 
poorly nourished child, pale, dyspneic, considerably 
exhausted, with a pulse of 140, respirations 46, and 
slight cyanosis of the finger-tips and lips. Heart, nega- 
tive; lungs, negative, except for shallow respiration and 
a few moist rales, most marked at the bases; abdomen, 
normal. The neck showed a diffuse fullness on the right, 
not red or tender and without perceptible fluctuation. 
The throat showed a swelling obstructing the oro- 
pharynx, but the struggles of the child made it both 
impossible and inadvisable to determine exactly its 
origin, whether from the tonsils and soft palate or from 
the pharyngeal wall. 

The gravity of the situation was explained to the 
mother and her consent to incision obtained. It was 
found impossible to reason with or gain the confidence 
of the child, so the necessary manipulations were carried 
out by force, but as gently as possible. The arms were 
confined by a blanket swathe and the child held in a 
nurse’s lap in the usual way. No anesthetic was em- 
ployed. The child struggled ceaselessly. The intro- 
duction of the gag caused such choking and cyanosis 
that it was withdrawn, with immediate relief to the 
symptoms of asphyxiation. At a favorable moment 
the gag was again placed in position and the finger and 
knife introduced, but a point of fluctuation was not 
felt at once. The condition suddenly again became 
alarming and breathing ceased. The child was in- 
stantly laid on the table and artificial respiration begun. 
No pulse could be felt at tue wrist, no cardiac sounds 
could be heard with the stethoscope, normal respira- 
tion had absolutely ceased; the face, finger-tips and 
mucous membranes were moderately cyanotic, the 
pupils dilated and unresponsive and the cornea insen- 
sitive. The picture was that of death. This occurred 
at 6.20 p.m. With the patient in the Rose-Trendelen- 
burg position the abscess, which proved to be retro- 
pharyngeal, was opened and evacuated. The amount 
of air which was entering the lungs, as shown by stetho- 
scopic examination, was not satisfactory, so a large 
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No. 28 French soft rubber catheter was introduced 
through the mouth into the trachea and the expansion 
of the chest by manipulation was supplemented by 
direct insufflation. No improvement followed; the 
moderate cyanosis was succeeded by extreme pallor 
and there was no evidence of any action of the heart. 
At once cardiac massage was begun by rhythmical 
pressure at the rate of sixty to the minute, over the 
third, fourth and fifth left costal cartilages, and this 
massage together with the artificial respiration was 
continued for four and one-half hours until further 
efforts were evidently useless. Throughout this time, 
the writer was aided by Dr. James 8. Stone and house- 
officers and nurses. As rapidly as possible brandy and 
strychnine were injected directly into the heart, the 
legs were bandaged firmly from toes to groin, the abdo- 
men manually compressed and heaters and blankets 
applied, without interruption of the respiration or 
massage. 

Coincident with these measures and apparently 
directly following the pressure over the heart, the color 
returned to the lips and face, and capillary circula- 
tion could be distinctly demonstrated by the blanching 
and return of color after pressure on the cheeks, tongue, 
lips and finger nails. No heart sounds were heard at 
any time with the stethoscope, but feeble pulsations 
were detected in the radial and femoral arteries always 
immediately following the pressure on the heart; these 
pulsations were never felt when the massage was inter- 
rupted for a moment. The pupils remained dilated 
and without reaction; one observer thought that he 
detected a very slight movement of the eye-ball, but 
this was not verified. About this time oxygen gas 
under considerable pressure was forced into the lungs 
through the catheter, but the color in the mucous mem- 
branes became worse at once, so insufflation by the 
lungs of the assistant was again resorted to. At 8.30 
P.M. about one pint of normal salt solution was infused 
into the median cephalic vein with transitory improve- 
ment of the color and of the artificial pulse. There was 
sluggish capillary oozing from the subcutaneous tissue 
in this incision and marked hemorrhage from the vein. 
The blood was but slightly darker than normal. At 
about this time mx of Parke, Davis’ solution of adren- 
alin chloride was injected into the pectoral muscle, 
and soon after repeated without noticeable effect of 
any kind. Constant friction of the body surfaces 
toward the heart was kept up together with occasional 
injections of the usual stimulants. At nine o’clock 
the tube was accidentally pulled out of the trachea’ 
and its re-insertion being difficult on account of the 
beginning rigidity of the jaw, tracheotomy was per- 
formed and the insufflation continued. This wound 
bled less actively than the other. No arterial bleed- 
ing followed either incision, but it is probable that no 
arteries were cut. The color now began to fail steadily 
and the skin became mottled in appearance, although 
the capillary circulation could still be demonstrated 
in the lips. Finally, the injection of stimulants into 
the spinal canal was determined on, but in turning the 
body over it was found that rigor mortis was well 
established in the legs, and further efforts at resuscita- 
tion were reluctantly abandoned, four and one-half 
hours after they were begun. 


Death was evidently caused by cardiac col- 
lapse due to shock, in a patient whose condition 
of extreme exhaustion made the necessary manip- 
ulations in preparing to open the abscess a source 
of grave danger. Death was not due to suffo- 
cation; there was no inhalation of pus, as the 
abscess was not evacuated until after efforts at 





resuscitation had been begun. In death by 
asphyxiation the action of the heart continues 
for a time after the cessation of the respiration; 
in this case stethoscopic examination failed to 
reveal any action of the heart from the very begin- 
ning. There was no serious mechanical obstruc- 
tion to respiration and hence no indication for 
tracheotomy; but a rubber tube was introduced 
into the larynx to supplement the usual method 
of artificial respiration by direct insufflation, 
which proved very satisfactory in inflating the 
lungs and in facilitating the employment of oxy- 
gen. Later, a tracheotomy was done when the 
onset of rigor mortis made the re-insertion of the 
tube through the mouth difficult. 

Although success had been scarcely hoped for 
at first, the final failure to restore life, at least 
for a time was very disappointing. To the 
observers it seemed beyond controversy: (1) 
that the circulation of the blood was restored 
and maintained; (2) that the blood was fairly 
well oxygenated. Add to this that the body 
warmth was artificially kept up, stimulants 
supplied and efforts made to raise the blood- 
pressure to an efficient level, and it seems as 
though the conditions necessary for the existence 
of life were present. It is tempting to invoke 
the theory of the “ vital spark,” and perhaps 
the simile is not so very far-fetched. The spark 
simply raises the temperature of the combustible 
to the point of ignition and combustion ensues; 
in the same way the oxygenated blood must be 
supplied to the nerve cells in the vital centers 
in an amount sufficient to excite them and cause 
them to discharge their functions, in order to 
produce the phenomena of life. Granting that 
the heart is keeping the blood in circulation, 
means must be found to maintain a proper 
level of blood-pressure, and this is best accom- 
plished, as shown by the researches of Crile and 
other investigators, by increasing the peripheral 
resistance. Crile! obtains this by the use of 
adrenalin, which directly stimulates the walls of 
the blood-vessels and causes them to contract, 
and by the employment of his inflated pneumatic 
rubber suit, which offers a mechanical resistance 
which can be regulated at will. In the case above 
reported the attempt was made to secure this 
mechanical resistance by bandaging firmly the 
extremities and compressing the abdomen. 

Keen,” in a recent article, gives twenty-seven 
cases collected from the literature where massage 
of the heart was employed in efforts at resuscita- 
tion of the human subject, with three successful 
cases and twenty-four failures, and adds an un- 
successful case of his own. Cohen® has also 
reported a successful case. In several cases 
which ultimately failed life was restored for 
periods up to twenty-four hours. 

Maag ‘ reports a case where a patient collapsed 
under chloroform; fifteen minutes after apparent 
death the thorax was opened and direct massage 
of the heart was performed, the pulsations were 
restored for some hours, later failed and were 
again restored by massage, but death finally 
ensued after twelve hours. 
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Sick * reports a case of collapse under chloro- 
form during an operation for tubercular peri- 
tonitis in a boy; three-quarters of an hour after 
the heart had ceased to beat it was exposed by 
incision, and after fifteen minutes’ massage pul- 
sation and respiration became re-established and 
consciousness returned; the boy lived twenty- 
four hours but finally collapsed and died with 
great dyspnea. 

In a case reported by Starling and Lane,° 
collapse occurred during abdominal section; the 
heart was squeezed through the diaphragm once 
or twice and pulsation returned, artificial respira- 
tion was continued for twelve minutes and then 
became automatic, and recovery ensued. 

Crile, in one case, nine minutes after death, 
employed pressure on the chest, artificial respira- 
tion, adrenalin and the rubber suit: the heart 
began to pulsate and continued for twenty-eight 
minutes but respiration was not re-established. 
In a second case, eight minutes after death, the 
same means were employed and the functions of 
both heart and lungs re-established; operation 
was done for the relief of a depressed fracture of 
the skull, during which the patient moved his 
head, but sudden death occurred after thirty- 
four minutes had elapsed. In a third case 
during an operation for tumor of the brain 
the patient collapsed and the usual measures 
with the substitution of the Fell-O’Dwyer appa- 
ratus for artificial respiration were at once begun. 
In nine minutes the heart began to beat and in 
seventeen minutes respiration was re-established, 
but death occurred two hours later. In a fourth 
case, during excision of an exophthalmic goitre 
there was sudden cessation of the heart and res- 
piration. Crile at once inflated the rubber suit 
which had been put on as a precautionary meas- 
ure, and began to make pressure over the heart: 
in six minutes the functions were restored and 
complete recovery took place. 

In Cohen’s case an operation was done on an 
otherwise healthy woman for the removal of.an 
ovarian cyst, under chloroform. Fifteen minutes 
after the operation had begun sudden collapse 
occurred with cessation of heart and respiration. 
After vainly trying artificial respiration for two 
minutes the operator introduced one hand into 
the abdomen and began bimanual massage of the 
heart; in thirty seconds the heart began to beat; 
in one minute it was pulsating 80 to the minute, 
and in two minutes respiration became normal 
and the operation was brought to a successful 
issue, with ultimate recovery. 

The writer’s case differs from most others 
reported in that automatic cardiac pulsation was 
not re-established, but apparently blood was 
pumped through the vascular system by the 
rhythmical mechanical pressure on the heart, 
much after the fashion of a rubber compression 
syringe with inlet and outlet valves. Doubtle:s 
exposure of the heart by incision and direct mas- 
sage would be a more efficient method, but in a 
child the costal cartilages are so elastic and yield- 
ing that the heart can be strongly compressed 
without difficulty between them and the vertebral 





column. Indeed, in some cases reported such 
pressure was sufficient in adults. In the writer’s 
case the occasionally felt radial and femoral pulse 
coincided exactly with the pressure on the heart, 
the capillary circulation in the face and lips and 
the bleeding from the incisions in the arm and 
neck proved the existence of circulation in the 
smaller vessels and capillaries, and the color of 
the blood and mucous membranes was evidence 
of a fair degree of oxidation. The blood pres- 
sure was without doubt very deficient, but prob- 
ably a very important factor in the failure to 
restore even temporarily the vital functions was 
the extreme exhaustion of the patient before 
she applied for measures of relief. In most of the 
cases reported in the literature the patients were 
in a reasonable state of health before the collapse 
or traumatic shock which necessitated efforts for 
their resuscitation. 

A limited experience at the Children’s Hospital 
has afforded a vivid impression of the gravity 
of these cases of inflammatory conditions and 
abscesses of the throat in children. A somewhat, 
similar case occurred soon after the one above 
reported. The patient, Stanley G., entered the 
hospital on May 25, 1904, with a history of sore 
throat and swelling of the neck for four weeks. 
Examination showed a fluctuating swelling on 
each side behind the angle of the jaw and a large 
mass bulging from the posterior wall of the 
pharynx. The condition was poor although the 
dyspnea was not extreme. Primary ether was 
given in Rose’s position and the pharyngeal 
abscess incised by the house surgeon; collapse 
instantly ensued and respiration ceased, although 
apparently no pus was drawn into the respiratory 
passages. Cardiac pulsation could be faintly 
heard with the stethoscope, but the usual meas- 
ures for resuscitation were unsuccessful until a 
hasty tracheotomy by the writer finally resulted 
in the re-establishment of the respiration. This 
patient again collapsed an hour later in the ward 
and was with difficulty revived. He was finally 
immobilized on a Bradford frame which was then 
inverted, so that the patient hung face downward 
with the head at a lower level than the feet. 
This position afforded drainage for the abscess 
cavity and for the respiratory passages and kept 
the blood in the vital centers, and the patient 
finally recovered. On March 7, 1904, another 
case came under the care of Dr. James S. Stone: 
the patient collapsed immediately after the inci- 
sion of a retro-pharyngeal abscess and made a 
slow recovery only after vigorous measures for 
resuscitation. 

Acute abscesses around the tonsil and soft 
palate usually run a short course and burst spon- 
taneously or are opened in from three to five days. 
They may be serious owing to their tendency to 
extend downward and cause an inflammatory 
edema in the larynx, which may be rapidly fatal, 
but they are seldom accompanied by the extreme 
exhaustion which is seen in cases of acute retro- 
pharyngeal abscess. These are usually of longer 
duration, owing probably to their situation behind 
the dense pharyngeal aponeurosis, which retards 
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their progress to the surface and frequently de- 
termines their pointing externally behind the 
angle of the jaw. In six cases which occurred at 
the Children’s Hospital between November and 
May, 1904, the duration varied between ten days 
and four weeks. Chronic, slowly accumulating 
‘ cold’ abscesses due to cervical caries are not 
included, of course, in this category. The grave 
condition of exhaustion frequently seen in a 
patient with an acute or subacute retro-pharyn- 
geal abscess is due to several factors: to the en- 
forced starvation for many days, to sleeplessness 
to toxemia, and to insufficient oxygenation of 
the blood in cases where the respiration is embar- 
rassed. If now, preliminary to operative inter- 
ference, the head is thrown back and the mouth 
held wide open, the tendency is for the base of the 
tongue and the posterior wall of the pharynx to 
become still more closely approximated, unless 
indeed, the tongue is drawn strongly forward, 
which perhaps is neglected in the operator’s 
effort to get a clear view. Thus a sudden tem- 
porarily complete asphyxiation may ensue, which, 
with the frenzied struggles of the unreasonable 
child, may result in cardiac collapse. Perhaps, 
also, the stimulation of the sensory terminations 
of the superior laryngeal nerve in the mouth and 
pharynx by the necessary manipulations may 
cause a reflex inhibition of the heart and respira- 
tion through the pneumogastric and sympathetic 
nerves, which contributes to the fatal result. 

In cases similar to the one reported above, a 
preliminary tracheotomy would seem to be a 
conservative procedure. It could be quickly 
done under cocaine or even without anesthesia 
and although the child’s struggles might be ex- 
hausting they would, at least, not be accompanied 
by the element of suffocation. The incision of 
the abscess might then be deferred, if necessary, 
until the general condition had improved, or, if 
artificial respiration were required, the opportu- 
nity would be most favorable. 
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A CASE OF ACUTE HEMORRHAGIC PAN- 
CREATITIS. 


BY ERNEST L. HUNT, M.D., WORCESTER, MASS., 
Assistant Pathologist to Worcester City Hospital. 


DIAGNOSIS, OPERATION, RECOVERY. 


Patient, A. B., female, forty-eight years old, 
married. First seen by the writer Jan. 10, 1904, at 
her home, in answer to an urgent summons referred 
to him by Dr. J. M. B. Farnham. 

Family history. — Born in Connecticut. Husband 
well, but has lived apart from patient for several years. 
One son, twenty-seven, well. Causes of grandparents’ 
death not known. Father died of acute diabetes 





following an attack of “ grippe.”’ Mother is well, 
except for varicose ulcers of leg. One brother subject 
to malaria and severe dyspeptic attacks. Three sisters 
died in youth of typhoid and another of “ bone- 
cancer.” Two sisters are living at present, the elder, 
forty-nine years old, is a diabetic of several months’ 
standing.. The younger, forty-five years old, was 
operated on four years ago for uterine trouble, and 
has been in delicate health since. 

Personal history.— Typhoid at age of sixteen. 
Two miscarriages, the more recent being fifteen years 
ago. Menstruation has been irregular since, varying 


, | from three to six weeks. Has been subject to frequent 


attacks of indigestion and epigastric pain for many 
years. Is habitually constipated. Sour foods in 
particular are poorly borne. Four years ago was 
treated by a stomach specialist for chronic gastritis, 
and for a few days was fed by rectum because of 
nausea and vomiting. Later was sent to hospital, 
where she was kept on a liquid diet and gradually 


,|improved. There she was told that she had a small 


uterine fibroid. Diphtheria one year ago. Four 
months ago had a sudden attack of severe epigastric 
pain with vomiting and marked local tenderness. 
Was sick for three weeks, then resumed her customary 
household duties. The epigastric soreness persisted 
more or less, however, and from time to time she has 
been treated for it since. 

Present illness. — The patient felt as well as usual 
this morning until nine o’clock, when she was seized by 
violent pain in the epigastrium radiating to left hypo- 
chondrium and scapular region. Vomiting and retch- 
ing was constant, but without relief of pain. At first, 
she raised partially digested food, but after that only 
an occasional mouthful of greenish fluid. No blood 
has been raised. When seen, twenty minutes after 
the onset, she was upon her knees on the floor, strain- 
ing violently in effort to vomit, but raising nothing. 


»|She was very pale, beads of perspiration stood upon 


her forehead, and the radial pulse was thread-like and 
barely perceptible. Morphine sulphate }$ gr. was 
immediately given hypodermically, and patient placed 
on the bed. An additional } gr. brought slight relief. 

Physical examination. — Well developed and fairly 
nourished. Pulse small and compressible, 120 per 
minute. Temperature, 95.5° F. Skin pale, moist 
and cool. Pupils equal and now contracted. Tongue 
lightly coated. Heart sounds rapid and feeble. No 
murmurs. No cardiac enlargement or displacement. 
Lungs negative. Upper limit of liver dullness at sixth 
rib, lower not determined because of tenderness. 
There is extreme tenderness over entire epigastrium, 
extending over left hypochondrium around the costal 
margin to the back, where there is a point of especial 
tenderness to the left of the twelfth dorsal vertebra. 
Palpation of upper abdomen unsatisfactory because 
of muscular spasm. 

Blood. — A leucocyte count made two hours after 
onset of symptoms showed 37,000 per cubic millimeter. 

Urine. — About 120 cc. passed later in the day. 
Analysis as follows: Pale; acid ; specific gravity, 1,028; 
albumin, a large trace; sugar, absent; sediment, 
considerable, showing under the microscope numerous 
hyaline and finely granular casts, a few coarsely 
granular casts, very little free fat, a few large and 
small round cells, some of which are fatty, and numer- 
ous squamous epithelial cells. 

During the day the morphine was repeated as 
needed. The pulse remaining of poor quality, g gr 
of strychnine sulphate was given every four hours. 
Calomel in 4, gr. doses was ordered hourly during 
the night. Sips of water were taken from time to 

1 Personal observation. 
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time, but no diet allowed. The abdomen distended 
moderately and the tenderness became more diffuse. 
The patient lay on the right side constantly, and 
dependent flank showed slight dullness to percussion. 
Evening temperature, 96.5° F. 

Jan. 11, second day. Morning temperature, 96.3° F. 
Pulse, 120 per minute and of better character. Patient 
had less pain during the night, slept a little under the 
opiate, and is more comfortable this morning. 

At ten A.M. a suds enema was given and in the effort 
to pass it the pain came on more severely than before. 
Three quarters of a grain of morphine, hypodermi- 
cally, in a single dose, brought partial relief. From 
now on the abdomen distended rapidly and tenderness 
became general, with small areas especially marked, 
one such being just to the right of the umbilicus. 
There is dull tympany where percussion can be prac- 
ticed. 

During the day the pulse rate increased, and at 
4.30 p.m. was barely perceptible at 140 per minute. 
Temperature, 97° F. Skin covered with cool perspira- 
tion. Respirations short and quick and patient mani- 
fests great anxiety. Operation had been advised 
earlier in the day and was now insisted upon. The 
patient was accordingly transferred to Worcester City 
Hospital where she arrived at 6 p.m. Pulse, at arrival, 
152 per minute. 

Operation. — Begun at 8 p.m. by Dr. L. F. Wood- 
ward, through whose courtesy the writer uses the 
following notes upon the case while the patient re- 
mained at the hospital: 

Under light ether anesthesia a four-inch incision 
was made in the median line above the umbilicus. 
There was a considerable subcutaneous fat layer, 
although the patient is rather slight. Upon incising 
the peritoneum, several ounces of bloody fluid escaped. 
The incision was now enlarged downward passing to 
the left of the umbilicus, about a quart of bloody 
fluid, containing many fat droplets, escaping. The 
omentum was heavily laden with fat, and thickly 
dotted over with small, circular, flattened, white areas 
averaging 2 mm. in diameter. Upon sponging out the 
greater omental cavity, the blood was seen to well up 
from the neighborhood of the foramen of Winslow. 
Hasty exploration of the anterior stomach wall and 
gall bladder was negative. Patient being now in an 
alarming condition, the abdomen was hastily closed 
with mass sutures, irrigation with hot salt solution 
being kept up until the last few sutures were tied. 
In the meantime, two quarts of salt solution was given 
intravenously. Patent was taken to the recovery- 
room in poor condition. 

For two days following the operation, patient re- 
mained in a critical condition, vomiting frequently 
very small quantities of dark greenish fluid and com- 
plaining of pain in upper abdomen. Small amounts 
of milk and lime water were taken, the vomiting not 
appearing to be excited by it. Blood-count on first 
day after operation showed 24,000 whites. 

On the third day, bowels were moved by ox-gall 
enema and pulse had improved decidedly. Cathe- 
terized specimen of urine at this time gave the fol- 
lowing analysis: High color; acid; specific gravity, 
1,028; slightest possible trace of albumin; 2.38% of 
sugar. Sediment showed rare hyalin and finely 
granular casts, few leucocytes and large round cells. 
No blood. 

On the fourth day there was but a trace of sugar. 
Occasional eructations of gas and fluid occurred. 

Stitches were removed on the tenth day, the wound 
having healed by first intention. Liquid nourishment 
still continued because of nausea. Casts and all 
traces of sugar have disappeared from the urine. 





Twenty-third day. Sat up in bed. Has been tak- 
ing light solid and semi-solid diet without trouble. 
Complains still of soreness in left hypochondrium 
and there is a faint yellowish tinge to scleroties. On 
palpation of abdomen there is resistance above um- 
bilicus on both sides of scar, but no definite mass. 

Pathological report on section of omentum cut to 
show whitish areas is: ‘‘ Fat necrosis of omentum,” 
(Dr. F. H. Baker.) 

Thirtieth day, Feb. 10, 1904, weight 101 pounds, 
White count, 5,200. Hemoglobin, 85%. 

April 21, 1904. Patient has gradually improved 
since leaving the hospital. Complains a little of fine 
darting pains in neighborhood of scar, and is some- 
what constipated. Gets out of doors frequently. 
Stools are colored normally and yellowish tint has long 
since faded from sclerotics. There has been consider- 
able gain in weight. Repeated examinations of the 
urine have failed to show recurrence of either albumin 
or glycosuria. 

DISCUSSION. 


The case was a most interesting one from 
the standpoint of differential diagnosis, the 
complicated anatomy of the upper abdomen 
admitting several possibilities, and the striking 
severity of the initial symptoms unquestionably 
located the trouble in that region. 

The remarkable elevation of the white-count 
occurring but two hours after the onset of symp- 
toms practically ruled out uncomplicated biliary 
or renal colic and argued strongly against intes- 
tinal obstruction in which the leucocytosis 
develops more gradually and rarely attains so 
high a degree unless peritonitis has supervened. 
The persistent and stationary character of the 
pain as well as its location was against the two 
former diseases. Perforation of an ulcer of the 
posterior stomach wall, pylorus or duodenum or 
acute pancreatitis were the most probable condi- 
tions. The history of frequent attacks of epi- 
gastric pain with nausea and vomiting was con- 
sistent with any of them but absence of hemate- 
mesis, prior symptoms of hyperacidity or the 
characteristic increase of pain with the ingestion 
of food and beginning of the digestive process 
were all against a gastric ulcer. To the absence 
of tympany with obliteration of liver dullness 
but little importance could be ascribed for, in 
the case of duodenal ulcer, the perforation could 
be retroperitoneal and if of the posterior gastric 
wall, the gas might beretained in the lesser omental 
cavity. The association of high leucocytosis 
with subnormal temperature would be unusual 
in either perforative lesion, for in such cases the 
white count depends upon the inflammatory reac- 
tion and is associated with rise of temper- 
ature. 

The family tendency to diabetes was suggestive 
of, the repeated attacks of epigastric pain and 
nausea were consistent with, the sudden terrific 
onset, the location of the pain and its persistent 
tearing quality, the extreme prostration with 
subnormal temperature, the severe retching, and 
later the dullness in the dependent flank were 
well nigh typical of acute hemorrhagic pancrea- 
titis to which diagnosis the writer committed 
himself on the evening of the first day. 
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The white-count of 37,000 is, so far as the writer 
is aware, the largest reported in cases known to 
be acute pancreatitis although 19,000 to 24,000 
have been observed. Should experience prove 
this early leucocytosis to be a coastant feature 
of the disease its diagnostic value can hardly be 
overestimated. 

Unfortunately, the operation did not absolutely 
settle the question of diagnosis as the pancreas 
itself was not exposed. It did, however, afford 
strong confirmatory evidence in the widespread 
fat necrosis with free blood in the peritoneal 
cavity, two conditions which are only associated 
in pancreatic disease. The later appearance of 
glycosuria though transitory is best explained 
by the assumption of a pancreatic lesion. 

In the light of the favorable outcome of the 
case, question may perhaps be raised as to the 
expediency of the operation. Obviously, all that 
it accomplished was the removal of the bloody 
fluid and clots from the abdomen where if, as is 
likely, it contained enzymes of the pancreatic 
secretion it would doubtless have done harm. 
Evidently the bleeding had ceased sometime 
before the operation, and that further hemor- 
rhage did not take place was a matter of good 
fortune hardly attributable to the operation. It 
may therefore be fairly urged that non-operative 
treatment would have had a like favorable result. 
To the writer’s mind, however, operation was 
positively indicated as a diagnostic procedure. 
Indeed, it should have been resorted to several 
hours sooner for had a perforation, which was 
the most probable alternate diagnosis, existed, 
the best chance for the patient lay in timely 
operation. 
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RECENT PROGRESS IN SURGERY. 


BY HERBERT L. BURRELL, M.D., BOSTON, AND H. W. CUSHING, 
M.D., BOSTON. 


INHALATION OF GASOLINE VAPORS. 


SoLLMANN ! in an article on this subject gives 
the following conclusions: Gasoline or (petro- 
leum ether) when inhaled has a comparatively 
slight anesthetic action. The anesthesia is, 
however, very dangerous, since the substance 
also produces convulsions, weakening of the heart, 
vasomoter depression and paralysis of the respi- 
ration. The kidneys are also irritated. The 
effects are produced very promptly and recovery 
under artificial respiration is also prompt. The 
cause of the convulsions is not known. They 
do not occur in frogs. 


PARAFFIN INJECTION. 


This subject, which during the past few years 
has aroused considerable attention, has been 
exhaustively treated in a monograph of one 
hundred and sixty-six pages by A. E. Stein.’ 
He discusses the history, chemistry, pharma- 





cology and toxicology of paraffin; the danger 
attending its use; the anatomical changes fol- 
lowing its injection into animal tissues; the 
technique of injection; finally, whether hard 
or soft paraffin or vaseline should be used. 
He recommends for use a mixture of vaseline and 
hard paraffin having a melting point of 42° to 43°. 
This mixture is ‘“ plastic” as vaseline, and has 
also the stability of hard paraffin. The forma- 
tion of emboli results from injection of that 
material in a liquid state. When the mixture is 
so firm that it escapes from the needle point as a 
fine thread the breaking loose of fine particles 
which can escape into the blood current is impos- 
sible. This requires an especially constructed 
syringe. 

A special chapter is devoted to the employment 
of this mixture in different organs and tissues 
and the special technique. This is abundantly 
illustrated; two hundred and twenty-five biblio- 
graphical references complete the work. 


ABLATION OF BENIGN MAMMARY TUMORS. 


H. Morestin * advocates the following method 
for the removal of benign, movable, sharply- 
circumscribed tumors of the breast. The ad- 
vantage is the inconspicuous operation scar 
resulting. The technique consists of making the 
skin incision in the axilla along the anterior 
border of the hair growth; then through this 
opening, to tunnel through the subcutaneous fat 
to the tumor, which in all of the writer’s cases 
was in the upper half of the breast and generally 
in the outer quadrant. When reached, the 
capsule was opened with scissors, the tumor 
seized with forceps, enucleated and removed. 
The canal was drained and the wound sutured. 
Guinard recommends for larger tumors than 
can be removed as above an incision in the sub- 
mammary sulcus. 


TREATMENT OF PENETRATING WOUNDS OF THE 
ABDOMEN. 


Harris‘ in concluding his paper read before 
the Chicago Surgical Society in December, 1903, 
emphasizes the following points: 

(1) In penetrating wounds of the abdomen, 
there are absolutely no known symptoms which 
indicate injury to any of the viscera except 
those noted above in connection with the urin- 
ary tract, stomach and, occasionally, the lower 
bowel. 

(2) Except those relating to general shock, 
all symptoms following such wounds indicate 
either internal hemorrhage or peritonitis. 

(3) To wait for symptoms of perforation of 
the intestine means to wait until peritonitis has 
developed, therefore, 

(4) Every bullet or stab wound which pene- 
trates the abdominal cavity should be operated 
on at the earliest possible moment in order to 
anticipate the advent of peritonitis. 

(5) No time should be wasted in attempting 
to demonstrate the presence or absence of intes- 
tinal perforation by such means as the rectal 
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insufflation of gases or vapors or the analysis 
of recollected intraperitoneally injected air or 
liquids. 

(6) It is essential to systematically examine the 
entire gastro-intestinal canal in all cases, regard- 
less of the point of entrance of the wounding body. 

(7) Whenever the alimentary canal has been 
perforated, suitable drains (the author prefers 
the so-called cigarette drains) should be placed 
either through the operative incisions or counter- 
incisions, as may appear best suited to the 
individual case. 


THE RESULT OF GAUZE LEFT IN THE ABDOMINAL 
CAVITY. 

H. Riese * reports the results of his observa- 
tions of the effects of gauze as sponges left in the 
abdomen after intra-abdominal operations. He 
quotes several interesting cases. He concludes 
that either peritonitis results, or that the gauze 
passes into the intestine with varying results 
(the one case caused intestinal obstruction); or 
is thrown out by an abscess of the abdominal 
wall or Douglass pouch; or is encysted. 

He has demonstrated by animal experimenta- 
tion the passage of such gauze compresses into 
the intestine. He presented data relating to the 
length of time up to twelve years that such a 
foreign body had remained in the abdomen. In 
his own experience such a foreign body had been 
found twice in nine hundred laparotomies. Neuge- 
bauer had observed it ten times in one thousand 
cases; Mikulicz had not observed it. 


ACUTE INFECTIVE GANGRENOUS PROCESSES (NE- 
CROSES) OF THE ALIMENTARY TRACT. 


Edrea M. Corner:* The first of the Erasmus 
Wilson Lectures was devoted to this subject and 
an excellent presentation of it is given. Corner 
summarizes the chief points which an examina- 
tion of the records of examples of obstruction of 
the mesenteric vessels has shown in the following 
tables: 


Clinical Table. 


(1) It is most common in men past middle life. 

(2) It is most common secondary to valvular 
disease of the heart, especially mitral disease. 

(3) The onset is generally sudden with symp- 
toms of peritonism. 

(4) In one class the picture is one of intestinal 
obstruction or peritonitis due to appendicitis, 
or the perforation of a gastric ulcer. 

(5) There is also another class in which blood 
is passed per rectum and which signifies infarction 
of the bowel. 

(6) Subacute and chronic cases are seen as 
well as the most acute. 

(7) In some cases it is most probably spon- 
taneously recovered from, especially if only a 
small area of the bowel is rendered bloodless. 


' Pathological Table. 


(1) For a constant situation of the embolus 
in the superior mesenteric artery, as in the main 
trunk, all varieties of clinical cases have been 





reported from the most acute and fulminating 
to cases like Professor Chiene’s that recover 
apparently without obvious symptoms. 

(2) With a precisely similar lesion some subjects 
die in thirtv hours and some not for from twelve 
to twenty days. 

(3) Gangrene of the gut has been noticed 
to occur within thirty hours and sometimes not — 
after twenty-two days. 

(4) A collateral circulation can be formed in 
slowly developing cases of visceral vascular 
obstruction, e. g., Professor Chiene’s case. And 
even in more acute instances an attempt at a 
collateral circulation is made. 

(5) The superior mesenteric artery is almost 
invariably picked out for the site of the embolus 
in fatal cases, possibly because it will always 
cause symptoms and almost always death, which 
need not occur with involvemert of the inferior 
mesenteric and its branches or those of the celiac 
axis. 

(6) The explanation of the individual varia- 
tions, clinical and pathologicai, seems to depend 
upon the pathogenicity of the bacteria present 
in the gut as to the severity, or other charac- 
ters of the cases. On the bacteriology of this 
affection there is no work done. 


DIET AFTER STOMACH AND INTESTINAL 
OPERATIONS. 


Ehrlich (Stettin) attributes the frequent 
deaths from exhaustion after operations on the 
stomach and intestines to the usual light liquid 
diet, and has of late reeommended a more vigor- 
ous diet.’ He presents, as corroborating his 
opinion, his experience in twelve cases of intes- 
tinal and gastric suture in which such a diet was 
well borne. The directions are, for the day of 
operation, tea, red wine and “ Schleimsuppe.” 
On the following day, calf-thymus in bouillon; 
on the next day, chopped meat, potato puree, 
cocoa, soft eggs, etc. In twelve cases there were 
three deaths, one from circulus vitiosus, one 
from peritonitis, one from angina Ludovici. 


INTRAHEPATIC CHOLELITHIASIS. 


i. Beer * found the above condition 6 times in 
72 cases of cholelithiasis. In 5 cases calculi, and 
in 1 case sand appeared in the gall ducts in the 
liver. These observations were made in the 
pathological institute in Vienna. He thinks 
that calculi can occasionally wander into the 
right or left hepatic duct, and when there is 
occlusion of the common duct enter the larger 
intrahepatic gall ducts, but he cannot believe 
that these conditions can explain all these cases 
of intrahepatic caleuli. Caleuli of. such origin 
must have the same shape and composition as 
those found in the gall bladder. Such conditions 
did not correspond with the writer’s observations. 

In all cases in which intrahepatic calculi were 
found there was also an extra hepatic chole- 
lithiasis. Also only those cases of cholelithiasis 
showed intrahepatic stone formation in which 
there was occlusion of the common duct by 
calculus or where such occlusion had existed 
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once and a secondary cholangitis was found. 
Occlusion of the common duct by tumors or at 
the same time the ordinary cholelithiasis showed 
no intrahepatic concretions. It therefore seems 
that for the formation of intrahepatic calculi 
there is some unknown element necessary besides 
obstruction and cholangitis. These intrahepatic 
calculi can wander into the gall bladder and 
develop into larger stones. The same can occur 
in the common duct; or even a small stone in the 
common duct can cause much trouble. If it 
remains in the liver it can cause inflammation or 
even abscess. 


THE REMOVAL OF BILIARY CALCULI FROM THE 
DUODENAL END OF THE CHOLEDOCHUS. 


Kehr ® has described a method of removing 
small fragments of calculi from the retroduo- 
denal portion of the common duct which he has 
recently employed satisfactorily in three cases. 
It is as follows: After removal of the gall bladder 
the cystic and common duct was opened and an 
effort made to remove the calculi by digital 
compression and proper forceps. This failing, 
the duodenum was opened, the papilla was 
exposed, incised and the stone removed. The 
blades of a pair of forceps were then inserted into 
the duct and passed upward and out through the 
former incision in its wall. The separated blades 
now grasped a small piece of gauze which was 
dragged down the duct by the withdrawal of the 
closed forceps, through the papilla into the 
duodenum carrying with it in its folds dry, 
small calculi, or crushed fragments that had 
escaped from efforts to clear the duct. In this 
way the duct was satisfactorily cleared. The 
duct was then drained by a small rubber tube. 
The duodenum sutured and the suture covered 
by omentum; the common and hepatic duct 
drained and the wound packed. All these three 
cases recovered. Kehr claims that by this 
method he can remove soft calculi which cannot 
be felt by palpation, sounds or forceps. Also 
that a trans-duodenal choledochotomy with this 
clearing out with gauze and a clean suture of 
the duodenum covered by an omental strip is a 
thorough and sure operation which, up to the 
present time, has yielded him very good results. 


ABDOMINAL DECUBITUS IN CASES OF SEPTIC 
PERITONITIS. 


E. Kuster (Marburg) has treated six cases of 
septic peritonitis following abdominal operations 
by systematic abdominal decubitus. The pa- 
tients were kept in this position as long as possible 
continuously or as much as possible. Of this 
series of cases four survived and recovered. One 
died with pneumonia, the other of an intestinal 
perforation. Observations on cadaver when the 
abdomen was filled with colored fluid showed 
that this position was very effective in emptying 
the abdomen in a short time. His clinical obser- 
vations were that improvement of the serious con- 
ditions of the patients rapidly followed this 
treatment. 





PERITONITIS DUE TO THE PNEUMOCOCCUS. 


Recent bacteriological researches have proved 
that the pneumococcus may produce pathological 
changes in many parts of the body other than the 
lungs; thus cases of peritonitis, of suppurative or 
phlegmonous gastritis, and of appendicitis occur 
from time to time in which the pueumococcus can 
be demonstrated as the cause. Dr. M. von Brun 
discusses the general features of penumococcus 
peritonitis in Beitrage zur Klinischen Chirurgie, 
Band xxxix, Heft 1," and summarizes his results 
as follows: The condition is relatively a rare one; 
it occurs more often in children than in adults, 
and more in girls than in boys. It may be 
primary in the peritoneum or may be secondary 
to affections of the lung or middle ear due to the 
pneumococcus. Considered from the clinical 
standpoint, the chief features of the affection 
are in typical cases an onset like that of an acute 
peritonitis, passing afterwards into a chronic 
stage with relatively few peritoneal symptoms. 
Pathologically, the appeara: ves produced are 
suggestive, though, of course, the diagnosis can 
only be made after bacteriological examination. 
The process leads at an early stage to adhesions 
and to localization of the exudate which is very 
coagulable and rich in fibrin of greenish-yellow 
color and not offensive. The prognosis is favor- 
able; spontaneous recovery, though possible, is 
rare. The treatment consists in freely opening 
the abscess cavity and draining, recovery being 
the rule. There are, perhaps, few organisms 
producing such widely different affections as the 
pneumococcus and it would be a matter of great 
interest and value if the mode of entry to some 
of the organs primarily affected could be more 
definitely determined, for in the primary peri- 
toneal cases, Dr. von Brun admits that the 
explanation of their origin is far from satisfactory. 
It has been suggested that infection occurs in 
some cases through the appendix, but this would 
certainly not account for all. The pneumococcus 
seems to have a predilection for serous mem- 
branes as well as for the lung, since pleurisy, 
pericarditis, peritonitis and meningitis due to it 
are all described, and in all the cases the exudate 
presents similar characters to those described by 
Dr. von Brun in peritonitis. 
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ANNAPOLIS NAVAL HOSPITAL TO BE CON- 
STRUCTED. — Bids were opened at the Navy 
Department on Dec. 14, for the construction of 
the new naval hospital to be built at Annapolis, 
Md. The lowest and successful bid was for 
$180,925. — American Medicine. 
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Kieports of Aocieties. 


SOUTHERN SURGICAL AND GYNECO- 
LOGICAL ASSOCIATION. 


PROCEEDINGS of the Seventeenth Annual Meeting, 
held at Birmington, Ala., Dec. 13, 14 and 15, 1904. 

The Association convened in the City Hall. The 
Second Vice-President, Dr. J. SHELTON Horsey of 
Richmond, Va., presided, in the absence of the Presi- 
dent, Dr. F. W. McRae of Atlanta, Ga. 

After addresses of welcome by Mayor DRENNAN 
and Dr. L. G. Woopson, which were responded to by 
Dr. W. P. Nicotson of Altanta, Ga., the reading of 
papers was begun. 


THE 


A METHOD OF UNITING INTESTINES OF VERY SMALL OR 
OF UNEQUAL CALIBER. 


Dr. J. SHELTON Horstey of Richmond, Va., said 
that there are many modifications of sutures, but all 
of them may be divided into two general classes, the 
continuous and the interrupted. Taking it for granted 
that such suture penetrates all coats of the intestines, 
he demonstrated experimentally that the continuous 
suture more nearly fulfills the ideal conditions for 
intestinal healing than the interrupted suture. Serous 
surfaces unite after being sutured, on account of the 
hyperemia of repair, and this is dependent upon some 
slight injury to the peritoneum. In the case of an 
interrupted suture, union is obtained within the bite 
of the suture, by hyperemia caused by pressure of 
the suture, by the trauma of the needle, and by the 
presence of the thread. Between the sutures the 
pressure from thin intestinal tissues is practically nd, 
so union depends solely upon extension of this hyper- 
emia, and if this process does not extend from one 
stitch to another, leakage will surely occur. If con- 
tinuous and moderate pressure is made on two serous 
surfaces, sufficient injury will be done those surfaces 
to cause adhesions. This continuous pressure along 
the entire margin of an intestinal wound can be 
obtained only by the continuous suture, and not by 
the interrupted. 

He described nine experiments in which an area of 
intestine was included between two lines of sutures. 
In only four of these did the whole area between the 
rows of sutures unite, demonstrating that something 
besides mere approximation of serous surfaces is neces- 
sary for satisfactory union. The method of suture is 
difficult to describe without accompanying illustra- 
tions. The intestinal ends to be united are placed 
side by side with their convex borders in contact, and 
clamped with a hemostatic forceps. Then the author 
uses a suture that passes through the whole of the 
intestinal wall, sewing together with a continuous 
stitch a crescentic area excised; then changing the 
stitch to a Cushing right-angled continuous suture 
penetrating all the coats and invaginating the remain- 
ing margins of the wound. When the first knot is 
reached in the suture, it is invaginated, and the suture 
continued by two or more insertions of the needle; 
with the last two insertions of the needle, as secure a 
hold as possible is obtained without penetrating the 
mucosa. The very last insertion of the needle is in the 
reverse direction of the other insertions, so that when 
the knot is tied it is partly buried. The bowel is then 
returned to its natural position, and the mesentery 
sewed up with continuous stitches. A number of 
photographs and specimens from dogs were exhibited, 
demonstrating some of the advantages claimed for 
this method. These specimens have been filled with 
paraffin and then photographed; afterwards the intes- 
tine was removed, and the paraffin model was also 





photographed, giving a very good idea of the large 
lumen at the site of the union. 

Dr. W. P. Carr of Washington, D. C., stated that 
the holding of the bowel with a clamp, a rubber liga- 
ture, or tape, or something of that sort, to prevent 
the escape of intestinal contents during operation, 
is the only part of intestinal suture that seems not 
to be as perfect as it might be. There is more or less 
danger of injuring the bowel by a clamp or ligature 
which is put around it tight enough to prevent the 
intestinal contents from escaping. The Murphy but- 
ton or any form of clamp might possibly do this at 
times, particularly if the bowel is already more or less 
inflamed at the time of operation. He thinks it is 
better to hold the bowel with the fingers of an assis- 
tant when this is possible, although it facilitates the 
operation very much to take the bowel in a long clamp 
not far from the point where it is going to be sutured, 
as it prevents the sliding of the coats of the bowel 
over each other. 

Dr. Herman J. Botpt of New York City prefers 
suturing to using buttons or mechanical devices for 
intestinal anastomosis. 

Dr. J. M. T. Finney of Baltimore, Md., has found 
that there are certain technical difficulties to the end 
to end suture which are hard to overcome. For 
example, at the mesenteric border it is difficult to 
obtain satisfactory union; there is so much likelihood 
that a leak will occur there, that it has been his practice 
for the last two years to use almost exclusively lateral 
anastomosis, closing both ends. This gives more satis- 
factory union. He advocates the interrupted suture. 

Dr. A. PatMER Dup.ey of New York City uses the 
continuous suture and has obtained good results in his 
intestinal work. 

Dr. W.S. Gotpsmirtu of Altanta, Ga., believes that 
in placing continuous sutures around the bowel, where 
there is likely to be distention, leakage may result, and 
a fistula be produced by tissue necrosis incident to 
bowel distention on account of the application of this 
ligature. He prefers the interrupted suture, although 
not so rapid for use, thus minimizing the pressure 
owing to distention or dilatation of the gut. 

Dr. SAMUEL J. MixTerR of Boston said that where 
one is in a hurry the continuous suture is quicker. He 
emphasized the necessity of everybody practicing these 
operations on lower animals before beginning to do 
them on patients. Every new method should be tried 
on some of the lower animals. He thinks very little 
clamping is necessary, even if there is some leakage. 
He does not consider that there is any great danger 
from septic peritonitis following, because the peri- 
toneum is able to stand a great deal of soiling without 
much damage, and it can be washed off without pro- 
ducing any ill effects. This is likewise true of opera- 
tions on the stomach. 


INTESTINAL OBSTRUCTION. 


Dr. Dyer F. Tatuey of Birmingham, Ala., pointed 
out two difficulties in the way of early operation for 
intestinal obstruction: (1) It is hard to make a positive 
diagnosis in the first twenty-four hours. Indeed, in 
some cases it is impossible to do so, unless an explora- 
tory laparotomy is made. (2) There is a tendency on 
the part of the patient, his friends, and also the phy- 
sician, to wait until to-morrow and see what purgatives 
and enemata will accomplish. 

The author reported eight cases of intestinal obstruc- 
tion that have come under his care during the last 
fifteen months. The details of each case were re- 
counted with singular clearness. One case showed 
that a laparotomy can be done without anesthesia, and 
many cases that are seen late and are too weak for an 
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anesthetic may be operated on and relieved without a 
general anesthetic. The results of operation in the 
eight cases were five recoveries and three deaths. 

Dr. Guy Leroy Hunner of Baltimore said that 
from a large experience with hospital and private 
patients showing symptoms of intestinal obstruction, 
he had come to the conclusion that he would rather 
err on the side of operating occasionally unnecessarily 
than to commit the error of not interfering and be too 
late. He cited cases in point. 

Dr. W. P. Carr stated that the more he sees of cases 
of intestinal obstruction, the more he is convinced 
that whenever there is a strong suspicion of it an 
exploratory operation should be made. There are so 
many cases that have little or no symptoms for quite 
a while, and others that have considerable fecal move- 
ments in the lower bowel after obstruction has taken 
place, that one is apt to be misled. He has been mis- 
led a number of times. He reported interesting cases. 

Dr. J. GARLAND SHERRILL of Louisville advocates 
early operation in these cases. Whenever a patient 
has intra-abdominal pain, which is not properly re- 
lieved, an exploration should be made. Whenever a 
patient has a severe pain in the abdomen that ceases 
suddenly, it is likely to be the result of gangrene of 
the gut, and for that reason such a case demands very 
prompt operation. Many of these patients can be 
saved by opening the abdomen at once, even in the 
presence of shock, and in this way inflammation of the 
peritoneum may be avoided. 

Dr. Cuartes L. Bonirretp of Cincinnati recom- 
mends changing to ether when patients cannot stand 
chloroform, particularly in children. 

Dr. W. O. Roserts of Louisville narrated the case 
of a child, nine months old, on which he had operated. 
The patient had been treated for dysentery. When 
he saw the patient there was a considerable amount of 
distention of the abdomen, great straining on the part 
of the child, and bloody mucus passed by the bowel. 
He introduced his finger into the rectum and found an 
intussusception. The intussusception was within two 
inches of the anus. He advised laparotomy, which 
was consented to and performed, and found that the 
intussusception began at the ileo-cecal opening, and 
extended to within two inches of the anus. It was 
relieved; but the child died in the course of twelve 
hours from shock. He thinks it is very important in 
all cases of intestinal obstruction to examine the 
rectum carefully. 

Dr. Witi1aM E. Parker of Hot Springs, Ark., said 
the general practitioner should be impressed with the 
importance of early diagnosis in these cases, and if 
there is any question to call in a general surgeon or 
someone who has had experience in this class of cases. 
He knows of no class of work in which an early diag- 
nosis is so important. After the diagnosis is made, 
one should get into and out of the abdomen as quickly 
as is consistent with good work. 

Dr. W. P. Nicotson of Atlanta said we should 
always bear in mind that the location of pain in the 
abdomen bears practically no relation to the site of 
the lesion itself in many cases. When a patient, with 
a severe abdominal pain, is not relieved by two or three 
doses of morphia, and does not remain relieved by 
this agent, but needs a repetition of it, the case is not 
one of indigestion. It is far more serious. He has 
had the misfortune to operate on a young woman for 
intestinal obstruction, and during the operation there 
was tremendous fecal vomiting, some of which was 
aspirated into the lung. She left the table in good 
condition, with strong pulse, and with indications 
that she would do well, but within a short time she 
became cyanosed, with rapid breathing, pulse in- 





creased in rapidity, remained conscious, but died 
within a few hours. 

Dr. SAMUEL J. Mrxter said that given a patient 
who has had intestinal obstruction for days, and is in 
a very critical condition, he thinks many of them can 
be saved, if too much is not attempted, and the reason 
so many of these patients die is because surgeons 
attempt too much. Take a case of gangrene follow- 
ing intussusception, if a simple opening is made in 
the distended loop of bowel, a tube tied in, and the 
intestine drained, a later operation can be done, and 
the patient probably saved, whereas, if one attempts 
to do a resection or a serious operation at the time, the 
patient will surely die. 

Dr. A, Patmer Dup_ey stated that the surgeon is at 
a great disadvantage when he is called in to see a 
patient to whom morphine has been administered for 
the relief of pain, for the reason that it masks the 
SyMptoms. Peristalsis is arrested, and the obstruc- 
tion goes on more rapidly. He has not given a dose 
of morphine in fifteen years to any patient on whom 
he has performed an abdominal section. 

Dr. TAuey, in closing, said the principal point 
he wanted to emphasize is the importance of early 
operation because he believes that most of the pa- 
tients can be saved if reached and operated upon 
early enough. 


A REVIEW OF ONE THOUSAND OPERATIONS FOR GALL- 
STONE DISEASE WITH ESPECIAL REFERENCE TO THE 
MORTALITY. 


This is the title of a joint paper by Drs. W1LL1aAM 
J. and Cuartes H. Mayo of Rochester, Minn. The 
paper was read by Dr. Charles H. Mayo. In 1,000 
operations for gallstone disease there were 50 deaths, 
5%, counting as a death every patient operated upon 
who died in the hospital without regard to cause of 
death or length of time thereafter; 960 for benign 
disease, with 4.2% mortality. More than one pro- 
cedure through a single incision, only the major was 
counted, therefore, 101 cholecystostomies, and 44 
cholecystectomies in connection with common duct 
operations were not included. Of 673 cases operated 
upon by cholecystostomy, there was a mortality of 
2.4%. This group included most of the acute infec- 
tions. In no case did the stones reform in the gall- 
bladder. This is the operation of choice in the average 
uncomplicated case, and especially if there is, or has 
been, cholangitis. 

Of cholecystectomy, there were 186 operations, 
with a mortality of 4.3%. This operation was em- 
ployed for special indications, such as cystic duct 
obstruction, thick-walled gall-bladders suspicious of 
malignant disease, and cholecystitis without calculi. 
There were 137 operations for stone in the common 
duct, with a mortality of 11%, 7% from the opera- 
tion, and 4% from secondary complications after more 
than three weeks. Of the cases operated upon during 
the quiescent period, with little jaundice and slight 
infection, all recovered. There were 4 cases with 
extreme icterus from obstruction, who had subcutan- 
eous hemorrhages at the time of operation (purpura). 
All of these died; 4 cases of complete biliary obstruc- 
tion, in which the common and hepatic ducts were 
filled with clear cystic fluid and no bile; all died. 
Including malignant: disease, 14.6% of the total were 
of the common duct; 40 cases of malignant disease, 
with 22.5% mortality; 2 cases with cancer of the 
gall-bladder now alive and well, more than two years 
after operation; 2 additional favorable cases of more 
recent date. Of the remaining malignant cases, a 
few received marked palliation, but the majority were 
but little benefited. 
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ENTEROSTOMY. 

Dr. J. W. Lone of Greensboro, N. C., reported 8 
cases of enterostomy occurring in twenty-two years of 
practice, with 5 recoveries, or 624%. 

CONCLUSIONS. 

He drew the following conclusions: 

(1) Enterostomy is a life-saving measure and never 
an operation of choice. (2) It is not indicated where 
a more ideal surgical procedure is feasible. (3) In the 
hands of an experienced, carefully trained, competent 
surgeon, capable of dealing with grave emergencies, 
enterostomy need rarely be resorted to, but the better 
the surgeon, the more quickly he will adopt any 
measure which will rescue his patient. (4) Every 
abdominal surgeon must, according to the abundance 
of his material, find cases in which only enterostomy 
can, with propriety, be done. (5) When an enter- 
ostomy is indicated, to hesitate is to lose the patient ; 
to operate promptly, dextrously, and with celerity 
means to tide the patient over the imminent peril, 
and spare him for future consideration. 

Dr. James A. Goccans of Alexander City, Ala., 
said that drainage of the distended intestines was very 
important. He made it a rule, if possible, when he 
did a laparotomy for any trouble whatever, to drain 
the intestine in order to let it regain its elasticity and 
move the fecal current along as it should go. He 
commends the author of the paper for advocating 
enterostomy, and draining where the intestine is 
greatly distended in the class of cases under discussion. 

Dr. J. GARLAND SHERRILL believes that enterostomy 
has a place in surgery in those cases in which complete 
surgery cannot be done; but whenever a surgeon sends 
a patient away from the operating table with an open 
intestine, he subjects the profession and himself to 
criticism from the laymen who do not understand the 
condition. Therefore, he would lay it down as a rule 
that no enterostomy should be done in any case where 
it is possible to do complete surgery, and instead of 
widening the field for enterostomy, surgeons should 
strive to contract it. 

Dr. I. S. Stone of Washington, D. C., said the 
essayist must have gotten hold of a number of very 
difficult and delayed cases for operation. He thinks 
the idea of the essayist is simply this, that rather 
than let a patient die from obstruction, he would catch 
up a loop of bowel and make an artificial anus. This 
is the old-fashioned way of doing enterostomy, and 
the essayist obtained as good a mortality as most 
surgeons would have gotten under the same circum- 
stances. 

Dr. Lona, in closing, said it seems that he has un- 
fortunately run afoul of quite a number of cases in 
which it seemed proper to do enterostomy. These 
eight cases were spread over a period of more than 
twenty-two years’ practice. He doubts if any sur- 
geon has a better percentage of recoveries in cases of 
acute intestinal obstruction by any method than that 
which he has reported, namely, 623%. 


THE ABUSE OF PURGATIVES BEFORE AND AFTER 
ABDOMINAL SECTION. 


Dr. I. S. Stone of Washington, D. C., said that pur- 
gatives should be given as evacuants, and should not 
produce hypercatharsis, whether administered before 
or after abdominal section. The excessive purgation, 
hypercatharsis, commonly employed, is intended not 
only to empty ‘the bowels, but to perform additional 
service, namely, to remove collections of serum or 
other fluids which may be in the peritoneal cavity. 

A large majority of the sections made at the present 
time may be called minor pelvic or abdominal. In 





these no infection exists, nor is the intestine in any way 
involved. Such cases require only the mildest evacu- 
ants, with sterile diet in the preliminary treatment. 
Vomiting, paresis, ileus, and excessive distention of the 
abdomen after operation are frequently exaggerated 
and aggravated by the administration of the worse 
than useless cathartics which are usually given. No 
remedy has been discovered for vomiting due to anes- 
thesia, and this fact should interdict the annoyance 
given patients by using purgatives before normal 
peristalsis has been restored. The only remedy of 
value for vomiting is the regulation of stomach con- 
tents, both as to character and quality of substances 
ingested. It has been shown that patients have bowel 
movements after surgical operations because they are 
ready to act rather than because one has found any 
method to produce such results. Hypercatharsis does 
more than anything short of venesection, or the use of 
dangerous heart depressants, to unfit patients for pro- 
longed anesthesia and operations. The prompt admin- 
istration of purgatives after operation appears to 
cause vomiting and reversed peristalsis, and adds to 
the general discomfort of the patient. If the intes- 
tines are not actually scoured by catharsis and have 
only been fairly well emptied of excess of gas and 
fecal matter, they will respond to treatment after 
operation with far greater ease than when made abso- 
lutely empty. 


A REVIEW OF THE TREATMENT IMMEDIATELY BEFORE 
AND AFTER ABDOMINAL SECTION. 


Dr. L. 8. McMurtry of Louisville said that the 
general indications for preparatory treatment in cases 
of abdominal section were to cleanse the alimentary 
canal thoroughly without violent disturbance or ex- 
haustion; to put all the eliminative functions in the 
best possible condition, and to favor in every .way a 
tranquil state of mind and body. More than a year 
ago be became satisfied that to put the patient to bed 
for three days, or even longer, as was practiced by 
many, was not the best course of preparatory treat- 
ment. There is a positive advantage in having the 
bowels cleaned out in a relatively short time, as the 
patient is not relaxed by purgation, and is less prone 
to suffer from toxic changes. Prolonged and irritating 
catharsis increases the nausea and vomiting of ether 
and chloroform anesthesia. A prolonged period of 
preparatory treatment impairs the patient’s strength 
and depresses the nervous system. 

In the cleansing and disinfection of the skin, we 
must accept at the outset the established fact that 
sterilization of the skin from a bacteriological standard 
is impossible; yet mechanical cleansing will, for all 
practical purposes free the skin of all active germ 
action and provide for immediate primary union of 
wounds. In the effort to accomplish this, the impor- 
tant fact has been overlooked that the unbroken skin 
is endowed with a power of resistance to the activity 
of its own and other germs; and when the epidermis 
is cracked, denuded and broken by irritating germi- 
cides and scrubbing with hard brushes, this natural 
resistance is impaired and infection occurs. Mechan- 
ical cleansing will remove germs readily from smooth 
and unbroken cutaneous surfaces. For these reasons 
the brush and chemical germicides should be discarded 
and only soap and water and alcohol should be used, 
applying these with gauze instead of the brush. 

In the after-treatment only the most simple course is 
necessary in average cases. The routine use of purga- 
tives is to be avoided. The patient should be allowed 
to move about in bed freely, and should be given water 
as soon after operation as it can be retained. 


(To be continued.) 
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Kiecent Ziterature. 





Adolescence, Its Psychology and Its Relation to 
Physiology, Anthropology, Sociology, Sex, Crime, 
Religion and Education. By G. STantEy HALt., 
Ph.D., LL.D., President of Clark University 
and Professor of Psychology and Pedagogy. 
2 Vols. 1393 pages. New York: D. Appleton 
& Co. 1904. 


Dr. Clark is a pioneer in a new field, having 
gathered together the facts which underlie the 
influences that have advanced or retarded the 
development of man, and has embodied them in 
this work, which is founded on his ‘“ Psychology,”’ 
now in preparation. He holds that the child 
and the race are each keys to the other. The 
years from about eight to twelve constitute a 
unique period of human life. The acute stage 
of teething is passing, the brain has acquired 
nearly its adult size and weight, health is almost 
at its best, activity is greater and more varied 
than ever before, or than it ever will be again, 
and there is peculiar endurance, vitality and 
resistance to fatigue. The child develops a life 
of its own outside the home circle, and its natural 
interests are never so independent of adult influ- 
ence. Everything, in short, suggests the cul- 
mination of one stage of life. The boy is father 
of the man in a new sense, in that his qualities 
are indefinitely older and existed well compacted 
untold ages before the more distinctly human 
attributes were developed. Adolescence is a 
new birth, for the higher and more completely 
human traits are now born. 

The book is a series of revised lectures deliv- 
ered to his classes. Of the eighteen chapters, one 
is devoted to motor education and will training, 
two to the pedagogy of the English literature 
and language, of history, drawing, normal and 
high schools, colleges and universities and of 
philosophy, and one to the pedagogy of nature 
and the sciences most commonly taught. Men- 
struation and the education of girls occupies 
two chapters; hygiene, crime and secret vice and 
social and religious training one each. Adoles- 
cent love is taken up in parts of three chapters. 

The book is full of suggestions and cannot fail 
to prove an inspiration to the reader, be he col- 
lege president, teacher, physician or parent. 
The two volumes represent an enormous amount 
of research and deep reading of the literature, 
and the author is frank in statement and in no 
way hampered by preconceived views as to the 
training of youth. It is a pity that this, the first 
treatise in a new department of knowledge, could 
not have been written more for the general 
reader than for the student of pedagogy. Al- 
though we find in the preface the statement that 
the attempt has been made to bring the subject 
matter within the reach of any intelligent reader, 
the first chapter opens with these somewhat 
appalling sentences: ‘‘ The beginning of individ- 
ual life, or the age of zero for all sexed animals, 
is when the male cell penetrates the ovum. Their 
attraction for each other, which Maupas thinks 





a relic of the psychochemic tropism of agamic 
generation, is the biological basis, as the karyo- 
nomic rejuvenation thus caused is the goal of 
love in the ascending stages of life.” 

The author’s vocabulary is wonderful; unfor- 
tunately for the average reader he has a special 
fondness for long words not in common use, and 
also has a bad habit of coining adjectives from 
nouns. Many of the terms used, such as virified, 
percentile, trancoidal, puberal, and haptics can- 
not be found in Stormonth’s, Worcester’s or the 
Century dictionaries. The work is prolix, the 
general plan of most of the chapters being to 
abstract articles by a wide range of authors 
without any summing up, so that at the end the 
reader is left helplessly wandering in a dreary 
waste of statistics which are often contradictory. 
Where the domain of medicine is trenched on, as 
it frequently is, Dr. Hall evinces a tendency to 
give undue weight to the statistics of workers 
unknown to the profession, and in sifting medical 
opinions he makes the mistake, which a layman 
must of necessity’ make, of getting the facts out 
of their proper proportion to one another. 

Apart from these criticisms, which have to do 
more with the manner of presentation than with 
the subject matter, the book is a noteworthy one. 
The chapter alone on adolescent girls and their 
education makes the book well worth reading. 
We should like to see it rewritten in simple Eng- 
lish and condensed to one volume. 


A Textbook of Physiological Chemistry. By OLor 
HAMMARSTEN, Professor of Medical and 
Physiological Chemistry in the University of 
Upsala. Authorized translation from the 
Author’s enlarged and revised fifth German 
edition, by JoHn A. Manpet, Sc.D., Pro- 
fessor of Chemistry and Physics, and of Physi- 
ological Chemistry in the New York Univer- 
sity and Bellevue Hospital Medical College. 
Fourth American edition. 8vo. viii, 703 
pages. New York: John Wiley & Sons. 1904. 


We are pleased to have a new edition of this 
valuable work. The author has made a thor- 
ough revision of most of the chapters, necessitated 
by the rapid advances which have been made in 
this subject in the past five years. Certain older, 
superfluous, and at present untenable statements 
have been omitted, and some of the less important 
chemical methods have. been treated less fully 
than in previous editions, particularly those 
which are not valuable to the physician and 
student. But even with these eliminations the 
work is somewhat enlarged, while the plan of 
the book remains the same as before. The sub- 
ject matter is complete and fully up to date. 
We are confident that the teacher and student 
of physiological chemistry will be glad to receive 
this edition and that it will prove of material aid 
in the advancement of the subject. 


ait. 





_— 


WoMEN IN Mepicine. — At the University of Michi- 
gan, as stated in the Medical News, there are at pre- 
sent forty-three women pursuing the study of medicine 
and surgery. 
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REPORT OF THE SURGEON-GENERAL OF 
THE UNITED STATES PUBLIC HEALTH 
AND MARINE HOSPITAL SERVICE. 


THE annual report of the Surgeon-General of 
the Public Health and Marine Hospital Service 
for the fiscal year 1904 shows that at the close 
of this fiscal year the commissioned corps con- 
sisted of one hundred and eighteen officers divided 
as follows: The Surgeon-General, six surgeons- 
general, twenty-five surgeons, thirty-six past 
assistant surgeons and fifty assistant surgeons. 
The service has continued to do excellent work 
in connection with the medical inspection of 
immigrants. During the year 840,714 were 
examined with reference to their physical fitness 
for admission to this country under the immi- 
gration laws. Officers on duty in Japanese and 
Chinese ports were also directed to make inspec- 
tion of persons leaving those ports for the United 
States certifying their freedom from contagious 
disease. This admirable measure has been carried 
out without friction and clearly with benefit to 
the steamship companies as well as to the immi- 
gration service. It is evident that much less 
injustice is done through a method of examina- 
tion which permits the determination of the 
condition before leaving the home country than 
by the former system of examination at the point 
of destination with possibility of return. It is 
suggested that a similar arrangement for immi- 
grants leaving European ports for the United 
States is also desirable, but with the exception of 
Naples, where inspection is made at the request 
of the Italian government, nothing has as yet 
been accomplished. 

Statistics of disease gathered by the depart- 





ment show that there has been a very marked 
decrease in smallpox during the year. The 
disease apparently reached its maximum in 1902, 
and judging from present appearances it is likely 
to still further decrease in the future. The total 
number of cases for the fiscal year of 1903 was 
42,590, with 1,642 deaths, whereas the total for 
the last fiscal year was 25,106, with 1,118 deaths. 
It is interesting to observe that the proportionate 
number of deaths is very much higher during this 
last year than in the preceding. For this no 
explanation is given. The general decrease is 
thought to be due in part to fewer mistakes in 
diagnosis, and also to the fact that greater con- 
fidence in vaccination has been manifested than 
heretofore. A work of importance in which the 
Marine Hospital Service assists the state authori- 
ties is in the attempt to exclude and suppress 
smallpox at the Canadian border. Many families 
in this region are kept under observation, many 
individuals inspected and vaccinated, and those 
treated who may have contracted the disease. 

The question of segregation of lepers in the 
United States is again considered. The commis- 
sion appointed sometime since has recommended 
at least one leper hospital, and a bill to this end 
was prepared but not presented to Congress, owing 
to the agitation of the question of transportation 
of lepers now in the United States to the Hawaiian 
Islands. The whole subject demands further 
consideration. In the meantime it is still recom- 
mended that a leprosarium be established in the 
United States on government land. The author- 
ities of the Hawaiian Islands have signified their 
desire to assist those interested in this country 
in making a scientific study into the disease and 
its treatment. 

Plague exists in San Francisco and has done 
so since March 6, 1900, but it is steadily dimin- 
ishing and no cases have been reported since 
February last. The disease was prevalent in 
Chinatown, and the improved sanitary conditions 
of this quarter of the city have undoubtedly led 
to its practical disappearance together with other 
diseases dependent upon filthy and unsanitary 
surroundings. Measures have been taken to 
protect the Isthmian Canal zone from this disease, 
but attention is called to the fact that its preva- 
lence on the west coast of South America and 
neighboring countries is a constant menace to the 
United States. The enormous mortality of the 


disease in India, although largely limited to the 
native population, remains a source of anxiety 
to other nations. 

Yellow fever during the year has been largely 
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limited to the region near the Mexican border. 
Active measures have been taken by skilled 
investigators toward the reduction of this disease 
through the extermination of its transmitters, 
the mosquito. What has already been done 
naturally lends much weight to the hope that the 
disease may ultimately entirely disappear from 
the western hemisphere. 

This and much other excellent work the Public 
Health and Marine Hospital Service is now doing 
for the country. Its sphere of usefulness in 
fact extends beyond the country with which it 
happens to be identified into neighboring regions, 
and as Surgeon-General Wyman states in the 
conclusion of his introductory remarks, a perusal 
of the work of the service will show that it has 
clearly entered upon its functions as a national 
health organization. At first the great variety 
of duties connected with the service was a source 
of embarrassment. This, however, has become 
rather a source of strength in the wide experience 
it has given its officers in meeting the difficult 
problems of sanitation and public health. We 
quote in extenso two paragraphs of the report 
which adequately describe the work and the 
ideals of this branch of the public service: 


“It should be considered that the service occupies 
a position involving a responsible trust, a position given 
it by Congress and recognized by the state boards of 
health. It is, therefore, expected to inaugurate and 
to conduct measures for the benefit of the public health 
to the extent and with the energy that have been 
demanded of the National Government in times past 
by the more thoughtful sanitarians and the medical 
profession of the United States. Moreover, as will be 
seen in this report, it has close international relations 
in health matters, and the stimulating effect of one 
nation’s activity upon that of others is being rapidly 
demonstrated. It is believed that much may be 
accomplished through these relations. 

“Tt should be borne in mind that the object of our 
own and other national organizations is not merely the 
exclusion and suppression of the great epidemic dis- 
eases. The contents of this report show that the 
terror inspired by these — a dread born of ignorance — 
has given way to a feeling of confidence justified by 
knowledge and successful contest. Greater attention 
is now directed to what have been termed the lesser 
epidemic diseases, which are in reality more fatal and 
bring far greater distress. In the advancement of 
civilization the elimination of these more familiar 
diseases will be an important factor, and the measures 
to accomplish it will not be quarantine, detention 
camps and sanitary guards, bu‘ insistence upon sani- 
tary dwellings, in which shall be abundance of air and 
sunlight, pure water and safe disposal of all wastes. 
In the development of these measures new problems, 
both legal and material, will confront the service, and 
it is hoped both the Administration and Congress will 
give such aid as may be wisely given in the pursuance 
of its policies. Its organization is believed to be com- 
sang and effective, but much remains to be done 

or the improvement of its several branches.” sgy- 


THE LONDON SCHOOL OF TROPICAL 
MEDICINE. 

A RECENT number of the British Medical 
Journal calls attention to the fact that a new 
department in the study and teaching of tropical 
diseases is about to be inaugurated in the estab- 
lishment of chairs for research in the subjects of 
protozoology and helminthology at the London 
School of Tropical Medicine. Hitherto, these 
provinces of knowledge have not been adequately 
represented in England as, for example, they have 
been in France and Germany, although, as is 
generally known, England has been prominent 
in the investigation of the problems connected 
with tropical disease for many years. It is under- 
stood that the funds for the establishment of 
these chairs come from colonial governments, 
which is significant in view of the fact that the 
work of the school naturally lies largely in Eng- 
land’s foreign possessions. It is hoped that the 
salaries provided will be sufficient to encourage 
men of capacity to devote their entire time to 
the work, although the maximum allowed is five 
hundred pounds a year, and that only at the end 
of a number of years’ service. It is provided 
that appointments be for six years, the pay begin- 
ning with two hundred and fifty pounds. Appli- 
cations are desired from persons, preferably 
having medical qualifications, who are willing to 
serve as teachers as well as to occupy them- 
selves in research. The incumbents of the posi- 
tions are expected to devote their entire time to 
the service of the school. We have no doubt 
that these positions, although, as stated above, 
they can hardly be regarded as sinecures, will 
attract young men who are desirous not only of 
advancing knowledge, but also of adding to their 
reputation in the process. In the present over- 
crowded state of medical practice the positions 
undoubtedly will be eagerly sought, and we have 
no doubt that the excellent work already inaugu- 
rated and in many instances carried to comple- 
tion by this school of tropical medicine will gain 
new impetus through the added positions which 
it is now able to offer. 





MEDICAL NOTES. 

Proressor Kocn’s ExpepiTion. — It is re- 
ported that Professor Koch has started on a new 
scientific expedition, this time to Dar es Salam, 
in German West Africa, in order to complete 
researches which he has already begun on cattle 
plague. He intends also to make a study of 
other diseases of the tropics which affect both 





man and animals. 
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A CENTENARIAN. — Mr. Israel Burt, said to have 
been one hundred and four years old, died recently 
in Bridgeburg, N. Y. He is said to have passed 
one hundred years of his life without having 
ridden on a railway. 


REPRESENTATIVES AT THE PAN-AMERICAN MED- 
1cAL ConGREss. — Surgeons H. R. Carter, J. C. 
Perry and C. C. Pierce have been detailed to rep- 
resent the United States Public Health and 
Marine Hospital Service at the Pan-American 
Medical Congress. 


PREVENTION OF INFANT MoRTALITy. — Science 
is authority for the statement that the heirs of 
Professor Virchow have given about twelve 
thousand dollars to be applied toward the pre- 
vention of infant mortality in Berlin. 


DELEGATES TO PAN-AMERICAN CONGRESS. — 
On Dec. 27 twenty-two physicians left Baltimore 
by the steamship ‘‘ Athos’’ bound for Panama to 
attend the forthcoming meetings of the Pan- 
American Medical Congress. The trip includes 
in addition to attendance at this congress a visit 
to Havana where the delegates will be guests of 
the American Public Health Association holding 
its meeting there on Jan. 9. 


New YorkK State HospPitaL FOR THE CARE OF 
CRIPPLED AND DEFORMED CHILDREN. — The 
fourth annual report of this institution shows 
that forty-two patients were treated during the 
year. But twenty-five beds are now at the dis- 
posal of this hospital, and Dr. Newton M. Shaffer, 
surgeon in chief and superintendent, has urged its 
enlargement. As a result of the efforts made, 
the legislature of 1903 appropriated fifty thou- 
sand dollars for a new hospital building. This 
will be located in West Haverstraw, Rockland 
County, where a site of great natural advantages 
has been found. For the present a building 
standing on the land will be used, allowing ten 
additional beds. Later it is hoped a still larger 
hospital may be erected. 


SMALLPOX IN CuicaGco. — Chief Medical In- 
spector, Dr. Heman Spalding, in the Bulletin of 
the Chicago Health Department, reports sixteen 
new cases of smallpox sent to the Isolation Hos- 
pital during the week; fifteen never had been 
vaccinated; one had an old, imperfect scar; four 
were unvaccinated children under the school age. 
One was an unvaccinated school child in school 
on a false certificate of vaccination. Four came 
from the downtown lodging-houses. 

Since Jan. 1, there have been 323 cases of 
the disease, of which number twenty-two died, 





251 recovered and fifty remain in the hospital 
under treatment. 


PLaGue aT Cape CoLony. — The medical of- 
ficer of health of Cape Colony states, according 
to the Lancet, that for the week ending Nov. 19, 
the conditions as regards plague in the colony 
were as follows: At Port Elizabeth four cases 
were discovered during the week — namely, two 
European males and two native males. Plague- 
infected rodents were also found. At East Lon- 
don plague-infected rodents were found. In the 
Cape Town district, including the harbor and 
the shipping, 1,052 rodents were examined, but 
none was affected with plague. In other districts 
no case of plague in man or animal was dis- 
covered. 


INTERNATIONAL MepicaL Conaress. — Dr. J. 
H. Musser, president of the American Medical 
Association, at the request of the secretary of the 
International Medical Congress, which meets in 
Lisbon in 1906, and on approval of the House of 
Delegates, has appointed the following members 
of the American Committee of Arrangements: 

Drs. Frank Billings, Chicago; Herman M. Biggs, 
New York; Herbert L. Burrell, Massachusetts; 
William T. Councilman, Boston; Wm. H. Car- 
malt, Connecticut; Richard C. Cabot, Massachu- 
setts; N. S. Davis, Jr., Illinois; Chas. H. Frazier, 
Philadelphia; R. H. Fitz, Massachusetts; W. E. 
Fischel, Missouri; Chas. Lyman Greene, Minne- 
sota; Ramon Guiteras, New York; H. A. Hare, 
Pennsylvania ; L. Hektoen, Chicago; Edward Jack- 
son, Denver; E. J. Janeway, New York; A. Jacobi, 
New York; George B. Johnston, Richmond, Va.; 
W. W. Keen, Philadelphia; Howard A. Kelly, 
Baltimore; Chas. Kollock, South Carolina; L. S. 
McMurtry, Louisville, Ky.; James H. McBride, 
California; A. T. McCormack, Bowling Green, 
Ky.; K. A. Mackenzie, Portland, Ore.; John Herr 
Musser, Philadelphia; J. B. Murphy, Chicago; R. 
Matas, New Orleans; William Osler, Baltimore; 
Chas. Powers, Colorado; J. B. Roberts, Pennsyl- 
vania; W. L. Rodman, Pennsylvania; M. H. 
Richardson, Boston; Chas. A. L. Reed, Ohio; H. 
M. Sherman, San Francisco; Frederick C. Shat- 
tuck, Boston; Geo. H. Simmons, Chicago; Chas. 
G. Stockton, New York; Geo. Sternberg, Wash- 
ington, D. C.; Victor Vaughan, Ann Arbor; John 
A. Witherspoon, Tennessee; J. Collins Warren, 
Massachusetts; J. C. Webster, Chicago; Wm. H. 
Welch, Baltimore; John A. Wyeth, New York; 
the Surgeon-Generals of the Army, Navy and 
United States Public Health and Marine Hospital 
Service; the presidents of the American Ophthal- 
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mological, Otological, Gynecological, Physiolog- 
ical and Pediatric societies; the presidents of the 
American Dermatological, Laryngological, Surgi- 
cal, Climatological, Neurological, Medico-Psy- 
chological and Orthopedic associations; the 
presidents of the Association of American Anat- 
omists, Association of American Physicians, 
American Association of Genito-Urinary Sur- 
geons, American Association of Pathologists and 
Bacteriologists, New York Academy of Medicine, 
College of Physicians, Philadelphia, Cook County 
Medical Society, Chicago, and the Society of 
Medical Improvement, Boston. 


BOSTON AND NEW ENGLAND. 


Acute Inrectious DISEASES IN Boston. — 
For the week ending at noon Jan. 4, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 24, scarlatina 29, typhoid fever 6, 
measles 8, smallpox 0. 

The death-rate for the week ending Jan. 4, 
1905, was 17.32 of total deaths reported. 


SMALLPOx. — Two cases of smallpox have been 
reported from Everett, Mass. They are probably 
traceable to the steamship ‘‘ Cymric,”’ recently 
from Liverpool. 


Bequests To Hospiraus.— By the will of the 
late John J. Pickering, $45,000 is given to the 
Portsmouth, Mass., Cottage Hospital, for the 
erection of a new building, to be known as the 
Pickering Annex. In addition, $5,000 is given 
without restriction to the hospital. The Ports- 
mouth Home for Indigent Women also received 
$10,000. 


TriaAL OF Hyper Park, Mass., VACCINATION 
Casgs. — Trial of the Hyde Park “ Vaccination 
cases’’ was begun Jan. 3. Suit has been brought 
by the parents of two children, who were ex- 
cluded from schools because of their refusal to be 
vaccinated. The cases are likely to prove of much 
importance in testing the efficiency of the regu- 
lation regarding vaccination. 

CaRE oF LEPERS IN MASSACHUSETTS. — The 
question of the best disposition of three lepers 
now in Massachusetts is agitating the public 
mind. The State Board of Charity has been 
considering the matter, and the suggestion has 
been made that a leper colony be created near 
the state almshouse at Tewksbury or on a 
tract of land on Cape Cod. These proposi- 
tions we understand have met with local opposi- 
tion. It has also been suggested that the city 
care for the lepers on Gallup’s Island as has 
heretofore been done, expenses to be defrayed 





by the state. This arrangement would seem to 
meet the demands of the case sufficiently, inas- 
much as we have not now and it is exceedingly 
unlikely that we ever shall have in the future 
more than a few sporadic cases of the disease. 

THE Score oF THE INstTRUCTIVE DISTRICT 
NursinG AssociaTION OF Boston. — Perhaps 
it is not generally understood that the Instructive 
District Nursing Association of Boston, besides 
supplying nurses for the patients of the district 
physicians of the Boston Dispensary, also is ready 
to supply nurses for other physicians, to attend 
patients who are poor and can pay nothing or 
those in moderate circumstances who can pay 
something toward the support of a nurse but who 
cannot pay the whole price. 

This applies even when the physician is paid a 
part of his fee. 

Physicians wanting a nurse can apply at Room 
67, 2 Park Square, or by telephone, Oxford 627-8. 

Night calls should be made by telephone to 
Back Bay, 1977-6. 


NEW YORK. 


SAILED FoR Panama. — On Dec. 26 a number 
of well-known New York physicians, including 
Drs. Ramon Guiteras, William H. Bryant, A. E. 
Macdonald and R. C. Tillinghast, sailed for Pan- 
ama to attend the Pan-American MedicalCongress. 


A CHILDREN’s Warp aT LincoLn Hospitau 
AND Home. — On Dec. 26 a children’s ward was 
opened for the first time at the Lincoln Hospital 
and Home (colored), on the southern boulevard 
in the Bronx. This was through the generosity 
of Mr. and Mrs. Reginald Vanderbilt, the gift 
being in the name of their little one-year-old 
daughter. A room 50 by 50 feet, formerly used 
for the meetings of the board of trustees, has 
been remodelled at an expense of about $7,000 
and twenty beds placed in it. 


POLLUTION OF LAKE CHAMPLAIN. — Com- 
plaints of the alleged pollution of the waters of 
Lake Champlain and of the Boquet and Au Sable 
rivers by the refuse products of certain wood- 
pulp mills are stated to be confirmed by the find- 
ings of the experts of the New York State Health 
Department in an investigation recently com- 
pleted. It was carried on by Prof. O. H. Lan- 
dreth, consulting engineer of the department, 
with the aid of Prof. W. G. Tucker, department 
chemist, and Dr. G. C. Whipple, formerly biolo- 
gist of the Boston Water Works and more re- 
cently director of the Mount Pleasant laboratory 
of the New York City Water Department. In 
the report giving the results of his investigation, 
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Professor Landreth makes several recommenda- 
tions which will be presented to the governor 
by Dr. Daniel Lewis, state health commissioner. 
One of them is as follows: “ That in view of the 
importance of the purity of the waters of Lake 
Champlain and Lake George, the laws, regula- 
tions and authority of this department relating 
to the discharge of sewage into public waters be 
strictly enforced with regard to these lakes and 
all tributary streams.” 


RepuceD ScHoot Hours. — Under the direc- 
tion of the Board of Education the city superin- 
tendent of schools has been making an exhaustive 
investigation to learn if the present five hours of 
classroom work may not be cut down without 
serious hindrance to the advancement of the 
children. A reduction in the educational budget 
for 1905 of nearly $2,000,000 has made some 
curtailment of the present school system impera- 
tive, and it is believed by many competent 
judges that this could be most satisfactorily 
effected by lessening the amount of study among 
the very young. Mr. Tifft, the newly chosen 
president of the Board of Education, has ex- 
pressed himself in favor of short hours for the 
younger children of the public schools. While a 
five-hour day is probaoly good to keep the chil- 
dren off the streets in some parts of the city, he 
thinks that part-time hours are long enough for 
the little ones. He would give every child edu- 
cational opportunities as great as possible, but 
not such as to interfere with proper mental and 
physical growth. In the New York Juvenile 
Asylum, of which he is a director, he states that 
the children are given only three hours of class- 
work daily, it having been found that more than 
that makes them restless. Should the present 
school schedule be shortened, it would require 
three hours and a half from the pupils of the 
lowest classes, instead of five. This would, in 
fact, establish for all pupils of these grades much 
the same hours as are now required from the 
part-time classes in the overcrowded districts. 
Because of lack of school room in certain parts 
of the city, there are nearly eighty thousand 
children (or about one in six) who receive but 
three and three quarters hours of schooling a day. 





MWiscellanp. 
THE MEDICAL SERVICE OF THE BRITISH 
ARMY. 


SPEAKING Of the medical service of the British 
army, the special correspondent of the Medical 
News, writes as follows: 





“The medical service of the army is at this moment 
without an official head. The term of office of the late 
Director-General, Sir William Taylor, expired on 
Dec. 1, and there has been a veritable tug-of-war 
between the military authorities and the Advisory 
Board which is partly composed of civilian doctors, as 
to the choice of a successor. The former wish to have a 
representative of the old order of things; the latter 
insist on having a man of progressive ideas. The 
Secretary of State for War, Mr. Arnold-Forster, must 
have a bad time between the contending parties. He 
came into office a few months ago with a preconceived 
policy, the essential feature of which was to undo the 
work of reform that had been done by his predecessor, 
Mr. Brodrick. The question whether Mr. Brodrick was 
or was not a heaven-born war minister, as his friends 
declared him to be, need not be discussed here. But 
there is no doubt whatever that as far as the improve- 
ment of the medical service of the army is concerned, 
his work was, as far as it went, almost wholly good. 
Mr. Arnold-Forster’s attitude toward the doctors was 
at first distinctly hostile. The experience gained during 
his short period of office seems, however, to have taught 
him that in regard to the medical department, at any 
rate, it would be a fatal mistake to go back to the old 
order of things. But the Adjutant-General who, in 
accordance with the latest scheme of reform, controls 
the medical service, and who is a stanch upholder of 
what in Germany is called Junkerism in military ad- 
ministration, has threatened to resign unless he has 
his way in the appointment of a Director-General of the 
traditional type. To speak plainly he wants an officer 
grown gray in the service, who may be trusted not to 
trouble the repose of the war office by a consuming 
zeal for the efficiency of his department. The Advisory 
Board on the other hand are eager to break a tradition 
which they hold to be largely accountable for the dis- 
credit into which the service had fallen at the time of 
the South African War. They have used all the in- 
fluence they could bring to bear on the Government 
to have Deputy Director-General Keogh appointed head 
of the medical service. Such an appointment would be 
almost revolutionary, for Keogh is a comparatively 
young man who was promoted to his present post over 
the heads of a large number of senior officers. His only 
disqualification, however, even in the eyes of the mili- 
tary faction, is his youth. It is probable that he will 
be appointed, as it is understood that Sir Frederick 
Treves has used all his great influence with the King in 
his favor, and the Sovereign has —: on personal, not on 
constitutional grounds — a good deal to say in army 
appointments, if he cares to intervene. 

“‘Some years ago it was difficult for a medical officer 
of the Army to secure election at one or two of the 
‘Service ’clubs. At that time a majority of the army 
doctors were men of rather indifferent breeding from 
the Scottish and Irish schools, and it must be admitted 
that many of them were, from the social point of view, 
‘undesirables.’ Members of the clubs accordingly 
conspired together to exclude medical officers, and as a 
very small proportion of blackballs is sufficient to ,‘ pill ’ 
a candidate, they generally succeeded. The improved 
conditions of the service have for a few years past 
attracted a better class of men in the professional as well 
as the social sense, and the ill-feeling against the medi- 
eal branch that used to exist among combatant officers 
has to a large extent died out. That it still persists 
in certain quarters, however, is shown by the fact that 
the other day no fewer than seventeen doctors were re- 
jected in a body at the Junion United Service Club. The 
incident has excited a good deal of indignation among 
the members of the club, and it has been ascertained 
that a clique of retired ‘ fossils’ are at the bottom of 
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the affair. The committee of the club has called a 
general meeting for a day next week when the names 
of the rejected officers will be submitted for election 
without the secrecy of the ballot. If the clique persists 
in its opposition to doctors, the medical members, who 
number about one hundred and fifty, will organize 
themselves into a clique which will systematically 
blackball every candidate proposed for election, to 
whatever branch of the Army or Navy he may 
belong.” 
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THE NATIONAL ASSOCIATION FOR THE 
STUDY AND PREVENTION OF 
TUBERCULOSIS. 


THE first annual meeting of “‘ The National 


Association ”’ will be held in Washington, D. C.,| Bo 


at the New Willard Hotel on Thursday and 
Friday, May 18 and 19, 1905. There will be 
general sessions and division of the work into 
the following three sections: 


1. SOCIOLOGICAL. 


Chairman, Mr. Homer Folks, State Charities 
Aid Association, United Charities Building, 105 
E. Twenty-second Street, New York; secretary, 
Miss Lilian Brandt, United Charities Building, 
105 E. Twenty-second Street, New York. 

Executive Committee: Dr. H. M. Bracken, St. 
Paul; Dr. J. W. Brannan, New York; Mr. E. P. 
Bicknell, Chicago; Mr. Ed. T. Devine, New York; 
Mr. Chris. Easton, Newport; Prof. Irving Fisher, 
New Haven; Dr. John S. Fulton, Baltimore; 
Mr. F. L. Hoffman, Newark; Dr. J. N. Hurty, 
Indianapolis; Dr. S. A. Knopf, New York; Dr. 
Ernest Wende, Buffalo; Mr. A. M. Wilson, 
Boston. 


2. PATHOLOGICAL AND BACTERIOLOGICAL. 


Chairman, Dr. Mazyck P. Ravenel, Phipps 
Institute, Philadelphia, Pa.; secretary, Dr. D. J. 
McCarthy, Phipps Institute, Philadelphia, Pa. 


Executive Committee: Dr. Ed. R. Baldwin,|P 


Saranac Lake; Dr. William T. Councilman, Bos- 
ton; Dr. William T. Howard, Jr., Cleveland; Dr. 
Hugh M. Kinghorn, Saranac Lake; Dr. William 
G. MacCallum, Baltimore; Dr. Roswell Park, 
Buffalo; Dr. William H. Welch, Baltimore. 


3. CLINICAL AND CLIMATOLOGICAL. 


Chairman, Dr. Norman Bridge, 217 S. Broad- 
way, Los Angeles, Cal.; secretary, Dr. S. G. Bon- 
ney, Stedman Building, Denver, Colo. 

Executive Committee: Dr. Robert H. Babcock, 
Chicago; Dr. Frank Billings, Chicago; Dr. Vin- 
cent Y. Bowditch, Boston; Dr. Lawrason Brown, 
Saranac Lake; Dr. J. P. C. Foster, New Haven; 
Dr. Charles L. Greene, St. Paul; Dr. Ed. G. 
Janeway, New York; Dr. H. M. King, Liberty, 
N. Y.; Dr. Arnold C. Klebs, Chicago; Dr. H. R. 
M. Landis, Philadelphia; Dr. Charles L. Minor, 
Ashville; Dr. J. H. Musser, Philadelphia; Dr. 
Ed. O. Otis, Boston; Dr. William B. Stanton, 
Philadelphia; Dr. A. Stengel, Philadelphia; Dr. 
Joseph Walsh, Philadelphia; Dr. James C. Wilson, 
Philadelphia. 





RECORD OF MORTALITY 
FoR THE WEEK ENDING SATURDAY, DECEMBER 24, 1904. 
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Deaths reported, 3,375; under five years of age, 870; princi- 
pal infectious diseases (smallpox, measles, scarlet fever 
cerebro-spinal meningitis, diphtheria and croup, diarrheal 
diseases, whooping cough, erysipelas, fevers and consumption) 
678; acute lung diseases 717, consumption 361, scarlet fever 25, 
whooping cough 10, cerebrospinal meningitis 23, smallpox 1, 
erysipelas 12, puerperal fever 17, measles 8, typhoid fever 45, 
diarrheal diseases 81, diphtheria and croup 93. 

From whooping cough, New York 1, Chicago 7, Boston 1, 
Worcester 1. From scarlet fever, New York 15, Chi 2, 
Baltimore 3, Providence 2, Boston 2, Fall River 1. Toon 
cerebrospinal meningitis, New York 17, Baltimore 1, Boston 1, 
Worcester 2, — 1; se ay 1. From erysipelas, New 
York 7, Philadelphia 2, Boston 1, Lowell 1, Somerville 1. 

In the seventy-six great towns of England and Wales, with 
an estimated population of 15,271,287, for the week ending 
Dec. 10, the death-rate was 18.5. Deaths reported 5,426; acute 
diseases of the respiratory organs (London) 268, whooping 
cough 71, diphtheria 80, neasles 136, small pox 1, scarlet fever 50. 

The death-rate ranged from 8.9 in Bournemouth to 26.2 in 
Walsall; London 18.1, West Ham 18.6. Brighton 20.6, South- 
ampton 14.8, Plymouth 23.3, Bristo] 23.1, Birmingham 19.7, 
Leicester 17.0, Nottingham 20.3, Birkenhead 15.0, Liverpool 
21.6, Wigan 23.2, Bolton 17.5, Manchester 23.2, Salford 25.0, 
Halifax 18.9, Bradford 18.7, Leeds 14.9, Hull 19.3, Sheffield 
15.7. Newcastle-on-Tyne 24.5, Cardiff 16.3, Rhondda 17.9, Horn- 
sey 10.9, South Shields 18.9. 
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METEOROLOGICAL RECORD. 


For the week ending December 24, in Boston, according to 
observations furnished by Sergeant J. W. Smith of the United 
States Signal Corps: 
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*0O., cloudy; C., clear; F., fair; G., fog; H., hazy; S., smoky; 
R., rain; T., threatening; N., snow; —, below zero. tf Indicates trace 
of rainfall. a@~ Means for week. 





CHANGES IN THE MEDICAL CORPS U. 8S. NAVY 
THE WEEK ENDING DECEMBER 31, 1904. 


A. G. GRUNWELL, surgeon. Detached from the *‘ Dixie’ 
and ordered to the Naval Hospital, New York, N. Y., for 
treatment. 

R. E. LEDBETTER, passed assistant surgeon. Detached from 
the ** Lancaster” and ordered to the ‘* Dixie.” 

J. T. KENNEDY, passed assistant surgeon. Ordered to the 
Naval Station, Guantanamo, Cuba, and to additional duty on 
the U. S.S. ‘“* Amphitrite.” 

J. E. PaGE, passed assistant surgeon. Ordered to the 
** Lancaster.” 

V.C. B. MEANS, surgeon. Ordered to the Naval Hospital, 
Philadelphia, Pa. 

W. L. BFLL, passed assistant surgeon. When discharged 
from treaument at the Naval Hospital, New York, ordered 
home and granted sick leave for three months. 

W.H. JANNEY, acting assistant surgeon. Detached from the 
‘« Marcellus ” and ordered to the ** Cesar.” 

W. B. GROVE, surgeon. Detached from the ‘‘ Atlanta” and 
ordered home to wait orders. 





SOCIETY NOTICE. 


BosTON MEDICAL LIBRARY MEETINGS. — The Boston 
Medical Library Meetings in conjunction with the Suffolk Dis- 
trict Branch of the Massachusetts Medical Society. There will 
be a meeting at the Library, 8, The Fenway, Wednesday, Jan. 
11, 1905, at 8.15 P.M. Subject: Medical Charity: Dr. George 
W. Gay. Discussion, Dr. Hasket Derby, Dr. G. H. M. Rowe, 
Dr. F. A. Washburne, Dr. A. Worcester of Waltham, Dr. 
Charles Cook of Natick, Dr. G. W. Elliot, Dr. Farrar Cobb. 
The profession is cordially invited to be present. Light re- 
freshments at the close of the meeting. 

Dr. GEO. W. Gay, 

Dr. FRED. B. LuND, 

Dr. ELLIOTT P. JOSLIN, 
Committee. 





RECENT DEATH. 


Dr. GEORGE L. FREEMAN of Glen Head, Long Island, 
N. Y., died on December 27, in the seventy-sixth year of his age. 





OPERATIONS: BOSTON CITY HOSPITAL. 


The following operations will be done and cases shown in 
the amphitheater of the Boston City Hospital on Jan. 6, 
from 10 A.M. until 12.30 Pp. M.: Amputation of Breast; Ligation 
of Femoral Artery, for Aneurism; External Urethrotomy; 
Decapsulation of Kidneys; Radical Cure of Inguinal Hernia. 





ERRATUM. 


The next meeting of the Congress of American Physicians 
and Surgeons will be held in 1907 and not in 1906, as stated in 
the last issue of the JOURNAL. 





BOOKS AND PAMPHLETS RECEIVED. 


Post-Operative Malaria, with a Report of Two Cases. By 
John T. Moore, M.D. Reprint. 


The Occurrence of Taenia Nana in Texas (the first, or, at 
least, the second Reported Case in North America). By John 
T. Moore, M.D. Reprint. 


The Essentials of Chemical Physiology. For the Use of 
Students. By W. D. Halliburton, M.D., F.R.S. Fifth Edition. 
Illustrated. London, New York and Bombay: Longmans, 
Green & Co. 1904. 


Kirkes’ Hand-Book of Physiology. By W. D. Halliburton, 
M.D.,F.R.S. Nineteenth Edition. Illustrated. Philadelphia: 
P. Blakiston’s Son & Co. 1904. 


Saunders’ Question-Compends, No. 3. Essentials of Anatomy, 
including the Anatomy of the Viscera arranged in the form of 
eg and Answers prepared especially for Students of 

edicine. By Charles B. Nancrede, M.D. Seventh Edition, 
thoroughly revised. Illustrated. Philadelphia, New York, 
London: W. B. Saunders & Co. 1904. 


Saunders’ Seaton Coments, No. 7. Essentials of Materia 
Medica, Therapeutics and Prescription Writing arranged in the 
form of Questions and Answers prepared especially for Stu- 
dents of Medicine. By Henry Morris, M.D. Sixth Edition, 
thoroughly revised by W. A. Bastedo, Ph.G., M.D. Phila- 
delphia, New York, London: W. B. Saunders & Co. 1904. 


The Louisiana Purchase Exposition, the Neurasthenic and 
the Brain-Tired. By Charles H. Hughes, M.D. Reprint. 


Blood-Pressure as Affecting Heart, Brain, Kidneys, and 
General Circulation. A Practical Consideration of Theory and 
Treatment. By Louis -— ~~“ Bishop, A.M., M.D. New 
York: E. B. Treat & Co. 1904. 

The Practical Medicine Series of Year Books, comprising ten 
volumes on the year’s progress in Medicineand Surgery. Issued 
Monthly. Under the general editorial charge of Gustavus P. 
Head, M.D. Vol. viii, July, 1904; Vol. ix, August, 1904; Vol. 
x, September, 1904. Chicago: The Year Book Publishers. 

Practical Dietetics with Reference to Diet in Disease. By 
Anes Frances Pattee. Second Edition. Revised and Enlarged. 
1904. 


Notes on X-Light. By William Rollins. 1904. 


A euey of Therapeutics. By Eldridge C. Price, M.D. 
Baltimore: Nunn & Company. 1904. 

New Methods of Treatment. By Dr. Laumonier. Translated 
and edited from the Second Revised and Enlarged French 
Edition by H. W. Syers,M.A.,M.D. Cantab. Chicago: W. T. 
Keener & Co. 1904. 

Sulphurous Acid and Sulphites as Food Preservatives. By 
C. E. Calm, Ph.D. Reprint. 


Transactions of the Maine Medical Association. 1904. Vol. 
xv. Partl. 


The Cardio-Vascular Apparatus during and after Infectious 
Diseases. By Alfred Stengel, M.D. Reprint. 

Clinical Diagnostic yey i including Serum Diagnosis 
and Cytodiagnosis. By Alfred C. Coles, M.D., D.Sc., F.R.S. 
Edin. Illustrated. London: J. & A. Churchill. Philadel- 
phia: P. Blakiston’s Son & Co. 1904. 

Twelfth and Thirteenth Annual Reports of the Ohio Hospital 
for Epileptics for the years 1902 and 1903. 

Varieties of Splenic Anaemia. By Alfred Stengel, M.D. 
Reprint. 

Specific Precipitins and their Medico-Legal Value in Distin- 
—- Human and Animal Blood. By Alfred Stengel, M.D. 

eprint. 

Iodic Purpura with Fever. By Alfred Stengel,M.D. Reprint. 

The Clinical Course and Diagnosis of Arterio-Sclerosis. By 
Alfred Stengel. M.D. Reprint. 

Diabetes as a Complication of Pregnancy. By Alfred Stengel, 
M.D. Reprint. 

The Early Diagnosis of Arteriosclerosis. By Alfred Stengel, 
M.D. Reprint. 

The Heart and Circulation in La og and the Puerperium. 
By Alfred Stengel, M.D., and W. B. Stanton, M.D. print. 


A Discussion of the Surgery of Tumors of the Brain, with a 
Resume of the Operative Records of Four Craniotomies. By 
Charles H. Frazier, M.D. Reprint. 


A Further Report upon the Treatment of Tic Douloureux by 
Division of the Sensory Root of the Gasserian —- By 
Charles H. Frazier, M.D., and William G. Spiller, M.D. 
Reprint. 

Case of Strangulated Meckel’s Diverticulum Complicatin 
Typhoid Fever. By Joseph Sailer, M.D., and Charles 
Frazier, M.D. Reprint. 

The Surgical Treatment of Facial Palsy. Preliminary Report 
of One Case. By Charles H. Frazier, M.D. With Remarks 
upon the Treatment from the Standpoint of the Neurologist. 
By William G. Spiller, M.D. Reprint. 
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@riginal Articles. 


THE SYSTEMATIC USE OF WORK AS A 
REMEDY IN NEURASTHENIA AND 
ALLIED CONDITIONS.* 


BY HERBERT J. HALL, M.D., MARBLEHEAD, MASS, 


THE following paper, while really the prelimi- 
nary report of a new institution, is intended 
to offer a practical protest against the almost 
universal application of rest in the treatment of 
neurasthenia and allied conditions. 

There seems to be a considerable difference of 
opinion concerning neurasthenia, whether it should 
be regarded as a clearly defined disease or merely 
a mental and nervous state, varying with the 
individual and with the provoking cause from 
slight nervousness or irritability to the most 
profound prostration. 

The writer likes to believe that any individual 
is properly neurasthenic who, barring the act- 
ual effects of physical disease, is the subject of 
fatigue or irritability beyond the reasonable 
results of mental or physical exertion, and who 
is thereby partially or wholly incapacitated for 
his ordinary occupation or from the enjoyment 
of life. 

A study of the etiology of this rather indefinite 
disease, if, indeed, it may be called a disease, 
has led the writer to some conclusions as to 
treatment a little at variance with the usually 
accepted idea. 

It is an evident and probably significant fact 
that neurasthenics, apparently without excep- 
tion, lead very faulty lives, lives which, even in 
the absence of actual disease would still be dif- 
ficult and trying to the individual. By faulty 
living is not meant faults of hygiene, although 
these often enough exist, but mental faults, 
chief and representative among which js worry. 
In very many if not in all cases it will be found 
that unusual worry or a tendency to overesti- 
mate the importance of small things, or some 
equivalent mental perversion, existed long before 
the well-known symptoms of neurasthenia ap- 
peared — a fact which is, to say the least, sug- 
gestive of etiological possibilities. 

Worry is not a very exact term, but it is expres- 
sive and convenient and will be understood to 
refer to a variety of mental states such as those 
attendant upon loss and uncertainty, as well as 
upon numberless real or imagined troubles of 
every degree and kind. Worry is a very real 
thing, and in the sanest mind it will, if long 
continued, breed a dangerous unrest and unhap- 
piness. 

This factor, worry, seems, moreover, to be 
closely associated with a sense of fatigue and 
exhaustion which may appear sooner or later, 
and is often not distinguishable from the muscular 
or mental fatigue which follows long and arduous 
labors. Whether this fatigue, which every one 
has experienced in some degree, is identical with 
physical fatigue or whether it is of a different 


* Read Nov. 29, 1904, at a meeting of the Essex South section 
of the Massachusetts Medical Society held in Lynn, Mass. 





nature altogether and purely psychic, is a ques- 
tion of some importance. There is, at least, this 
difference between the fatigue sense which follows 
worry and that which follows overwork. The 
first often becomes very persistent and is usually 
not relieved by physiological rest, while the 
second is transitory and is fully compensated for 
by reasonable rest or relaxation. 

The feeling is gaining ground that neurasthenia 
with its complex symptomatology is not neces- 
sarily due to the piling up in the system of the 
poisonous waste products of overfunctioning, but 
that it may be largely or wholly psychic. 

Dana,' in a recent article, admits that he has 
been looking in vain for many years to find a 
case of neurasthenia due to overwork. It is 
certainly true that some of the most pronounced 
neurasthenics have never overworked or over- 
functioned in any discoverable way. Idleness 
probably precedes neurasthenia quite as often 
as does work, and it will be difficult or impossible 
to find a case apparently produced by overwork 
without a clear accompaniment of worry. 

It is not for a moment claimed that overwork 
is not often a potent factor in the bringing on of 
neurasthenia, but the suggestion is definitely 
made that worry will probably always be found 
as a necessary factor. A man, it would seem, 
may become neurasthenic after some great 
physical or mental shock or during the nervous 
strain that exists through some long continued 
domestic infelicity. On the other hand, he may 
work excessively for months, but if his mind is 
clear, his purpose sound and ‘his home happy, he 
will probably not become neurasthenic. He 
may be very weary but reasonable rest will 
restore him. 

The characteristic fatigue symptom which may 
often have led us to believe that neurasthenia is 
due to overwork may, perhaps, be more or less 
accurately accounted for as a matter of associa- - 
tion of ideas. 

Care and uncertainty may induce a feeling of 
fatigue because the purely psychic sense of 
weight and oppression which accompanies them, 
in some way suggests or recalls the well-known 
feeling of weight and oppression which accom- 
panies over-physical exertion. So far as the 
other symptoms of neurasthenia go, some of 
them may be difficult to explain on a psychic 
basis, but many at least are manifestly mental 
in their beginning and in their end. 

A curious fact, and one which is of great impor- 
tance in the matter of treatment, is this: that 
when neurasthenia in almost any degree is es- 
tablished, a feeling of fatigue is often brought on 
by the mere thought of exertion or by the an- 
ticipation of any task. It is also an interesting 
and suggestive truth that the things the patient 
likes to do are, as a rule, less apt to produce 
fatigue than those activities which are distasteful. 

The foregoing observations would seem to 
apply less directly but still with force to those 
cases of neurasthenia evidently secondary to 
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eye-strain, to physical disease, or some other 
peripheral irritation. It is probable that eye- 
strain, for instance, would not of itself produce 
the varied conditions of neurasthenia were it not 
for an intermediate stage in which actual fatigue 
and mental irritation commingle. 

Whether these views are correct or not, they 
have suggested a system of treatment which has 
already been most encouraging in its results. 

Since we started with the assumption that 
faulty living, in one form or another, might be 
an important etiological factor in neurasthenia, 
we may further assume that after all possible 
physical faults have been corrected, right liv- 
ing, normal and just, and, so far as possible, 
suited to the individual, should prove to be the 
best of remedial agents. It would seem that 
some radical change is called for in the every- 
day life of the patient. For while the condi- 
tions of the old life obtain, medical advice and 
even the best of suggestions are too often swept 
away by the flood of habit, and the old worries 
and irritations are very apt to return with over- 
whelming force. 

There is nothing new in the idea that physical 
work is mentally and physically hygienic and that 
idleness of any sort is likely to breed doubts and 
uncertainties and worries. Probably every prac- 
titioner of medicine has felt that if he could get 
his weary and irritable neurasthenic to care for 
something outside his own little circle of troubles, 
at work perhaps at some absorbing occupation, 
a cure would be accomplished. It is, no doubt, 
normal and right for a man to be busy, for un- 
occupied for any length of time, his nervous 
energies turned in upon themselves are likely 
to create mental confusion and depression. 

If this is true of the chronically idle neuras- 
thenic it is equally true of the man who has 
broken down under stress of work and worry. 
There is no more pitiable state than that of a 
nervous man accustomed to hard work, trying to 
rest by enforced idleness. A good many men 
take matters into their own hands and make for 
the woods with dog and gun. Then fully occu- 
pied and self-forgetful, they recover. But too 
many neurasthenics, and especially women, have 
no such taste or opportunity, and such a method 
of relief is, moreover, usually applicable to rela- 
tively mind conditions of “ nervousness.” 

When neurasthenia is well established it is a 
well-known fact that outside interest and occupa- 
tion can very rarely be secured. The fatigue 
symptom comes in and calls imperatively for 
attention. Whenever by a laborious process of 
moral suasion the patient’s mind is for the time 
being cleared of its cloud of doubt and indecision, 
and an attempt is made at some simple activity, 
walking, for instance, the result is usually disas- 
trous and the patient returns, not only tired, 
but discouraged, and worse in every way. It 
becomes only too evident that work or its equiva- 
lent, no matter how good it may be in theory, is 
impossible in practice. The rest cure suggests 
itseli as the easy alternative, and it is applied 
more or less completely in almost every case of 





‘nervous prostration.” Physical rest is enjoined 
in the face of the fact that there may be no physi- 
cal fatigue, but only something which seems 
like it. Very often neurasthenics do well under 
the restcure, it has had great vogue and cannot 
fail to be helpful in many cases, particularly 
where there is evident lack of ‘‘ fat and blood.” 
But in many other cases physical rest, it is not 
necessarily mental rest, becomes a more or less 
vicious habit, sending the patient again and 
again to the sanatorium and resulting in an 
increasingly morbid life. 

It has long been the writer’s belief that some 
means might be devised whereby the neuras- 
thenic or any one who, for reasons of mental and 
nervous hygiene, might need to change his occu- 
pation and habits of life, could do so without the 
shock or failure which the usual desultory and 
spasmodic attempts at such an action imply. 

The great need seems to be to lift the neuras- 
thenic out of his tangle of nervous symptoms, 
not by substituting another abnormality in the 
shape of unduly prolonged rest, but by bringing 
about by a gradual process the conditions of a 
normal life, a life of pleasant and progressive 
occupation, as different as possible from the 
previous life and resulting in self-forgetfulness. 

Now it happens that nearly all neurasthenics 
are clever, adaptable people who have a good deal 
of artistic taste and critical ability, and it is also 
true that there is in mankind an inborn love of 
making things, of creating complex and beautiful 
objects out of crude and simple elements. Man- 
ual work is best, for it is objective and wholesome 
and trains to accuracy and precision of move- 
ment. Putting these bits of truth together it 
seemed that a sort of craft shop was needed 
where the sick could work with the well, and where 
the contagion of example could be depended 
upon and where teaching could be properly done. 

The modern Arts and Crafts idea appealed 
very strongly, because of the growing interest in 
the movement and because of the clean, whole- 
some atmosphere which surrounds such work, 
and because of the many-sided appeal which such 
a work as the making of pottery, for instance, 
has to most educated minds. In order to test 
the soundness of these preconceptions the writer 
had established a little less than a year ago a 
practical shop for the manufacture of pottery 
and for the production of a variety of fabrics by 
means of hand weaving. The equipment was 
complete and included a half dozen looms, some 
of Swedish and some of Colonial pattern, also 
spinning wheels, bobbin winders, etc., and the 
necessary vats and dye-stuffs for color work. 
In the department of clay very little machinery 
was needed beyond the kiln for baking and glaz- 
ing and the potter’s wheel. 

A competent teacher was secured and she, with 
a few assistants, proceeded to make the shop 
practical and effective from the mechanical and 
artistic point of view. 

When the place was finally in running order, 
and an actual product began to appear in the 
shape of rugs and fabrics of a varied sort made 
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from cotton, wool and linen, also a creditable 
pottery product, a few mildly neurasthenic 
patients were introduced for a short time each 
day. 

The shop was popular at once and had a very 
encouraging effect upon the early patients. 

It is difficult to describe the charm of work in 
clay. When one has fairly mastered the simple 
technique, he may give full play to all his know- 
ledge and appreciation of art in form and color. 
The glazing and baking finish the product, and 
the amateur artisan finds a satisfaction in his 
work which the man who works for his daily 
bread may rarely have. 

The weaving has turned out to be compara- 
tively simple and certain parts of it may be done 
at once with very quick and tangible results. 

Basket making has recently been introduced 
and is proving yery useful. 

These three crafts have so completely filled 
the requirements that nothing else has been 
attempted, though a number of allied crafts, such 
as work in metal, wood and leather, may some- 
time be found useful. It may be said in passing 
and in justification of the assertion that neuras- 
thenies are clever and adaptable, that the work 
of the patients has been surprisingly good when 
judged by exacting standards. The product is 
not. trivial in any sense, and therein lies a great 
hope for the future, for any industry the product 
of which is cheap or trashy must surely come to 
naught and must just as surely exert an unwhole- 
some effect upon all concerned. 

Having established this shop and made it 
practicable for those mildly affected, the next 
step was to attract and hold the confirmed 
neurasthenic, and to escape the usual conse- 
quences of exertion. In the lighter cases, as 
before intimated, there was no difficulty. The 
surroundings were so novel and the work so 
attractive that before they realized it them- 
selves these patients found themselves hard at 
work. 

After eliminating as far as possible such evi- 
dent sources of irritation as eye-strain, the 
problem seemed that of diminishing the pro- 
hibitive fatiguesymptom. It has been frequently 
enough observed that these patients become 
fatigued and irritated from anticipation of any 
change or task. If this anticipatory fatigue can 
be avoided a great gain is at once made. 

It has, therefore, become the writer’s custom to 
begin the treatment of “nervous prostration ” by 
a short period of rest in bed, perhaps a few days, 
perhaps a week, under the usual rest cure condi- 
tions. Then, without any warning whatever and, 
of course, with the co-operation of a nurse, the 
patient is required to do something. It may be 
only to sit up in bed for a short time. That 
particular act is not repeated the next day, or at 
least not at the same hour, and the patient has 
no knowledge of what is expected of him in the 
succeeding days. A very gradually progressive 
program is written out each day and intrusted to 
the nurse who sees that it is carried out promptly 
and exactly. 





This device eliminates so much anticipatory 
fatigue and worry that progress is surprisingly 
rapid. The progression leads to the shop and 
depends upon the work there, the actual living 
of a rational life, to fix and render permanent 
the improvement. The hours of rest are grad- 
ually made shorter and the hours of work longer 
until the day is full of interest and self-forget- 
fulness and the need of prolonged rest is lost. 

The results are not always uninterrupted, but 
they are in the line of normal living and would 
seem to be far-reaching in their effect upon 
character. 

Many discouragements occur and constant 
vigilance and tact are required to avert disaster. 
But this method of treatment certainly does not 
require so much of the physician, for the work 
stands in his place and holds the patient up to 
the mark during his absence. 

After a few weeks of work, when the inertia 
of months or years has been cast aside, it is 
remarkable to observe the change in facial ex- 
pression, in precision and skill of movement and 
in the whole morale of the patient. 

Although work of this sort appeals especially 
to people who have never done rational work, 
and for whom the pleasure of manual work is an 
absolute revelation, the plan would also seem a 
particularly fortunate one for those of limited 
means. The feeling that a useful trade is being 
acquired, one which may mean comfortable 
support in later years, if perchance the old life 
may not be taken up again, this assurance can 
scarcely be overestimated in its helpfulness. 
To encourage a feeling of independence it has 
been decided that when a patient can turn out 
work of value, this product may be sold through 
the agency of the shop and the proceeds credited 
to the maker. 

There is no doubt that many patients under- 
going sanatorium treatment are terribly handi- 
capped by a knowledge of the expense involved. 

It may be objected that a good many people 
will take no vital interest in work of this kind. 
That is doubtless true, and they may have to be 
treated in some other way, but already, in two 
instances, patients who seemed to have abso- 
lutely no interest nor adaptability have made 
excellent gains through persevering mechanical 
work of which the product was at first without 
value. In each of these cases interest has grown 
with the doing, so that at present the patients 
are turning out excellent work of considerable 
commercial value. 

It is really extraordinary to observe how easily 
and promptly the perplexing problems of these 
patients’ lives simplify themselves, and how 
quickly values readjust themselves to a reason- 
able standard so that the little annoyances and 
petty troubles take their proper subordinate 
places. 

From the prophylactic point of view, the plan 
would seem to have value. It is conceivable 
that some such straightforward, satisfying work 
as this, resorted to from time to time, might, in 
many instances, do much toward preventing the 
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unfortunate mental states which come from 
unrelieved complications of social and business 
life. 

In order to test more thoroughly the efficiency 
of treatment by work, little or no use has been 
made of special baths, massage and electricity. 
These agents are doubtless of great value and are 
sometimes necessary; their evil is, that they 
constantly call the patient’s attention to himself 
and to his symptoms. 

The one great end to be obtained is self-forget- 
fulness and a pride and satisfaction in work and 
in life. 

We cannot mold our patients all alike after 
one pattern; each will give a different interpre- 
tation and value to his work and each must pre- 
serve his individuality, but if we give to each a 
fair share of the blessing of self-forgetfulness and 
consequent happiness we have done well and have 
gone far toward making it possible for the patient 
safely to resume his old life minus a good many 
of its mistakes and faults. 

This method of treatment is confessedly an 
experiment. We are in the midst of it now and 
cannot foretell the final results. But accumulat- 
ing indications point to the probability that 
fairly quick results will be obtained and that 
sound habits of industry will be formed which 
will not only relieve the existing symptoms, but 
will lead to more rational living and a permanent 
betterment of the individual, giving him among 
other things a higher regard for labor, a bet- 
ter appreciation of the products of labor and, 
more than all else, a fine scorn for the repose 
which lasts all day as well as all night and makes 
him think more of himself than of anything else 
in the world. 

Since this paper was begun the writer has 
learned of a somewhat similar experiment which 
has been carried out successfully during the past 
four years in Zurich by a man named Grohmann, 
who is not himself a physician, but who works 
with the co-operation of some of the best physi- 
cians in Europe. 

Dr. Grace Walcott of Boston has, during the 
last summer, maintained a sort of industrial 
camp somewhere in the Berkshire Hills, and I 
am informed that there is a similar institution in 
California. So far as the writer can learn, in 
none of these institutions is there an attempt 
at really practical work of a high artistic order, 
but the things which are made are for the most 
part so poor as to have little or no value. Also, 
in one of these places, at least, the work is made 
rather a side issue and permitted for only a short 
time each day. 

In the School of Handcraft, a name which 
would fit the institution at Marblehead better 
than sanatorium, half measures and playing at 
work are not encouraged; the patient as soon as 
he is able becomes to all intents and purposes 
an artisan and tastes the wholesomeness of a life 
of labor without the hardships and trials which 
the real industrial work so often implies. 

To summarize: neurasthenia, though so often 
accompanied by physical stigmata, may prove 


to be in a measure independent of them and 
largely or wholly psychic. 

It is probable at least that the various cures, 
including rest and suggestion in its various forms, 
depend for their results on what Dr. J. J. Putnam 
aptly calls side-tracking the vicious trains of 
thought and habits of living and of substituting 
for them a less harmful, saner and more rational 
life. Too often, however, the substitution, 
having little to back it up, proves poor and in- 
complete. 

It is hoped that the treatment by work will 
not only side-track the neurasthenic state, but 
will substitute a simple but positive efficiency 
which will reorganize the life of the individual 
on better lines and which will do it substantially 
and speedily, without undue mental strain on the 
part of physician, nurse or patient. 

Perhaps the medical use of work may some day 
be extended to include part, at least, of the 
treatment in various institutions and asylums 
where those sick in mind are at present with- 
out occupation. Certainly, we have in work a 
therapeutic agent which deserves intelligent trial 
over a pretty wide field. If an attempt is made 
to carry out these suggestions in various institu- 
tions there will doubtless at first be early fail- 
ures, for it is probable that a complete work- 
ing plant and efficient teachers are indispens- 
able. 

The writer wishes to acknowledge the efficient 
co-operation of Dr. George 8. Hill, who has done 
much toward making this preliminary work suc- 
cessful. 
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IMPROVED TECHNIC FOR END TO END 
INTESTINAL ANASTOMOSIS.* 
BY ALFRED H, GOULD, M.D., BOSTON, 
For the Division of Surgery of Harvard University; From the Surgical 
Laboratory of the Harvard Medical School. 


THERE are three principal methods by which 
an end to end intestinal anastomosis may be 
made: 

(1) The “plain ” anastomosis. 

(2) The mattress anastomosis. 

(3) Anastomosis by mechanical devices: 1, 
Murphy button; 2, Harrington ring; 3, Bone or 
potato bobbin. 

In this article the technic of a plain anasto- 
mosis will be described, the simplicity of which, 
it is hoped, will commend itself. 

Before describing this technic, a few words 
will not be out of place as to the choice of a method 
when the surgeon is obliged to resect the bowel. 

In order of rapidity of execution, the three 
methods may be classed as follows: (1) Mechani- 
eal devices. (2) Plain anastomosis. (3) Mat- 
tress anastomosis. (Connell.) 

The average time consumed for the resection 
and anastomosis with mechanical devices should 
be in the neighborhood of fifteen minutes. Time 
is saved by the omission of a through and through 
stitch, the strength of the suture depending 
entirely upon one strong sero-muscular layer of 





* Third paper of series. 
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Fie. 1. Endtoend. Note position of assistant’s fingers, clamps, gauze beneath clamps. 
Area to be resected tied off with silk. Dotted line marks out future incision. 

















Fic. 2. Endtoend. Mattress mesenteric stitch. 

















Fie. 3. Endtoend. First two guides exposing mesenteric third 
of circumference. The inner continuous chromic stitch is crossing 
the mesenteric border. Note that the remainder of the circumference 
falls away when these guides are drawn tight. 























Fic. 4. End to end. This shows the continuous chromic stitch 
nearly completed. The guide on the left is one of the first two placed 
to expose the mesenteric border. Note the long end left at the first 
snot. 

















Fie. 5. End to end. Placing interrupted Lembert stitches. 
Note use of guides. 
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stitches. The Murphy button requires only a 
purse string suture, although few operators have 
the courage to close the abdomen without rein- 
forcing the joint with a few stitches. 

There are valid objections to the Murphy 
button. The button must be tested and,found to 
work perfectly before it is safe to leave;it inside 
the intestine. It is not a rarity to find at the 
autopsy table, that the button has given way 
because it was not perfect. Where it is custom- 
ary to use the button more than once, an exigeant 
examination of the spring should be made to 
make sure that the whole circumference can be 
tightly brought together. 

The Murphy button certainly has a place in 
end to end anastomosis because is it the most 
rapid method known, and it may be said that 
when a difference of a few minutes means life 
or death to the patient, the button should be put 
in. However, so much time is lost in the pre- 
liminaries of an operation that it is rarely possible 
to say that it would not have been sufficient for 
a longer operation had the details been more 
carefully arranged. The weak point in the 
button anastomosis is at the mesenteric border 
for, when the button is snapped together, a wad 
of fat is interposed which is much thicker than 
the bowel wall. To make a good serous appo- 
sition this fat must be crushed, and even then it 
cannot be completely flattened out. In a lateral 
anastomosis, on the contrary, the button gives 
a very good joint, since the apposed walls have 
an equal thickness. 

The passage of a Murphy button is attended 
with vigorous peristaltic action and requires at 
least eight days and usually much longer. After 
watching the abdominal cramps which signal 
the transit of a button through the small intes- 
tines, few operators will feel as certain as before 
of the superiority of this instrument. 

The Harrington Segmented Ring and the Rob- 
son decalcified bone bobbin are made upon the 
same principle. Each supplies a support to 
facilitate sewing, and neither causes subsequently 
any intestinal disturbance. 

If the sero-muscular layer of stitches is per- 
fectly placed, there is no need for an inner layer. 
The hemorrhage from the cut bowel edges has 
been controlled by a purse string suture which 
squeezes the bowel edge against the support. 
As far as personal technic goes, the segmented 
ring or the bone bobbin offers a more rapid 
method than the plain suture, though perhaps 
somewhat slower than the button. 

Too much, however, has been said about 
the quickness with which an intestinal suture 
should be done and more emphasis should 
be placed upon the perfection of the joint. No 
situation could be imagined where more dis- 
patch would be required than where several 
intestinal resections were required at the same 
operation. Yet it would be scarcely wise to fill 
the abdomen with Murphy buttons. 

The“ plain” anastomosis and the mattress an- 
astomosis are both good. The mattress anastomo- 
sis of Connell depends upon one layer of stitches 








to join the serous surfaces, and control hemorr- 
hage. It is an awkward anastomosis to do well, 
for the last half of the circumference is sewed 
by reversed stitches which have to be tied inside 
the bowel. 

The stitches must be placed close together, 
else bleeding will result from the intervening cut 
edges. To place the mattress stitches close 
enough to control bleeding requires a large num- 
ber and takes time. If the end result were better 
than other sutures, the time would be well spent, 
but the only advantage of the suture which has 
appealed to the writer is the narrow edge which 
is turned in by the stitch. 

The plain anastomosis described below has 
few original features, but it is hoped the few 
changes which have been made will simplify the 
operation. 

The only original feature of this technic is 
the method of beginning the first layer of continu- 
ous stitches. It is customary to start at the 
free edge of the bowel and sew toward the mesen- 
tery. This makes. it necessary to work in a 
pocket while crossing the mesenteric border. 
For this reason it is preferable to place the first 
guides in such a manner that the mesenteric 
border will be first developed and, when this has 
been sewed across, the rest will be plain sailing. 
The size of the catgut is important; No. 0 chromic 
gut is amply strong and threads easily in a No. 3 
milliner’s needle. Attention should be called 
to this needle. It is twice or three times the 
size of the usual needle employed and will be a 
revelation to those who have struggled with fine 
needles. No. 1 Pagenstecker celloidin thread, 
and No. 0 chromic gut thread so easily that it 
can be done without any delay during the opera- 
tion. 

The application of clamps in end to end anas- 
tomosis is simple. Short jaws are preferable, 
which will merely include the bowel itself. The 
straight circumcision clamp is very easy of appli- 
cation and holds perfectly. 


Technic. — This anastomosis is made with 
three separate stitches: 
(1) The mattress mesenteric stitch. (Maun- 


sell, Connell.) (2) The continuous suture of all 
coats. (3) The interrupted or continuous sero- 
muscular stitch. (Cushing or Lembert.) 

The coil of intestine to be resected is withdrawn 
from the abdomen, and in order to avoid subse- 
quent soiling of the wound, the intestinal con- 
tents are pushed to either side by stripping with 
the fingers. Clamps are then applied to the 
intestines, leaving a margin of about three inches 
on either side of the area to be cut out. Finally 
a handkerchief gauze is wrapped around the 
intestines beneath the clamps to isolate the field 
of operation from the abdomen. To prevent 
spilling out of whatever contents there are left 
in the resected portion, clamps or circular ties 
will be required. 

The coil is grasped by the fingers of an assist- 
ant, about an inch on either side of the point 
where the incision is to be made, and the operator 
cuts carefully into the bowel with a knife, wiping 
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away the blood and the intestinal contents with 
the left hand. It is rather better to finish the 
resection with scissors, in order to watch each 
side as it is cut away. There is always bleeding 
from the vessels in the triangular space at the 
mesenteric attachment, and it is better to tie 
these at once at the cut edge rather than to pick 
up the vessels farther back and risk a weak blood 
supply at the mesenteric border. It is traditional 
to cut the bowel away obliquely to make sure of 
the blood supply on the free edge, but this obli- 
quity need be very slight, because practically 
the whole edge which may slough will be turned 
in, even if the bowel be cut off square. The 
incision is finally continued down through the 
mesentery for two or three inches, avoiding the 
evident vessels, and tying when necessary. After 
enveloping the cut bowel ends in gauze, the second 
incision is made through the intestine on the 
other side, in the same manner. Finally the 
narrow pedicle of mesentery, which remains, is 
tied and cut, which completes the resection. 

The placing of the (Maunsell) mesenteric mat- 
tress stitch forms the starting point of the anas- 
tomosis. This should enter and leave the bowel 
at least an eighth of an inch from the cut edge, 
but should penetrate the mesenteric space and 
the peritoneum farther forward. This furnishes 
an ample width of edge for the subsequent con- 
tinuous catgut stitch, without separating the 
bowel edges, with a thick mass of fat. The mes- 
enteric third of the bowel circumference is rather 
inaccessible, and, to bring this portion forward, 
guide stitches are introduced with the ends left 
inside. Upon tightening the guides, the remain- 
ing circumference of the bowels falls away and 
the inverted edges are freely exposed at their 
mesenteric attachments. 

To control hemorrhage and bring the cut edges 
together, a continuous chromic catgut stitch is 
used, size preferably No. 0. This stitch starts 
near one of the guides and is knotted on the out- 
side, where a long end is left to tie to the last 
stitch after it has completely approximated the 
circumference of the cut edges. The mesen- 
teric third of the cut edges is exposed by tight- 
ening the guides, and the continuous through and 
through stitch passes across from one guide 
to the other. When the second guide has been 
reached, a third guide is introduced half way 
between the first two, on the free edge of the 
bowel opposite the mesenteric attachment. The 
ends of this guide are left outside. Traction on 
this and on the lower guides will make easy the 
completion of the continuous suture. The last 
stitch is knotted to the long end left on the first 
knot and the guides removed. The continuity 
of the chromic stitch must be broken at points 
an inch or so apart. This makes it difficult to 
narrow the lumen by drawing the catgut into a 
purse string, and also gives greater security to the 
joint. 

The most important step of the anastomosis 
is the sero-muscular stitch. Both continuous 
and interrupted stitches are employed for this 
purpose, but the Lembert interrupted is the 


| 





more reliable, on the whole. The first interrupted 
sero-muscular stitch is placed opposite the mesen- 
teric border, and is followed by a stitch at the 
mesenteric edge on either side. The ends of 
these three stitches are left long as they make 
excellent guides to the remaining stitches, which 
are introduced in the usual way. The mesentery 
is finally caught together by a few interrupted 
catgut stitches. 


_ 
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OBSERVATIONS ON EXPERIMENTAL DRAIN- 
AGE OF THE PERITONEAL CAVITY 
OF CATS. 
BY FRED T. MURPHY, M.I)., BOSTON, 
From the Laboratory of Surgical Pathology of the Harvard Medical 
School; For the Division of Surgery of the Medical School 
of Harvard University. 

DRAINAGE of the abdominal cavity as prac- 
ticed in cases of intraperitoneal infection may be 
divided into two main groups. That is, the drain 
is placed either with the idea of making a limited 
septic area of the cavity extra-peritoneal, or for 
the purpose of draining as much of the general 
septic cavity for as long a time as possible. The 
degree of success which follows such a surgical 
procedure should depend, if the theory of drain- 
age is a correct one, in a considerable measure, 
upon the accomplishment of a definite purpose. 
These observations have been made in order to 
ascertain to what extent the practice is feasible. 

Experimental observations have determined 
that the serous surfaces of the intestine or peri- 
toneum after mechanical injury and asepsis and 
with proper approximation will agglutinate fairly 
solidly within the first twenty-four hours. Clini- 
cal data have furnished like results. A similar 
reaction follows the introduction of a foreign body 
into the peritoneal cavity, and the foreign body 
is ‘‘ walled off’ by adhesions. In the time of 
this reaction depends, it seems to me, in a great 
part, the effectiveness of the theory of drainage. 

In considering the normal process of repair of 
the peritoneum, we are dealing with a surgically 
clean tissue, and the fact must not be overlooked 
that with the peritoneum, as with muscles, agglu- 
tination or healing may be delayed by infection. 
If, however, the infection is of such virulence as 
to have altered so materially the power of re- 
action of the peritoneum that a walling off does 
not follow the introduction of a wick it may be 
questioned, I think, whether drainage can be of 
great value in the case. If ever it is advisable to 
drain the whole septic cavity and if the general 
cavity is walled off from the drain within a few 
hours the attempt has been made to no avail. 
On the other hand, if the purpose of the drain is 
to make a limited septic area extra-peritoneal 
and if adhesions do not form within a compara- 
tively short time the procedure misses, in the 
main, its theoretical effectiveness. 

The purpose of the following experiments has 
been to determine the time which elapses between 
the introduction of the drain and the formation 
of walling off sufficiently strong to prevent the 
drainage of the peritoneal surfaces not in direct 
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approximation to the drain. It was thought | for anatomical injections. This actual pigment 
that if the different materials used increased or | was found to be necessary to prevent the leaking 
decreased the interval, that the data might be|and absorption of the stain by the tissues such 
of value in helping to "establish the rational use| as occurs with the aniline dyes. With the body 
of various drainage materials in cases of intra- | at an angle of 20° the level of the gelatine in the 
peritoneal infection. | epigastrium was higher than the external end of 

The experiments were made on cats. The/|the drain so that if the drain was not walled off 
operations were performed under full ether | by adhesions, there must be an escape of the 
anesthesia and the animals were killed with chlo- | fluid which when warm is like water. The pres- 
roform so that no pain was caused. In parenthe-| | sure of the mass or the irritation caused in the 
sis it may be added that the animals were appar- | majority of the cases a peculiar twitching of the 
ently comfortable during the time they were | belly walls which, taken together with the strain 
under observation. The technic of the experi- | of struggling at the second etherization, tended 
ments was as follows: At the first operation an | to break up weak adhesions. Moreover the wall- 
incision was made over the left rectus muscle just ing off would not take place so quickly with a 
above the bladder and the peritoneum opened | normal peritoneum as with an irritated peritoneum 
after splitting the fibers of the rectus. The drain | which had already begun to form adhesions. 
was then directed into the pelvis on the left of Hence these results would show a maximum 
the large intestine. No attempt was made to/|rather than a minimum interval. The animals 
manipulate the omentum except to push it aside | were kept in this inclined position for ten minutes 


BOSTON MEDICAL AND SURGICAL JOURNAL 35 





in order that the drain would be actually free | 


within the cavity. The incision was then closed 


After various intervals of time a second operation 
was performed. The animals were placed on a 
board inclined at 20° and the peritoneum was 
opened at the left costal border about two inches 
from the median line. Through this opening a 
funnel was introduced on the left of the large 


after the introduction of the fluid. If the fluid 


‘did not escape freely within the prescribed 
with through and through sutures, care being | 


taken not to constrict the drain at the belly wall. 


interval the bodies were placed in cold storage 
and examined after the gelatine had set. In 
this way it was possible to see just how far 
the fluid had gone toward the drain. Gauze, 
rubber tissue, glass tubes and cigarette drains 
were used. In two cases the belly was filled with 
normal salt solution at the time of the introduc- 





tion of the wick, and in one other case a general 


intestine so that there would be no barrier of | purulent peritonitis was caused which was drained 
mesentery between the fluid and the drain. | at a second operation. 
Then the belly was filled with a gelatine mass| The following tabulations illustrate the results 


| . 
stained with carmine, such as is ordinarily used! of the experiments: 


MATERIAL USED 
FOR DRAIN, 


TIME AFTER INTRO- 
DUCTION OF DRAIN, 


IMMEDIATE RESULT. AUTOPSY. 


Few minutes. 
7 hours. 


Gauze Perfect drainage 

After few minutes began 
to ooze freely. 

Drainage in 8 minutes, 
but only after violent 
vomiting. 

After 10 minutes very 
slight staining of wick. 
No drainage. 

No drainage. 


10? hours. 


154 hours. Generally walled off by omentum, but at 
belly wall some entrance of mass. 
Complete walling off by omentum. 

Little gelatine in meshes of gauze, but 
generally well walled off. 

Wick completely surrounded by omentum. 


”? 


18 hours. 
22 hours. 


244 hours. 
444 hours. 
46 hours. 


No drainage. 

No drainage. 

No drainage. ” 

normal salt solution in jollowing two cases.) 

No drainage, even after Wick generally well walled off, but in 

violent vomiting. meshes of gauze a little gelatine. 

No drainage. Wick surrounded by omentum, but at very 
tip some gelatine had leaked in. 

(General peritonitis caused in following case before draining.) 


Free drainage. No walling off. 

No drainage. Tip of gauze buried in pocket of omentum. 
Rubber tube walled off. Between tube 
and gauze a little gelatine had leaked in. 
Perfectly walled off by omentum. 


”? ”? ” 


? ? 


(Belly filled with 
23 hours. 


23 hours. 


Gauze. 
Cigarette. 


24 hours. 
18} hours. 


25 hours. 


No drainage. 
243 hours. 


” 
Rubber tissue Immediate and free drain- 
wick. 
Rubber tissue 
wick. 
Rubber tissue 
wick, 
Rubber tissue 
wick. 
Rubber tissue 
wick. 


age. 

Within three minutes free 
drainage. 
Almost 
drainage. 
Free drainage after vomit- 
ing. 

No drainage. 


39 hours. 


52 hours. immediate free 


52 hours. 


72 hours. Perfect walling off by omentum. 








36 BOSTON MEDICAL AND SURGICAL JOURNAL 





(January 12, 1905 





MATERIAL USED 


TIME AFTER INTRO- IMMEDIATE RESULT: AUTOPSY, 
FOR DRAIN. DUCTION OF DRAIN. 
Rubber tissue 72 hours. No drainage. Perfect walling off by omentum, 
wick, 
Glass drainage 18 hours. Immediate free drainage. 
tube. 
Glass drainage 30 hours. Immediate free drainage. 
tube. 
Glass drainage 43 hours. Almost immediate and 
tube. perfectly free drainage. 


At first around and then 


through tube. 


Drained after five minutes, End of tube in mass of gelatine. Generally 
tube. but not freely 


Glass drainage 68 hours. 


Glass drainage 75 hours. 


walled off by omentum. 


After two minutes slight Tube had moved to the right side. It 


tube. staining. After severe was plugged and walled off by omentum 
vomiting free drainage except just at the belly wall. 


around tube. 


Glass drainage 78 hours. No drainage. 


Cat keptin In moving the cat from the table the thighs 


tube. inclined position for 15 were sharply flexed thus pushing the tube 


minutes. 


Roughly summarized, the gauze and cigarette 
drains failed to drain the general cavity after 
about eighteen hours, and the rubber dam and 
glass tubes after about the third twenty-four 
hours, the difference in the time representing the 
difference in the stimulating effect of the various 
materials on the peritoneum. 

In all instances, the omentum was the active 
agent in the process of walling off, the actual 
adhesioris between the loops of intestine being 
difficult to demonstrate. While the omentum 
in the cat is extremely large, it is not improbable, 
judging from findings at operation and autopsy, 
that the human omentum when large plays an 
equally active part. 

The single example of a general purulent peri- 
tonitis which was produced illustrates a condition 
of the peritoneum which is comparable to a 
sloughing infected wound elsewhere in which the 
power of normal reaction of the tissues on the 
surface has been destroyed, and in which the 
drainage was useless. 

That the cigarette drains should have acted 
like gauze rather than rubber must be explained 
on the ground that the tip of gauze was a suffi- 
cient extra irritant to set up the defensive reac- 
tion of the omentum which, when once started, 
enveloped the rubber tube as well. 

As the amount of normal salt solution which 
can be put into the belly of a cat is comparatively 
small, and as the position of the wick is most 
favorable for immediate dependent drainage, it 
may be that the escape and absorption were so 
rapid that we were dealing practically with a 
dry peritoneum. Considering, however, the rapid- 
ity with which normal salt solution is absorbed 
from the human general cavity, it is difficult to 
see how the presence of the fluid can materially 
effect the formation of adhesions. 

If we disregard the effect on hemorrhage and the 
pain of removal and consider only the effectiveness 
of the drain as such, it would seem from these 
experiments that the usual drainage materials 
might also be separated into two main groups, 
each having special advantages when used in its 
proper field. That is, in the group of cases in 
which it is desired to make a given septic area 


down. At this as if the walling off omen- 
tum had been torn the fluid rushed out. 


extra-peritoneal as speedily as possible, the mate- 
rials which are walled off within the first twenty- 
four hours would be indicated. Where it is 
necessary to drain the general septic cavity for 
as long a time as possible that group of materials 
which is walled off only after about the third 
twenty-four hours should be preferred. 

Theoretically, drainage would seem to be of 
great value in those cases in which it is desirable 
to make a limited septic area extra-peritoneal. 

The value of a drain as a drain of the general 
septic cavity after about seventy-two hours 
could not be demonstrated. 





+ 
_ 


A CONSIDERATION OF AUTO-INTOXICATION 
AND AUTO-INFECTION AS CAUSE OF 
VARIOUS MENTAL DISORDERS. 


BY L. VERNON BRIGGS, M.D., BOSTON, 
Physician to the Mental Department of The Boston Dispensary. 


(Concluded from No. 1, p. 5.) 


Dr. E. C. Dent, Superintendent of the Man- 
hattan State Hospital, West, Ward’s Island, 
New York City, says: ‘‘ There is no question in 
my mind that a number of psychoses have as 
their basis auto-intoxication. It is quite probable 
that in course of time dementia paralytica, demen- 
tia precox and the insanities occurring in epilepsy 
will be traced to auto-intoxication.. We have 
for some time been making careful studies in this 
direction, but as yet I feel that the results we 
have obtained have not been sufficiently estab- 
lished to justify me in bringing the matter before 
the profession. It is conceded that the most 
prominent physical symptoms we find in insanity 
is that of disturbance of nutrition, due to derange- 
ment of the gastro-intestinal tract. Our princi- 
pal aim is to restore as quickly as possible the 
normal functions of the body, and our treatment 
can be summed up in two words, eliminative 
and supportative. I feel that it is an impor- 
tant field that has not been given the considera- 
tion it should.” 

Dr. H. E. Ellison, Superintendent of the Mat- 
teawan State Hospital of New York, says: ‘ Many 





manifestations of mental disease depend upon 
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auto-infection, not only from the intestinal tract, 
but upon disorders of other excretory channels. 
Derangement of the digestive organs and con- 
sequent evils, are, in our opinion, responsible for 
many conditions of ill health and for various 
forms of insanity. For four or five years medical 
literature was filled with discussion upon this 
topic. Personally we have felt that it is respon- 
sible for many maniacal outbreaks, for many 
states of mental depression, and have always 
directed our attention in a therapeutic way to 
such conditions, often with satisfactory results. 
In melancholy if the patient can be made to think 
that he has some tangible foe to combat he will 
feel much relieved in mind; that his liver, his 
digestion, his intestinal functions are at fault, as 
they usually are, and that his mind is depressed 
by an impoverished circulation due to toxic 
agencies in his blood, he will feel that he has some- 
thing to hope for in the way of eventual relief.”’ 

The derivation of the word ‘ melancholia” 
throws some light upon its most common etiology ; 
the two Greek words “melas”? meaning black, and 
“ chole’’ meaning bile, while not accepted in their 
original application and significance in the sense 
of meaning that melancholia is actually due to 
bile in the blood, yet disturbances of the digestive 
regions, the intestinal canal and the liver have a 
most important relation to the production of the 
disease. 

Dr. H. L. Palmer, Superintendent of the Utica 
State Hospital, New York, says: “ I think in 
most cases an hereditary tendency or a neurotic 
disposition will be found to exist in conjunction 
with the auto-intoxication. It is my practice 
to look thoroughly to the alimentary canal and 
relieve any and all irregularities so far as possible. 
There is no doubt a disturbed metabolism in many 
forms of mental ailment, particularly the various 
forms of the depressive psychoses. I do not, 
however, look upon auto-intoxication as the main 
cause in the great number of cases.” 

C. Spencer Kinney, M.D., of the Middletown 
State Homeopathic Hospital, New York, in the 
State Hospital’s Bulletin, Vol. II, p. 3, says, 
“Many cases of melancholia have auto-intoxi- 
cation as a prominent feature.” 

The Fourteenth Annual Report of the New 
York State Commission, ending Sept. 30, 1902, 
gives diseases of the digestive system and blood 
and circulation as the cause of 514 out of a total 
of 1,808 deaths which they had in all of their 
insane hospitals. 

Dr. Edward N. Brush, Superintendent of the 
Sheppard and Enoch Pratt Hospital, Maryland, 
says: “‘ Students of psychiatry have recognized 
for a long time that what is commonly called auto- 
intoxication probably enters largely into the 
causation of a large number of cases of insanity, 
but we know too little of auto-intoxication to be 
able to determine exactly what the form of poison 
is to be able to classify our cases in such a way 
as to definitely state which are clearly cases 
depending upon auto-intoxication as the exciting 
cause and which are not, although in the majority 
of instances a careful examination of the case and 





a thorough knowledge of the previous history of 
the case will throw much light upon the subject. 
Not only is auto-intoxication looked upon as a 
causative factor in many cases of insanity (and 
by auto-intoxication, I suppose you mean the 
poisoning resulting from the defective elimination 
from the body of certain products of digestion or 
from formation of a poison in the digestive tract 
or in certain of the glandular elements of the body 
having to do with the tissue metabolism), but 
there are many forms of insanity that are clearly 
recognized as toxic in their origin, eliminating 
from this category cases which are plainly toxic 
originating from alcohol, minerals like lead, and 
certain drugs. I have for a number of years now 
in lecturing to students pointed out the resem- 
blance between toxic and auto-toxic insanity in 
their clinical manifestations and that a large 
number, certainly in their early stages, closely 
resemble the deliria observed in pueumonia and 
typhoid fever, for example.” 

Dr. Geo. O. Welch, Medical Superintendent of 
the Fergus Falls State Hospital, Minnesota, says: 
‘“‘ Speaking in general terms the larger number 
of our cases are suffering from auto-intoxication 
on admission to the hospital. I do not mean to 
say that this is the cause of the insanity but it 
certainly has considerable effect in prolonging 
the unbalanced mental condition and making it 
more severe; for in most of the cases restoring 
the physiological functions to healthy action, 
especially paying attention to the digestive tract, 
so that the food is properly assimilated, will pro- 
duce a marked change for the better in the 
patient’s mental conditions.” 

Dr. H. A. Tomlinson, Superintendent of St. 
Peter’s State Hospital of Minnesota, says: “ Prac- 
tically every patient received in this hospital is 
suffering to some extent from the ill effects of 
auto-intoxication.”’ 

Dr. W. B. Fletcher, an alienist of Indianapolis, 
Ind., says: “ It is my opinion that by far 
the larger number of cases of epilepsy and insan- 
ity are due to auto-toxic conditions; mal-assimi- 
lation most common, hepatic and renal follow in 
order. Hepatic toxins most frequently manifest 
in melancholia; renal in acute mania of confu- 
sional insanity, so called, with delirium. As to 
classification, I am inclined to the oldest, that of 
Hippocrates, if I use any, viz., melancholia and 
mania, and could, like Cullen, if desired, form a 
hundred sub-classes, and endless varieties. In 
some cases of melancholia I have seen almost 
every form of insanity protrayed in-its various 
stages, and what seems a case of acute mania 
to-day may be profound melancholia to-morrow. 
Several persons under the influence of the same 
poison will not have similar psychical reactions; 
auto-toxic effects are as different in their mani- 
festations as there are differences in the amount 
of gray matter and the structure and number of 
convolutions, which differ in all persons as much 
as do their facial expression. The terminal 
arteries in some cerebral ganglia and convolutions 
are abundant in one person, in another with the 
same weight of brain there are but few, therefore, 
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more or less toxins are received, and different 
phenomena result from the same remote cause.” 

Dr. G. J. Rogers, Superintendent of the North- 
ern Indiana Hospital for Insane, Logansport, 
Ind., says: ‘‘ Deranged mental states clearly 
due to auto-intoxication have not been infre- 
quent, and treatment directed towards the res- 
toration of physiological nutrition and excretion 
effects a cure, often very promptly.” 

Dr. S. E. Smith, Superintendent Eastern In- 
diana Hospital for Insane, says: “‘ Cases of auto- 
intoxication due to the absorption of the products 
of intestinal sepsis and the like we classify under 
the true insanities.”’ 

Dr. Albert E. Stern, an alienist, of Indianapolis, 
Ind., says: ‘‘ While there must be no doubt what- 
ever that mental abnormalities may arise through 
toxic influences or to autotoxic genesis, the 
latter should probably not be classed with the 
former. While I believe quite firmly that very 
many different phases of mental alienation may 
arise in different individuals upon the same or 
similar basis due to disturbances of metabolism, 
I am not so positive upon this point of cause and 
effect in these cases. It is my invariable rule to 
cure as far as I can the concomitant elements of 
autotoxicity in the case, because I have long ago 
learned that the latter must be overcome, no 
matter whether it is secondary or primary in its 
relation to the mental state. Personally, I differ- 
entiate between the externally toxic and the 
internally toxic.” 

Dr. Max E. Witte of the Clarinda State Hospi- 
tal of Iowa says: “‘ I will say that I have been 
convinced by careful study of many cases of 
insanity that the first beginning of many forms 
of acute affective disorders, such as melancholia 
and mania, often, if not altogether, have their 
primary inception not in the brain, but else- 
where, usually in the organs of the abdominal 
cavity. I have been ied to this belief through 
the study of the emotions associated with the 
functions, either healthy or disturbed, of the 
vital organs of digestion, nutrition and elimina- 
tion, including the hemapoietic structures, such 
as the spleen and lymphatic glands. I am sat- 
isfied researches through the laboratory will be 
rewarded by important discoveries in the future. 
A routine examination of the cases coming in for 
many years have, on the whole, revealed a deteri- 
oration of the blood, more especially a diminution 
in the formal elements of the blood, particularly 
in the red corpuscles, also a corresponding lower- 
ing in the percentage of hemoglobin. These 
uniform findings certainly argue disordered and 
diminished metabolism, but of course, I have 
not the exact data to determine definitely whether 
this diminution should be looked upon in the 
light of result or of cause; possibly both, since 
it seems to be a segment of a vicious circle. As 
to auto-intoxication, it is a matter of every-day 
experience and observation that insane patients 
coming here, whether the disease has existed a 
long or short time, are usually obstinately con- 
stipated, and one of the first indications in treat- 
ment is a measure adapted for the evacuation 











and regulation of the intestinal tract. So far as 
we can usually learn from inquiry of the more 
intelligent patients or from their friends, this 
condition has existed during the duration of the 
disease and often prior to it. Now and then we 
have met with cases of marked and grave demen- 
tia associated with a myxedematous condition 
of the skin, who responded promptly to and 
recovered under the administration of thyroid 
extract. We have had no cretinism so far in 
this part of the country.” 

Dr. J. W. Wherry of the Clarinda State Hos- 
pital, Iowa, in a paper written for the Alienist 
and Neurologist of May, 1904, advocates limiting 
the term insanity to delusional cases and gives 
as a part of his classification: 


Infection psychoses 
Toxic 


Intoxication psychoses 
Insanity } 
( Molen 


Melancholia 


Manic-depressive 
Paranoia 
Exhaustion psychoses 
All of these he classifies as results of defect of 
the mind rather than of defect of the brain. 

In the third Biennial Report of the Board of 
Control of State Institutions of the State of 
Iowa, Chapter 6, on Insanity, I find the follow- 
ing: “‘ It is rarely that we find a case of insanity 
in which there is not associated, and very fre- 
quently causing the disorder, a derangement of 
digestion, nutrition, or elimination. The first 
urgent need to be met by treatment is the restor- 
ation to normal activity of some vital organ or 
organs. In other words, a great majority of 
patients coming under care require treatment 
for diseases other than insanity, and happily, in 
many, with recovery from bodily disease, restor- 
ation to mental integrity takes place.” 

Dr. James L. Green, Superintendent of the 
Nebraska State Hospital for the Insane, says: 
“In my judgment, the majority of cases of the 
depressed types of insanity admitted to the hos- 
pital are due to some form of auto-intoxication, 
as. indeed, are many of the cases of acute mani- 
acal excitement. Especially am I convinced that 
all of the cases of acute delirious mania, some- 
times called Bell’s mania, are of this origin.” 

Dr. T. J. Mitchell, Superintendent of the State 
Insane Hospital of Mississippi, says that for two 
years he has been impressed by the fact that 
quite a number of diseases are due to auto-intoxi- 
cation, both mental and heart failure, and that 
recently he has been paying special attention to 
the bowels of his patients as being the medium 
through which is the. chief source of auto-intoxi- 
cation, and he hopes by close attention to derive 
some useful facts. 

Dr. Dwight 8. Moore, Superintendent of the 
State Hospital for the Insane of North Dakota, 
says as to disturbed metabolism: ‘“ In fact ] 
think most of the future progress of treatment is 
going to come from a better understanding of 
these conditions.” 


[ Auto-toxie 
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The Biennial Report of the Alabama Insane 
Hospitals for 1901-02 gives on page 20 as the 
cause of death in four cases, ‘“‘ Auto-intoxica- 
tion.” J. T. Searcy, M.D. 

Dr. W. A. Gordon. Superintendent of the North- 
ern Hospital for the Insane, Wisconsin, says: 
‘¢ Various conditions which are called acute mania 
and sometimes melancholias are, I believe, 
caused by intoxicating elements. We seek to 
eliminate and at the same time to improve the 
patient by a liberal, easily digested diet. We 
eliminate by mercurial and saline cathartics, by 
the wet pack, hot and cold, by the sweat box, 
electricity and steam, by frequent bathing and 
by insisting on copious ingestion of water by our 
patients. It is in this field that I believe the 
ereatest advances will be made in our knowledge 
of the causes and in the treatment of insanities.”’ 

Dr. Moses J. White, Superintendent of the 
Milwaukee Hospital for Insane, Wauwatosa, 
Wis., says,that ‘almost every case is pursued on 


‘the assumption that the element of auto-intoxi- 


cation is present in a greater or less degree and 
we have had very gratifying results by the pur- 
suit of this theory and the treatment adapted 
thereto. The measures chiefly used to relieve 
this condition consist in increasing the action of 
the skin and bowels by means of Turkish baths 
and massage and the administration of saline 
catharties persistently and the employment of 
a high enema, and we found that these methods 
proved to be very efficacious.”’ 

Dr. M. L. Grave; of the Southwestern Insane 
Asylum, Texas, says he regards auto-intoxica- 
tion an exciting cause in the development of men- 
tal disturbances, especially melancholia; 33% 
of his deaths in 1902 were caused by diseases of 
the stomach, lungs, bowels and kidneys. 

Dr. F. Forschheimer of Cincinnati, Ohio, while 
claiming to have disproved the conclusions of 
Bouchard by a large number of experiments 
made by himself, is still a firm believer in the im- 
portant réle played by auto-intoxication. He 
says: “* We all recognize the psychoses of Graves’ 
disease, and again the psychoses characterized by 
depression which are absolutely relieved in a 
large number of cases by the treatment of intesti- 
nal auto-intoxication. Another class that has 
been relieved on the principle of auto-intoxica- 
tion are some of the menopause psychoses. 
Unfortunately the only criterion we have for 
judging of the existence of auto-intoxication is 
the therapeutic result.” 

Follin and Shaffer, in their reprint on Phos- 
phate Metabolism, state as a result of their work 
in the Chemical Laboratory at the McLean 
Hospital on a case of Manic Depressive Insanity, 
the following: ‘‘ The existence of an unmistake- 
able periodicity in the elimination of phosphoric 
acid through the kidneys corresponding to the 
periodicity in the mental condition of the patient 
is, we think, proved by our analysis and experi- 
ments.” 

Heinicke in his psychiatric practice was im- 
pressed with the frequency of phosphaturia and 
carbonaturia in his patients. He has found 








manifest or latent ammonuria or phosphaturia in 
every patient exhibiting a psychosis. He further 
noted that the urine returned to normal as the 
mental affection progressed toward recovery. 
The phosphaturia generally accompanied the 
height of affection. It is possible that the sub- 
sidence of the ammonuria or phosphaturia may 
be an aid in prognosis, and their absence may 
also serve to reveal simulation. 

Dr. Arthur W. Hurd, Medical Superintendent 
of the Buffalo State Hospital, Buffalo, N. Y., 
says, in a paper which he wrote in 1897: “ It 
is not in old chronic patients with fixed delu- 
sions and with an apparently healthy digestive 
apparatus that acute intestinal intoxication is 
to be expected, but rather in acute cases with 
changing delusions, muttering incoherence, rest- 
lessness, constipation, elevated temperature, offen- 
sive breath, and dry, hot or clammy skin. It is 
conceded by many and an increasing number of 
students, that intestinal putrefaction is evidenced 
by the presence of indican in the feces or by the 
conjugate sulphates and indican in the urine. In 
suspected cases the examination of the dejecta 
should be made in the laboratory as corrobora- 
tive proof, though their absence would hardly 
justify the observer in withholding the measures 
necessary for relieving the condition referred to.” 
Dr. Van Gieson, in discussing Dr. Hurd’s paper, 
says: ‘‘ After all, this theory is not entirely new, 
but. is simply an extension of the old humeral 
theory of disease which, in its relation to the 
induction of mental disease, was expressed so 
well a hundred years ago by Benjamin Rush, 
who declared in substance that madness arose 
because the brain shared with other organs in 
the body the damage inflicted by gout, dropsy, 
rheumatism, eclampsia of pregnancy, the fevers 
and the like. Excluding cases of insanity of 
psychic origin, we must conclude that a good 
share of mental disorders is to be ascribed to a 
toxic agency, particularly those belonging to the 
most subtle class of poisons, the autogenous 
category. Any thorough comprehension of the 
toxic basis of mental and nervous disease beyond 
speculative hypothesis has been rendered pos- 
sible only within very recent times. The pre- 
cise knowledge of the structure of the nervous 
system attained by the application of the Golgi 
methods, the clear insight into the action of the 
bacterial poisons upon the tissues given by ex- 
perimental pathology, and, above all, the prog- 
ress of modern cytology and the application of 
its methods in pathological research, have at 
last removed the barriers to comprehensive in- 
vestigation of mental and nervous diseases. Much 
time has been wasted and much confusion has 
arisen in the investigation of neural disease 
by studying the nervous system as something 
apart from the rest of the body, and often enough 
it has been made to appear that the nervous sys- 
tem had a radically peculiar structure of its own, 
and a sui generis set of pathological changes differ- 
ent or distinct from lesions elsewhere in the body.” 

A prominent dentist of Boston says: ‘ I think 
auto-intoxication in the alimentary canal plays 
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an jmportant part in the infection of the mouth. 
It has seemed to me, in my examinations of the 
saliva and of urine in cases of interstitial gingi- 
vitis, that I have found the most important indi- 
‘ation for treatment to be the thorough cleansing 
of the alimentary canal. One patient may show 
uric acid diathesis and another only poor nutri- 
tion, but in most cases there is a failure on the part 
of the patient in his daily life to have the alimen- 
tary canal thoroughly clean, and as a result he 
becomes auto-intoxicated.”’ 

Dr. Geo. F. Keene, superintendent of the State 
Hospital for Insane at Howard, R. L., says that 
he believes that manic depressive insanity is 
chiefly caused by auto-intoxication. In 1894 he 
wrote an article to the Boston MreDICAL AND SuR- 


GICAL JOURNAL in which the idea of auto-intoxi- | 


‘ation Was given great prominence. From it I 


quote the following: ‘** Do we not know that a) 


failure to excrete waste products has a marked 
toxie effect upon the brain and nervous systems, 
producing convulsions, coma and insanity?” 
‘Why cannot leucomaines act as destructively 
alcohol?” “‘ Had the scientific physician 
been satisfied with the germ theory the history of 
ptomaines would have been lost to us.” ‘ Each 
vitalized cell in the animal body, as a result of its 
own vitality, disintegrates and regenerates itself. 
This disintegration is death; this regeneration is 
life; and hence, when we begin to live, we begin 
to die. Health is dependent upon the incessant 
formation, transformation and elimination of 
organic materials. We constantly bear about 
within us the effete débris of our living selves. 
We are constantly burning; the fire must be fed, 
the gas carried off, the heat utilized, the ashes 
withdrawn. The liver and the kidneys are our 
stokers, the lungs and skin our chimney, the 
intestines our ash-pit, the blood our forced draft. 
Comparatively recent research has discovered 
that there are present in the body, both as the 
result of normal physiological action in health 
and of pathological (or bacteriological action, if 
you will) in disease, certain chemical compounds 
ealled alkaloids, which have been classified 
(according as they originate from germ action or 
dead albumins, or all activity in vital tissues) 
as ptomaines and leucomaines. Both are crystal- 
lizable and capable of forming salts, and both are 
more or less active poisons. How recently the 
Erlich test of typhoid has been presented to us, 
showing the formation in the intestines and excre- 
tism in the urine of a chemical substance recog- 
nized by certain reactions. Certain non-crystal- 
lizable nitrogenous substances which are elabo- 
rated in the animal economy and are more toxic 
than either ptomaines or leucomaines, have been 
recently isolated, and, for want of better a name, 
have been called extractives, toxins, chemical 
X-Y -7Z’s.”” Spitzka says: “ There is no clinical 
difference between the condition of many dyspep- 
tics, who never become maniacal, and some ma- 
niacs in the prodromal stage of their disorder.”’ 
Such are the statements of men who from their 
positions and experience are justified in having 
definite opinions upon such matters. My own 


as 


| : , 
experience leads me to an even stronger feeling 


in regard to the place of the auto-intoxications in 
the etiology of mental disorders, and it is hoped 
that, with the work which is being carried on, 
more conclusive proof in support of these opinions 
‘ean be presented in the near future. 





Clinical Department. 
'A CASE OF ACUTE LYMPHATIC LBUKEMIA 
| IN AN INFANT. 


| 
| BY RALPH C. 


LARRABEE, M.D., BOSTON, 


Instructor in Clinical Medicine and Hematology, Tufts Medical 


School; Physician to Out-Patients, Boston City Hospital; Physician 
for the Children’s Department, Boston Dispensary. 


Summary. — Child six weeks old when first 
seen, with typical lymphatic leukemia. White 
corpuscles 918,000, of which 93.20% were lymph- 
oeytes. Platelets nearly absent. Death after a 
month with symptoms of respiratory obstruction. 


Rose 8., six weeks old, was brought to the Children’s 
Department of the Boston Dispensary on June 25, 1903. 
The family history was negative. The patient was the 
only child of healthy Russian Jewish parents. She 
was born May 14, 1903, after an easy, non-instrumental 
labor, attended from the Out-patient Department of the 
Boston Lying-in Hospital. The birth-weight was six 
and three-quarters pounds. Nothing abnormal was 
noted at the time of birth or during the puerperium. 
She was breast fed. After the sixth day, as she cried 
incessantly, the breast feeding was supplemented by a 
mixture of milk and boiled water. She was brought 
to the dispensary because of a slight attack of diarrhea 
and vomiting of one day’s duration. 

Examination showed a fairly developed but poorly 
nourished child, weighing seven pounds and one ounce. 
The head, chest and extremities were normal. The 
liver was normal. In the left hypochondrium, in the 
position of the spleen, could be felt a movable mass 
extending from under the ribs to slightly below the 
level of the umbilicus. The edge was sharp. Numer- 
ous nodules, varying in size from peas to marbles were 
felt in the groins and axillze. The abdomen was slightly 
distended, tense and apparently tender. 

The blood was first examined on June 27, the forty- 
fifth day of life, with the following results: Hemoglobin 
(Tallqvist method), 60°; red corpuscles, 4,392,000; 
white corpuscles, 918,000. 

A differential count of a thousand white corpuscles, 
stained according to Wright’s method,”’ gave the follow- 
ing results: Polymorphonuclear neutrophiles, 0.5%; 
small mononuclear basophiles (lymphocytes), 93.2%; 
large basophiles (large mononuclears and transitionals), 
5.9%; eosinophiles, 0.1%; x-cells, 0.38%. 

The basophilic (non-granular), mononuclear cells, 
which comprised over 99% of the leucocytes present, 
were of all sizes, so that the distinction between large 
jand small forms was quite arbitrary. In some there 
was considerable protoplasm, but in most there was 
only a narrow rim of it about the nucleus. Some 
appeared like free nuclei. The cells denominated 
x-cells were large, with single, pale nuclei filling nearly 
the whole cell, the blue protoplasm studded with small, 
deeply stained, reddish, oval or round granules. They 
should, perhaps, have been classed as myelocytes. 
Obvious myelocytes were absent, but prolonged search 
disclosed a single cell with neutrophilic, granular pro- 
toplasm, and a large, slightly indented nucleus. Dur- 
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ing the above count, no mast cells or nucleated reds 
were seen, but prolonged search disclosed very rare 
normoblasts and equally rare mast cells. There was 
rather more than normal variation in the size and color- 
ing of the reds. Slight poikilocytosis. No tendency 
tolargeforms. The platelets were very greatly reduced, 
a half hour’s search showing but five or six. Iodo- 
philia negative. 

The patient lived a month. Treatment, apart from 
that directed at the digestive disorder, consisted of 
arsenic. Even in minute doses, however, Fowler’s 
solution was not well borne by the stomach and had to 
be frequently interrupted. Although the diarrhea 
was only in part relieved, the child gained a half pound 
in weight and appeared to do very well until July 25, 
a month after the diagnosis was made. On that day 
she was brought in by her mother in a state of col- 
lapse with marked cyanosis, dyspnea, retraction of the 
chest in breathing and other evidences of obstruction 
of the larynx or trachea. There was no membrane in 
the throat, but in one nostril was a small, yellowish 
mass, the nature of which, in the child’s condition, 
could not be further explored. The voice was not 
entirely lost. There were a few small hemorrhagic 
spots on the abdomen. As intubation or tracheotomy 
seemed urgently needed, the child was immediately 
transferred to the hospital, but she died before reaching 
there. No autopsy was permitted. 


Leukemia may occur at any age, but it is rare 
in infancy, much more so than later in childhood. 
Morse ! in 1894 collected twenty cases of infantile 
leukemia from the literature, most of which he 
rightly states must be excluded because of faulty 
methods of diagnosis. He adds one case of his 
own which he considers to be of the mixed cell 
type. Audeoud? observed fifty-six cases of 
lymphatic leukemia in children, eleven of which 
occurred in the first year of life. He gives no 
further details. The cases of acute leukemia in 
childhood, as summarized by McCrae ® in 1900, 
included thirteen undoubted cases to which he 
added one more. But one of them, that of Cabot, 
not reported in detail, was an infant. The case 
of Bloch and Hirschfeld,‘ a child of eight months, 
should perhaps have been included. More re- 
cently a number of cases of leukemia under two 
years of age have been reported. The following 
may be accepted as reasonably certain: (1) 
McCaw,*® twenty months, acute lymphatic. (2) 
Strauss,’ thirteen months, acute lymphatic. 
(3) Vermehren,® twelve weeks, acute lymphatic. 
(4) Welt-Kakels,® eighteen months, acute lym- 
phatie. (5) Glinski,” one year, acute lymphatic. 
(6) Scott, nine months, chronic lymphatic. 

The following recent cases are probably leuke- 
mia, but must be accepted with reservations as 
the diagnoses are doubtful or the descriptions 
incomplete: (1) Miller, age eight months, 
acute, no differential count. (2) Rolleston and 
Latham," eighteen months, acute, mixed-celled, 
no counts of red or white corpuscles, not con- 
sidered leukemia by the authors. (3) Jewett,® 
age thirteen months, duration two and one-half 
months, lymphatic. (4) Jewett,> age seven 
months, chronic lymphatic. Jewett’s cases must 
be classed as doubtful, since the leucocytoses 
were of such relatively slight degree (21,000 and 
33,000 respectively), and but a single examina- 











tion of the blood was made in each case. In 
infancy, even if such an increase as this is found 
to be made up of lymphocytes, a diagnosis of 
leukemia does not necessarily follow. 

The present case, therefore, is probably younger 
than any hitherto reported, in which the blood 
has been thoroughly studied by modern methods. 

The duration of this case cannot be stated 
with certainty as the onset was insidious. The 
large size of the spleen and the well-developed 
blood-picture at the time it was recognized, as 
well as its slow progress thereafter, make it alto- 
gether probable that it had existed for several 
weeks at least. Nothing abnormal was noticed 
on the tenth day when the case passed from the 
observation of the Lying-in Hospital, so that it 
will probably fall within the rather’ arbitrary 
limit of nine weeks set by Ebstein,” as the line 
between acute and chronic cases. It is, of course, 
possible that the disease may have begun in the 
earliest days of life or even before birth. Poll- 
man ” has reported a case recognized at the age 
of two weeks. He considered it congenital. 
Full blood-counts are not recorded, and Da Costa" 
is probably correct in classing it among cases in 
which the differential count of leucocytes ‘ has 
been faultily made or entirely neglected.” The 
same might be said of cases of Von Jakesch and 
Klebs * and of Sanger ” of leukemia in the fetus. 

This case ran its course almost without symp- 
toms which would suggest the diagnosis of leuk- 
emia. A tendency to cry constantly is often 
noted in infants with leukemia, but is hardly sug- 
gestive of that disease. Hemorrhages into the 
skin, a frequent symptom of acute leukemia, 
were present, but only on the day of death. Had 
it not been the rule of the clinic to make a 
thorough physical examination of every patient 
and to examine the blood in every case presenting 
enlargement of the spleen or lymph nodes, the 
ease would undoubtedly have been regarded as 
one of ordinary summer diarrhea. 

The immediate cause of death in this case is a 
matter of much interest. It is unfortunate that 
the cause of the obstruction of the larynx or 
trachea which was the terminal event was not 
determined. At the time it was considered to be 
laryngeal diphtheria, but the fact that the voice 
was not entirely lost and that no other evidences 
of diphtheria were present would seem to make it 
improbable. The question is of especial interest 
in view of the frequency with which marked 
enlargement of the thymus is found in leukemia.” 
According to Pinkus”™ it is always enlarged. 
Ortner *! describes a case in which death occurred 
in an attack of dyspnea due to enlarged thymus. 
He mentions as other causes of dyspneic attacks 
in leukemia: leukemic infiltration of the lung, 
pressure of enlarged lymph nodes or enlarged 
thyroid on the trachea, hemorrhages into the 
pleura or mediastinum, pleurisy, pressure of en- 
larged lymph nodes on the vagus or recurrent 
largyneal nerve, high position of the diaphragm, 
and lymphomatous infiltration of the diaphragm. 
Dyspnea may also be of purely cardiac origin. 
It is probable also that leukemic infiltration of 
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the mucous membrane of the bronchi of trachea 
might cause such symptoms, since Stieda ” has 
recorded a case of laryngeal stenosis due to pseudo- 
leukemic infiltration and fatal after tracheotomy. 
It is more than possible that the same might 
occur in true leukemia. 

Concerning the great reduction of platelets in 
the stained specimen, the following case is of in- 
terest: 


A. J. D., age forty-nine, male. Patient of Dr. F. P. 
Denny. Lymphatic leukemia, duration about two 
months. White corpuscles 858,000, of which 83.4% 
were small mononuclear basophiles and 16.2% large 
basophiles. About one platelet could be seen in every 
three fields of the spread stained by Wright’s method. 
This patient afterwards died at the Massachusetts 
General Hospital and the diagnosis was confirmed by 
autopsy. A count of the platelets made by Dr. J. H. 
Pratt, using the method devised by him,”’ showed 
their number to be 25,200, a very marked ‘reduction. 


Most writers have found the platelets increased 
or hypertrophied * in leukemia. The cases 
quoted, however, would seem to indicate that 
this statement is based in general upon the 
myelogenous form of the disease. But Muir *° 
in 1891, though he did not distinguish the two 
kinds of leukemia by name, and though he did 
not make differential counts, states, ‘‘ When the 
uninucleated corpuscles alone are increased in 
number, the blood plates become very few, and 
in some cases may be almost absent before death. 
In the other type described they are generally 


increased in number.” 
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BOSTON CITY HOSPITAL CLINICAL MEETING. 
NoveMBER 10, 1904. 


Nothnagels Specielle Pathologie und Therapie, viii, 


46. 


Dr. F. B. Lunp in the Chair; Dr. L. R. G. 
CRANDON, Secretary. 

Tue following cases were presented: 
SARCOMA OF THE TIBIA: AN UNUSUAL HISTORY: 


AMPUTATION: RECOVERY. 
BY H. L. BURRELL, M.D. 

A. M. G., a girl seventeen years of age, entered the 

hospital on July 20, 1904. Her left knee had been 





swollen, slightly painful for about amonth. There was 
no history of her having injured the limb. On physical 
examination the upper third of the left tibia was gen- 
erally thickened and tender on pressure. The flexion 
of the joint was limited to 60°. 

At this time in the Out-Patient Department, a pro- 
visional diagnosis of osteomyelitis was made and an 
incision five inches in length was made on the inner 
side of the leg just below the knee. The bone was 
removed down to the marrow; no free pus was found, 
but there was considerable free bleeding. The iodo- 
form wicks were kept in position a few days and were 
then removed. On the 16th of August, there was still 
bare bone to be felt at the bottom of the wound and 
the patient was relieved of the pain, but there was still 
some redness and tenderness at the outer side of the 
wound. Ether was given and some necrotic bone was 
curetted and chiselled away, care being taken that the 
joint was not opened. The wound was then packed 
with gauze. 

This second operation was followed by relief from 
pain, although there was considerable shock. Relief 
continued in the bony tissue, and by the first of Septem- 
ber the wound was fairly clean and was dressed daily. 
On Sept. 13, it was noticed that the upper part of the 
tumor had begun to assume the typical spheroidal 
appearance of a sarcoma. The granulations bleed 


sasily, and there is a gaping cavity in the head of the 
tibia 2x ?x1 inches. A report from the pathologist 


of the bony tissue removed at the second operation 
establishes a diagnosis of endothelial sarcoma. 

The diagnosis of sarcoma having been established, 
it was explained to the girl’s parents that an amputa- 
tion would be necessary. They removed the girl from 
the hospital, but on the third of October asked to have 
her readmitted. On Oct. 6, an amputation was done 
through the femur, just above the knee-joint, by a 
long anterior and a short posterior flap of skin, with 
circular division of the muscles. The vessels were 
tied with silk, the muscle sutured with catgut over 
the end of the bone; the skin flaps were sutured with 
silkworm-gut and horsehair sutures. A small rubber 
dam drain was inserted at the inner extremity of the 
stump and a ham splint was applied. The wound was 
dressed on the third day and was healing by first inten- 
tion. On Oct. 18, the middle of the wound had sepa- 
rated somewhat and a granulating surface presented 
itself. This surface gradually covered in, and patient 
was up and about ward by Nov. 1. On Nov. 16, she 
was discharged, relieved. 


Endothelial sarcomata are malignant, but it is 
heped that by this amputation the patient’s life 
may be saved. So far as is known there has been 
no metastases or recurrence following the ampu- 
tation. 


A CASE OF GLANDERS (FARCY). 
BY JOHN L. AMES, M.D. 


Tue patient was a male, fifty-nine years old, a wid- 
ower. Entered the hospital Oct. 28, 1904, under the 
diagnosis of pneumonia. 

Family history: Negative. Previous history: Has 
never been sick before. Uses alcoholic beverages in 
moderation. Had gonorrhea two years ago, and was 
operated upon for stricture in April, 1904, at the Boston 
City Hospital. 

Present history: Six days ago was taken suddenly 
ill and had a chill which lasted an hour, followed by 
sweating, and fever which has persisted. Vomited 
several times the first day, but none since. Pain at 
once was felt in the right side of the chest and was 
worse on taking a long breath. Has had a slight 
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cough with expectoration which two days ago was 
tinged with blood. 

Physical examination: Patient well developed and 
nourished. General condition fair. Considerable pros- 
tration. Temperature 104. Pulse 115, regular, good 
volume and tension. Respiration 45, considerable 
dyspnea, slight cyanosis. Tongue coated and tremu- 
lous when protruded. Fingers tremulous when ex- 
tended. Patient is restless and somewhat delirious. 

Heart: negative. Lungs: Left negative; right lung 
shows dullness leading to flatness in front below fourth 
rib, and flatness in axilla and in back below angle of 
scapula to base. Over this area intense bronchial 
breathing with increased vocal and tactile fremitus. 
Bronchophony and whispered voice sounds markedly 
increased. Many firm and sub-crepitant rales. 

Abdomen: negative. Reflexes: negative. Two days 
later, on Oct. 30, there developed redness, swell- 
ing and tenderness in the tip of the little finger of the 
left hand, and one small pustule appeared on the right 
hand and two on the neck. On the following day, 
the left foot became swollen, red and tender, and the 
big toe became of a deep purplish color. 

More pustules appeared on the upper arms and 
rapidly developed on other parts of the body, being 
diffusely scattered over the surface of the arms, legs 
and face. ‘The pustules varied in size and shape, from 
a split pea to a dime, and contained a sero-purulent 
fluid. 

The lesions in the skin and phalanges multiplied 
during the next twenty-four hours; the patient grew 
rapidly weaker and died on the eleventh day of his 
illness and the fifth day after entrance to the hospital. 
The temperature ranged between 102° and 104° F., 
and the pulse finally rose to 150. 


When this patient entered the hospital his occupation 


was stated as ‘a postman.” It was afterwards ascer- 
tained that be was employed as driver on a mail wagon 
used for carrying the mail between the Post Office and 
the South Terminal, and that recently he had been 
serving as night watchman also in the stable where the 
horses were put up, and that part of his work was to 
feed the horses. About ten days after his death an 
inspection of the stable was made by a veterinarian, 
who reported the presence of a horse suffering with 
glanders. 


Autopsy by Dr. Mallory. 


OSTEITIS DEFORMANS (PAGET’S DISEASE). 
BY GEORGE B. SHATTUCK, M.D. 


TuIs patient entered the hospital five weeks ago, 
referred from the out-patient department by Dr. Locke. 
The family history presents nothing of importance. 
He considers himself to have been well up to fifteen 
years ago, at which time the head of the right femur 
pained him in walking. At the same time had “ tibial 
ulcer ” of left leg which healed under treatment. Right 
tibia then ‘‘ broke out in sixteen pustules” which under 
treatment became localized and healed in three months. 
A month after this he noticed right leg began to bow 
anteriorly and externally, and the right thigh showed 
similar signs three years later; no pain, except as noted 
above. Thinks the left leg commenced to bow and 
enlarge at about same time, but progressed much more 
slowly. Was much “run down” at this time and 
“heart was acutely dilated; ”? no symptoms of broken 
compensation. Had not noticed slow enlargement of 
calvarium until very lately. For past three years has 
has been troubled with dyspnea and faintness on exer- 
tion. He now has mitral insufficiency and sclerotic 
arteries. He denies venereal. Formerly used some 
alcohol. 

The calvarium of the head is considerably enlarged ; 





the bone is rather rough over the forehead; the tem- 
poral arteries are markedly tortuous and sclerotic, 
more noticeably so on the right; there is a shallow pari- 
etal depression on either side of the median line; no 
marked enlargement of mastoid processes; no apparent 
enlargement of the bones of the face nor of the zygo- 
matic arch; there is the characteristic triangular out- 
line of the face. 

The chest is rather barrel shaped; there is consider- 
able prominence in the right lower back, apparently 
due to bony enlargement of ninth rib; moderate 
enlargement of the clavicles. There is no noticeably 
bony enlargement or deformity of the arms; the legs 
are markedly bow-legged; both femurs are thickened 
and show external and anterior bowing. Shafts of the 
tibiz are much enlarged and roughened, with anterior 
and external bowing. The mode of locomotion is 
characteristic. 


PROBABLE SYPHILIS OF ELBOW. 


BY J. C. HUBBARD, M.D. 


H. F. B., an adult male, came to the Out-Patient 
Department early in October. In May, 1904, he fell, 
striking his left elbow. The injury was considered 
slight and his doctor immobilized the elbow for a few 
days. When the splint was removed the elbow was 
found to be stiff. Pain soon developed in the joint. 
Since then the limitation of motion and the pain have 
steadily increased till at present every night, large doses 
of morphine are necessary. I think the patient has 
taken as much as a grain and a half each night. He 
has been told the dangers of the morphine habit and 
has tried to keep the doses small, but without success. 
He has since May been to many doctors and had various 
forms of treatment without any benefit. The limita- 
tion of motion and the pain have steadily increased. 

On examination he presented an elbow which had 
but very little flexion or extension from the position of 
right angle flexion in which the joint was held. Over 
the internal condyle there was a definite thickening 
which was tender to touch. In other respects the man 
appeared perfectly healthy. The x-ray picture showed 
the thickening of the condyle to be due to a thickening 
of the periosteum. There was an irregular thickening 
of the periosteum over the lower half of the humerus 
and possibly of a very small portion of the bones of 
the forearm just at the elbow. There seemed to be 
nothing characteristic in this periostitis. 

On more careful questioning of the patient, it was 
discovered that he had had syphilis in his youth for 
which he had taken for two vears an apparently thor- 
ough course of treatment and had stopped his medi- 
cines only when the doctor told him that he was cured. 

Having learned this history the man was given ten- 
grain doses of potassic iodine. After a very few doses, 
in fact the patient says after the second, the pain began 
to leave and the morphia was dropped. The motion 
at the elbow became more free and in a comparatively 
short time, a week or ten days, the arm was practically 
as good as ever. 

The potassic iodide was slowly increased. At present 
he has a perfectly free elbow joint which gives no pain. 
The potassic iodide must have been of benefit from its 
own intrinsic virtues and not from any mental effect 
on the patient for he was opposed to trying the medi- 
cine when he learned its nature, as he was sure his 
present trouble could have no connection with the 
previous syphilis as his treatment at that time had been 
so thorough. 


I show this case because of the interest con- 
nected with the almost startling recovery and 
because of the suggestion it gives as to treatment 
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in doubtful cases with a specific history. The 
fact of yielding to treatment with potassic iodide, 
however, does not make it absolutely positive 
that the trouble was of syphilitic origin. 


TWO CASES OF PROSTATIC HYPERTROPHY TREATED BY 
TOTAL REMOVAL OF THE GLAND BY PERINEAL PROS- 
TATECTOMY. 


BY FRANCIS 8. WATSON, M.D. 


THESE two patients upon whom the operation 
of total prostatectomy has been performed, pre- 
sent some points of interest, the chief of which, 
to me personally, was the opportunity which they 
afforded for me to once more contrast two differ- 
ent ways of effecting the removal of the gland, 
one of them being that with which I have been 
familiar and have practiced from time to time 
since 1888, the other that having the technic 
employed by Dr. Young of Baltimore. 

The results are excellent in both cases. The 
differences in the manner of operating are con- 
siderable and have confirmed me in favor of that 
one which I have used for so long a time as com- 
pared with the other to which I have just referred. 

The essential differences between the two are 
these: The one is done by a careful dissection 
conducted under the eye, more or less, and occu- 
pies from twenty to forty minutes, according to 
the conditions presented in individual cases. 
The other, which is that which I prefer, is an 
operation by enucleation, with the finger, done 
wholly by the sense of touch alone, which in this 
particular condition is much more valuable to me 
personally than is that of sight in doing the 
other method. It occupies from four to fifteen 
minutes according to circumstances. The aver- 
age time will be about eight minutes for the entire 
operation in the general run of cases. 

The dissecting operation aims at and is claimed 
by Dr. Young to secure the preservation intact 
of the ejaculatory ducts and the prostatic urethra. 
The operation by enucleation with the finger tip 
disregards injury to both of these structures. 

Excellent results are obtained by both methods 
of operating. The mortality and immediate 
results are not better in the one than in the other, 
if we may judge by the reports of cases published 
and by our own experiences. The remote results 
of the finger enucleation operations, so far as they 
are known, are excellent. Those of the dissecting 
ones are less available, for the latter have not been 
done in sufficient numbers until recently to allow 
of a comparison. 

The mortality of the perineal operations, how- 
ever done, not of course meaning, by that state- 
ment, to imply whether skillfully or unskillfully 
done, but by whatever of the ways they are skill- 
fully done, have gradually succeeded in reaching 
a point of low mortality, from 3% at the best to 
5% as an average, that will cause them, if done 
early enough, and before the catheter has infected 
the bladder to a serious degree, and if the kidneys 
have a proper degree of functional capability, 
before long, I'believe, to be used as a substitute 
for the time-honored treatment of the malady 
by the catheter, whenever the latter fails to be 





entirely successful; and as soon as this is the case, 
and perhaps, though it sounds rather a bold state- 
ment, should wholly displace the catheter as a 
means of treatment. This statement sounds 
less startling to those of us who have been per- 
sonally advocating the employment of the radical 
operations for the past fifteen or twenty years, 
than to the medical and surgical practitioners 
who for the greater part of this time turned a deaf 
ear to the advocacy of the small number of sur- 
geons who have tried to demonstrate the value 
and benefits to be derived from the radical opera- 
tive treatment, and the inherent dangers that 
are involved in the seemingly much more innocent 
procedure of the use of the catheter; for we have 
watched the evolution of the operative treatment, 
and have at last seen it take root with the most 
astonishing strength, find it being loudly pro- 
claimed by a host of operators who seem to have 
all in a moment become aware of its existence 
for the first time, and are likely to witness the 
too far swing of the pendulum whereby it will be 
brought into disrepute, perhaps, by being indis- 
criminately put into practice by any one and 
every one, in all manner of cases, some of which 
will not be appropriate for its application. 

To return to the patients I show here to-night. 


The one upon whom the operation by the technic 
employed by Dr. Young was done, is a negro of fifty- 
five years of age. He was in fairly good general con- 
dition when operated upon, had had the symptoms of 
the disease for about two years, and for six months they 
had been severe, so far as the local conditions of the 
bladder and pain and distress were concerned. The 
functional capability of the kidneys was sufficiently 
good to sustain the strain of the operation. There 
was a residual of about six ounces, and a well-marked 
cystitis, frequent and distressing desire to urinate. 

In this operation the gland is exposed by one or the 
other of the time-honored incisions — the inverted V 
or inverted Y cuts — in the perineum, is brought 
toward the surface of the perineum by means of a two- 
bladed retractor passed into the bladder through an 
opening made in the membranous urethra. The outer 
capsule of the gland is slit through by two incisions, 
one on either side the median line of the gland and 
extending over nearly the whole length of the posterior 
aspect. Each lobe is then enucleated in turn, by means 
of a blunt dissector which separates it from the outer 
sheath, and removed. 

The operation required forty minutes for its perform- 
ance, was attended by free hemorrhage at the time and 
a secondary one of severe character late the same after- 
noon. 

Convalescence was slow, voluntary control of urina- 
tion was regained in the fifth week. Cystitis is now 
seventh week — almost cured. No residual urine. 
There are no subjective symptoms, no frequency, the 
urine is voided painlessly and voluntarily. 





The operation done in the second ease is that 
proposed originally by Gouley of New York, 
many years ago, 1873, and which has been prac- 
ticed by me since 1888, though not in a very large 
number of cases, and is identical with the method 
used by Goodfellow of San Francisco and by 
Bryson of St. Louis, since 1890 and 1895, and is 
the same as the perineal part of Alexander’s 
operation proposed in 1895, the other part of 
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which is a suprapubic cystotomy for the purpose 
of steadying the gland from within the bladder 
during the manipulations upon it from below. 

The urethra is opened just anterior to the 
apex of the prostate, by an ordinary median 
perineal external urethrotomy incision. Through 
this opening the forefinger is passed into the 
prostatic urethra, and with its tip the mucous 
membrane along the sides of the latter, each in 
turn, is bored or scratched through by the finger 
nail; personally I push the tip of the finger under- 
neath the overhanging ledge formed by the 
lateral lobe of the gland projecting into the pros- 
tatic urethra on each side, and pry upward upon 
the under surface of the ledge. When this is 
done a longitudinal rent is made through the 
lateral aspect of the prostatic urethra down to 
the surface of the gland, through which opening 
the lateral lobe on one side and subsequently 
through a corresponding opening made in the 
other side, its fellow, are successively enucleated 
by the finger tip which separates them from their 
outer fibrous capsule. 

The lobes are each in turn withdrawn through 
the urethral opening already described, unless 
they be too large to be withdrawn in this way 
without incurring the risk of tearing the structures 
too much, especially the rectum. 


The operation in this case occupied eight minutes 
altogether. The enucleation alone took me _ three 
minutes. There was no hemorrhage at the time or 
subsequently. The patient was sitting up in bed and 
reading a newspaper when I made my visit on the 
second day. 

Convalescence was slow with respect to the local, 
but uninterrupted so far as the general conditions were 
concerned. He has not yet — five weeks after the 
operation — wholly regained control of micturition, 
there being a little leaking, when he stands up and 
moves about, through a minute opening left unhealed 
in the perineum. One week later the opening com- 
pletely closed and full control of urination and res- 
toration of it to the normal condition took place. A 
small amount of pus and mucus still remain in the 
urine, but are daily becoming less. There is no residual 
urine. Urination is voluntary, painless. There is no 
frequency and no subjective symptoms of any sort. 


The time element in these operations is an 
important one. This is one of the particular 
advantages secured by the operation described 
last, as compared with the more laborious and 
prolonged perineal dissecting methods of which 
there are a considerable number closely resem- 
bling each other, and which aim at preserving 
more or less, or wholly, intact, the prostatic 
urethra, which may in some cases be done, but 
cannot be guaranteed in all of them, no matter 
what skill the operator may have or what tech- 
nic is employed. That it can be done in some 
‘ases, however, is assuredly true. 

I do not share the opinion of those who are so 
urgent as to the importance of saving the ejacu- 
latory ducts. I will not dispute those who claim 
to be able to do it, but confine myself to stating 
that I, personally, cannot succeed in excluding 


ation, no matter what method of technic I 
may employ. No one, even granting that success 
has attended the attempt to preserve the ducts 
during the operation, can be assured that their 
integrity will not be injured or destroyed by their 
being involved in the subsequent cicatrization. 
It has not yet been shown that harm results 
from injury or destruction of the prostatic urethra 
during the operation. On these various accounts 
the balance, to my mind, tips distinctly in favor 
of the perineal enucleation operation of Gouley 
rather than toward the dissecting procedures of 
which that of Young is one example. I must, 
however, admit that I labor under the influence 
which is so common a one in biasing the human 
judgment, namely, that of having to wean 
myself from a favorite long practised method 
with which I have been familiar for years, and 
of having to become skilled in the technical 
maneuvers of a more or less new one. 

These two cases are the thirty-ninth and for- 
tieth total removals of the prostate and the 
eighteenth by the perineal route that I have 
thus far done with a mortality of 10%. 


ACUTE PANCREATITIS. 
BY F. B. LUND, M.D. 


OPERATION twenty-one hours after beginning 
of attack. 


R. W., aged fifty-eight years, born in Germany, was 
seen Oct. 3, 1904. History showed that she had always 
been well except for two attacks of epigastric pain occur- 
ring in the last three years, neither of which had been 
as severe as the present attack. She was admitted 
to the hospital at 10 a.m., her present illness having 
begun at one o’clock of the day before, with severe 
epigastric pain and vomiting. She was attacked while 
walking home from church. On reaching home, the 
pain and vomiting continued, she having vomited 
every half hour when she entered the hospital. The 
pain had not diminished from the beginning of the 
attack, but remained about the same. On entrance, 
she showed marked prostration, brows sweating, eyes 
sunken, facies bad. Temperature 104, pulse 120 and 
weak. Tongue showed a dry, brown coat. She 
constantly vomited a brownish fluid. Marked tender- 
ness and muscular spasm were present in the epigas- 
trium and right upper quadrant of the abdomen. 
There was an obscure feeling of tumor in the epigas- 
trium. The muscular spasm extended all over the 
abdomen, but was less marked than in the epigastrium. 
White count showed 22,000 leucocytes. There was a 
slight jaundice. The writer’s diagnosis was probable 
perforation of the gall bladder, or of an ulcer in the 
pyloric portion of the stomach. His first assistant, 
Dr. H. B. Smith, made a diagnosis of pancreatitis. 

The patient was etherized, and under ether the spasm 
disappeared, and a tumor corresponding to the swollen 
head of the pancreas and extending to the left across 
the epigastrium and into the left hypochondrium could 
be felt. An incision was made splitting the fibers of 
the upper portion of the right rectus and the gall 
bladder, distended, but having on its outer surface a 
healthy peritoneum, protruded through the incision to 
a distance of about two inches outside the abdominal 
wall. It was found to contain two large gallstones. 
Retracting the incision towards the left there was 
found to be no free blood or fluid in the perineal cavity, 





them from injury or from field of a perineal oper- 


but on cutting through the gastro-hepatic omentum, the 
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head of the pancreas was found to be dark red, appar- 
ently covered with a thin layer of clot, and presenting 
on its anterior surface two or three areas of fat necrosis, 
one of which was? in. by 1 in. in diameter. The 
front of the head and body of the pancreas were scored 
vertically and transversely in order to relieve tension 
and favor the subsidance of the inflammatory tissue 
before it went on to gangrene. A soft spot was encoun- 
tered in the lower part of the pancreas, containing 
grumous fluid. This was evacuated. Strips of sterile 
gauze were packed down firmly in the front of the 
pancreas to absorb exudate and favor delimitation of 
the process to the affected area. The gall bladder was 
opened and after the removal of the two stones, was 
drained. The importance of drainage of the gall 
bladder, a treatment in both acute and chronic pan- 
creatitis, is well known. The gall bladder was left 
projecting through the incision, being secured in place 
by a single stitch to the skin and drained by a tube 
which was tied into it. About six hours after the 
operation, the patient began to vomit again, but the 
vomiting diminished and ceased twenty-four hours 
after the operation. The pulse steadily improved, 
the slight jaundice cleared up, and the patient’s general 
condition steadily improved for five days. The gauze 
was removed on the fourth day. Then the tempera- 
ture began to rise, the epigastric tenderness to return. 
There was a free discharge of bile from the gall bladder, 
and a slight discharge of pancreatic fluid from the 
fistula left by removal of the gauze, with some irrita- 
tion of the abdominal wall. 

Sixteen days after the operation the patient was 
again etherized and the epigastric fistula dilated and a 
moderate amount of pus and necrotic fat washed out 
from a cavity in front of the pancreas. After this the 
temperature fell to normal and the patient’s condition 
steadily improved, the irritation of the abdominal wall 
greatly diminished. 


The advantage of early operation in limiting 
the amount of sloughing and providing further 
drainage for necrotic material, is well demon- 
strated by this case, as is also the advantage of 
early exploratory incision in epigastric peritonitis. 


GONORRHEAL ARTHRITIS OF THE KNEE, 
BY F. B. LUND, M.D. 


A. T., married, twenty-five years of age, an Italian, 
was seen by the writer in consultation, on Oct. 28, 1904. 
For four weeks she had been confined to bed with acute 
pain and swelling of the right knee, attended by flexion. 
The attack had been preceded by an attack of acute 
vaginitis, urethritis and cystitis. 

Examination showed a young woman, well developed 
and nourished, lying in bed with the knee flexed at 
about 30°, very tender; hot palpation demonstrated 
the presence of fluid in the joint and considerable peri- 
articular edema. Temperature 102. On account of 
the severity of the symptoms and long duration of the 
attack, it was felt that palliative treatment would 
hardly apply to the case, therefore she was operated 
upon the next day at the City Hospital. 

Under ether, an incision was made into the joint on 
either side of the patella, allowing the escape of a con- 
siderable amount of sero-purulent fluid with numerous 
flakes of fibrin. The synovial membrane was much 
thickened, deeply injected, and velvety in appear- 
ance and feel. The articular cartilages were smooth 
and normal in appearance. The joint was washed 
out with sterile salt solution. The knee was forcibly 
straightened, the joint drained by a strip of rubber 
tissue passed in through each wound and the remain- 
der of the wounds sewn up. The leg was dressed on a 





ham splint. Immediate relief of pain followed the 
operation. The rubber drains were removed in twenty- 
four hours. Five days after the operation a plaster of 
Paris bandage was applied to the knee. The tempera- 
ture gradually came down to normal, reaching that 
point in ten days. Two weeks after the operation the 
patient left the hospital on crutches. There was no 
heat or tenderness about the knee, and the swelling had 
almost entirely disappeared. The incisions were healed. 


_ 


Medical Progress. 


RECENT PROGRESS IN SURGERY. 
BY HERBERT L. BURRELL, M.D., AND H. W. CUSHING, M.D,, BOSTON. 


(Continued from No, 1, p. 17.) 


SALINE INFUSIONS IN ABDOMINAL 
OPERATIONS. 








PERITONEAL 


J. G. Guark and C, C. Norris " have presented 
an interesting and valuable paper on this subject. 
Their conclusions are as follows: 

(1) The use of salt solution does not increase, 
but unquestionably minimizes the dangers of 
pyogenic infection. 

(2) In addition to the reduction of mortality 
the convalescence of the patient is rendered in- 
finitely more comfortable and satisfactory through 
the reduction of thirst, the increase in the urinary 
excretion and the minimizing of vesical irritation. 


RETROPERITONEAL SARCOMA. 


Steele,” in March, 1900, published a series of 
conclusions based upon the study of 61 cases 
of sarcoma originating in the retroperitoneal 
space, and since that time has observed 3 new 
vases, and has collected a supplementary series 
of 32 cases, making a grand total of 96 cases. He 
summarizes his paper as follows: 

Frequency. — Sarcoma of the retroperitoneal 
space is not very uncommon. In the past few 
years it has become recognized that the develop- 
ment of such tumors has a definite symptom- 
complex, and more reference is being made to the 
condition in current literature, with a relatively 
larger number of reports of cases. 

Etiology. — The condition is more frequent in 
the first, fourth, fifth and sixth decades; 53% 
occurred in the interval from the thirtieth to the 
sixtieth years. 

Sex is not a predisposing cause. In 90 cases 
there were 44 males and 46 females. In 4 cases 
there seemed to be a direct relation between an 
abdominal injury and the development of the 
tumor. 

In one case the tumor grew from the wall of a, 
retroperitoneal abscess. 

Course. — The development of the tumor is 
very quick. The average interval from the time 
the growth was first detected to operation or 
death in fifty-eight cases was eight and a half 
months. 

Position and morbid anatomy.— The most 
common point of origin of these tumors is in the 
lumbar region (30 cases, or 32%), and the right 
side is oftenest affected. The next most frequent 
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point of origin is the center of the retroperitoneal 
space (19 cases, or 20%). Next comes the iliac 
region (17 cases, or 18%). In 6 cases the tumor 
grew in the pelvis, and in 4 cases it originated 
in the upper central region above the level of 
the umbilicus. The tumor was lateral in the 
majority of cases (56, or 60%), and two thirds 
of the lateral tumors were upon the right side. 
The tumor is almost always single. It is usually 
lobulated and encapsulated, and is hard and firm 
in the earlier stages, but is very prone to degen- 
eration. The degenerative process is oftenest 
hemorrhagic in character, but may be puriform 
ormyxomatous. Ina third of the cases degenera- 
tion progressed to such a degree that the growth 
assumed a cystic character. 

Metastasis occurred in one third of the cases. 
The secondary growths are most often found in 
the liver and lungs. In many of the cases the 
new growth involves the intestines, and in 5 cases 
a cystic tumor ruptured into the gastro-intestinal 
tract or the peritoneal cavity. 

Symptomatology and diagnosis. — Emphasis 
must be placed upon the fact that the symptoms 
and signs vary so greatly in accordance with the 
position of the tumor that a very comprehensive 
classification cannot be made. The signs most 
characteristic of sarcoma of the retroperitoneal 
space may be stated as follows: 

The earliest manifestation of the presence of a 
hard or elastic nodular tumor usually quite im- 
movable, growing deep in the abdominal cavity 
and giving rise to rather indefinite digestive 
disturbances. If the mass is placed so as 
to interfere with the important structures of 
the abdomen or retroperitoneal space, there 
may be characteristic pressure symptoms, such 
as pain and edema in the legs or genitalia, 
or obstruction of the urethra or the large or 
small bowel. As the tumor enlarges, the symp- 
toms of interference with the abdominal viscera 
are aggravated, and there may be constipation, 
sometimes amounting to intestinal obstruction, 
difficult micturition, violent vomiting, or signs 
of perforation of the bladder, stomach or bowel. 

The point of most value in the physical diag- 
nosis is the relation of the colon and intestines to 
central and lateral growths, and the relation of 
the stomach to upper central tumors. The 
determination of the position of the stomach or 
the colon in most cases should decide whether or 
not the tumor is retroperitoneal. When this has 
been done, the diagnosis is narrowed to tumors 
of the kidney, adrenals, accessory adrenals, 
remnants of the Wolffian ducts, tumors of the 
pancreas, cysts of the pancreas, aneurysms and 
solid retroperitoneal tumors in the restricted use 
of the term. 

Perhaps the only sign that is at all characteristic 
of retroperitoneal sarcoma, and that can be used 
in distinguishing between sarcomata and other 
solid tumors of the retroperitoneal space, is the 
tendency of retroperitoneal sarcomata to de- 
generate early in their course. When a tumor 
that is evidently retroperitoneal and that was, 
at first, hard and nodular, rapidly softens and 





shows spots of fluctuation, the evidence is 
strongly in favor of its being a sarcoma springing 
from the retroperitoneal glands or connective 
tissue. 

An exploratory incision is the only certain 
means of determining the origin of solid malig- 
nant tumors of the retroperitoneal space, and 
surgical interference offers the only hope of 
prolonging the patient’s life. 

The prognosis of the condition is distinctly 
unfavorable. The chief danger lies in the 
insidious development and lack of characteristic 
signs and symptoms in the early stages of the 
growth of the tumor. An early diagnosis is 
imperative, if any benefit is to be derived from 
surgical interference. It is important, therefore, 
to recognize that such tumors are not excessively 
rare and that their development presents a some- 
what obscure but still characteristic symptom- 
complex. Hence it is important to include 


retroperitoneal sarcoma in the list of possibilities 
in the examination of cases with indefinite dis- 
turbance of digestion and loss of weight, especially 
if there are signs of pressure upon any of the 
structures included in the retroperitoneal space. 


SOME OBSERVATIONS ON THE EFFECTS PRODUCED 
ON THE SKIN BY THE DISCHARGE OF SMALL-ARMS 
LOADED WITH SMOKELESS POWDER. 


Johnson,’ in a paper read before the New York 
Surgical Society, Jan. 27, 1904, gave the results 
of various experiments to determine the effects 
on the skin by the discharge of pistols loaded 
with smokeless powder. He draws the following 
conclusions: 

(1) Powder marks upon the skin and clothing 
produced by smokeless powder are much less 
distinct and definite than those caused by black 
powder. 

(2) With the weapons used in these experi- 
ments, such marks ceased to be produced when 
the distance exceeds one foot and the shot is 
fired at the naked skin. 

(3) At a distance of three inches or less powder 
marks may be present, but they will always be 
faint, and may in many instances be wiped 
away from the skin with a wet or dry cloth. 

(4) If the shot be fired at a part of the body 
covered with clothing, no powder marks at all 
will be found on the skin. The clothing will 
never be scorched, no matter how near the 
weapon is held. 

If the clothing be wool, no powder mark is 
likely to be detected upon it even at the closest 
range, unless under the microscope. If the 
clothing be of linen, a faint mark may be found 
upon it if the weapon were held at a distance 
of three or four inches or less. If the distance 
much exceeded this no mark would be _ pro- 
duced. 

The evidence furnished by a microscopic 
examination of the pieces of linen appears to 
the author to be interesting. It is evident, he 
feels, that by this means it might in certain 
instances be possible to state with some positive- 
ness that a certain kind of ammunition had or 
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had not been used. Such a conclusion might be 
of the greatest importance from a medico-legal 
standpoint. 


THE EFFECTS OF AIR EMBOLISM. 


The attention of surgeons is again called to the 
cause of death from air embolism by the reported 
investigation of Wolff,“ who concludes that the 
principal agent in producing a fatal result is the 
obstruction to the blood circulation by extensive 
blocking of the capillaries by the air emboli. 
The presence of air in the left side of the heart 
was not demonstrated, at least in any essential 
amount. As to the abnormal sounds found in 
the heart after air had been introduced into the 
veins, the different explanation is offered from 
that usually made. In addition to his experi- 
mental work the writer has extensively reviewed 
the literature of air embolism. 


TREATMENT OF ARTERIO-VENOUS ANEURISM. 


K6rte, at the last German Surgical Congress in 
Berlin, reported a case of this lesion caused by a 
knife stab in the popliteal space. The artery and 
vein were found united for a space of 6 mm. 
They were dissected apart and the resulting 
wound in each was closed by a very fine linen 
suture. The wound was dressed with com- 
pression. Complete recovery followed with 
pulsation in the tibial artery. 

At the same time another method of treatment 
was presented by Franz from the v. Bergmann 
clinic. In this case the vessels were ligated. 
In animal experimentation where he sutured an 
artery to a vein to produce artificially this condi- 
tion of venous aneurism, immediate venous 
pulsation followed. The arterial stream soon 
flowed in the vein, toward both the heart and 
the capillary ends of the vessel. He recom- 
mended as satisfactory treatment ligation of the 
vein, both above and below the fistulous opening 
in its wall. 


THE SURGICAL TREATMENT 
RONTGEN RAY. 


AND HISTOLOGY 
ULCERS. 


OF 


A communication from G. Baermann and P. 
Linser ® presents the results of an investigation 
of these lesions. The data were collected from 
eight cases of severe extensive ulceration, caused 
by x-ray exposure. These failed to heal by the 
Thiersch method of skin grafting, but did heal 
in a short time when covered by transplantation 
of skin flaps with pedicles. The histological 
examinations seemed to show the vessels in the 
injured tissues were destroyed. The larger ones 
in the deeper layers showed marked diminution in 
the lumen and also marked endarterial growth. 
The conclusion was that all the blood vessels 
were injured or destroyed by the x-ray, and this 
was the cause of the difficulty in healing of these 
lesions and not a deficiency in the process of 
epithelial reproduction. In fact, the prolifera- 
tion of epithelium is abundant, but the new 
formed cells cannot become fixed to the necrotic 
base of the ulcer. In cases when skin flap is 
transplanted, the new vessels arise from the blood 


vessels in the flap. Further experimentation 
seemed to show a chemical biological injury to 
the blood which did not affect the lymph. Also 
that the nitrogen excretion in the urine is in- 
creased. The knowledge of this fact of the 
power of skin flap transplantation on these 
obstinate ulcers, should the work of Dr. Baer- 
mann and Linser be corroborated by future clin- 
ical experience, will be a valuable contribution. 


RESECTION OF THE ANKLE. 


J. Bogdanik ® ealls attention anew to his 
method of incision for resection of the astragalus 
and os ealeis which he already, in 1892, published 
in the Zentralblatt fiir Chirurgie. This method 
of incision had the advantage that no large vessels, 
tendons or nerves were injured. Bogdanik 
originally used it only in cases of affections of 
the astragalus and os ealees. But since then he 
has thought th's incision extended considerably 
the field of operation. When one, after sawing 
through the caleaneum, continues the incision 
along both borders of the sole of the foot and 
divided the capsule between the astragalus and 
os calces, access to the small bones of the tarsus 
is easy, and the operator can curette out the 
foci of disease, remove diseased bones and the 
tuberculous granulations between them with 
the least danger of injury to the vessels, tendons 
or nerves. When the incision js _ prolonged 
upwards along both sides of the tendon Achilles, 
there is a good approach to the ankle joint. 


NASAL PLASTIC OPERATIONS. 


C. Beck " reports with illustrations a method 
of covering nasal defects with a flap, trans- 
planted from the lower lip and chin. A trian- 
gular flap is cut from the left side of the lower 
lip and chin and rotated 180°, so that the lower 
angle, as it was originally situated on the chin, 
is placed in the region of the base of the nose. 
The pedicle is divided on the seventh and twelfth 
day following the operation, at two separate 
“ sittings.”” The cosmetic result is reported good. 
The edge of the lower lip formed the border of 
the left nostril. This flap has an epithelial sur- 
face for the inside of the nose. The resulting 
defect in the mental region healed satisfactorily. 
This method avoids a frontal sear, so conspicuous 
after the usual method of frontal flap trans- 
plantation and in case of male patients the result- 
ing disfigurement of the chin might be covered 
by the beard to a certain extent. 


THE TECHNIQUE OF THIERSCH GRAFTING. 


C. Lauerstein ® calls attention to the common 
practice of curetting granulating surfaces of 
ulcerations previous to the placing of the skin 
grafts by the Thiersch method. That the ori- 
ginal Thiersch method consisted of cutting or 
slicing off the surface of the granulating area 
before grafting it. That the entire removal of 
the granulation by vigorous curetting leaves a 
surface of rather dense connective tissue or 
fascia which is poorly supplied with blood vessels. 








He advocates for this reason the giving up of the 
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curettage of the granulation tissue surface as a 
preparatory step for the grafting, and, in place 
of it wipes or rubs the surface with gauze 
tampons till it bleeds slightly. The grafts are 
now placed and the part dressed by the “ dry 
method.” He expects healing under one dress- 
ing in eight days. The other essentials in the 
operation which he emphasizes are: Complete 
asepsis, application of the dressing so as not to 
displace the grafts, to prevent bleeding or oozing 
from elevating the graft from the surface by 
collecting under it. 


THE TREATMENT FOR SKIN GRAFTING. 


I’. Briining ” reports satisfactory clinical results 
upon the suggestions of Bernhard and Wagner,” 
regarding the “ open” method of after-treat- 
ment of Thiersch skin grafting. 

Briining states that in Freiburg the custom 
has been to begin the “ open air” exposure of 
the grafts at once after the operation. The 
fav orable results followed equally with grafting, on 
fresh wound surfaces or on granulating wounds. 
The patient is left quietly on the operation table 
several hours with the surface exposed to the air, 
till the first adhesion of the grafts is firm. In 
bed the clothing is so arranged as not to come 
in contact with the grafted surface. This is 
most easily done in cases where a general anes- 
thesia has not been used at the time of operation. 
By this method the serous exudation which 


occurs during the first hours following operation 


can be carefully removed by gauze pads or 
pressed out from under the grafts. After six or 
eight hours the graft is so firmly adherent that 
it is no longer easily displaced. Whether the 
surface is protected by a dressing during the 
night depends on the character of the patient and 
the position of the grafted surface. When these 
conditions are favorable the surface is exposed 
to the air continuously day and night. When 
such that the grafts are endangered, the wound is 
dressed at night. By this method surfaces heal 
in eight days. The contrast between this 
method and the usual ones is striking. There is 
no maceration of the grafts. When the bandage 
is put on several hours after the operation, the 
grafts have dried in place and are not easily 
moved.?! 
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(To be continued.) 
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A New Hospitau. — According to the Medical 
News the United States Steel Corporation has 
decided to erect a hospital at Donora for the care 
of the injured mill workers. It will be main- 
tained merely for emergency work. So soon as 
the patients are able they will be removed to 
their homes or to some hospital in Pittsburg. 


Jan. 30, 1904, 
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fieports of Societies. 


SOUTHERN SURGICAL AND GYNECO- 
LOGICAL ASSOCIATION. 


(Concluded from No. 1, p. 20.) 


THE 


THE EMPLOYMENT OF CELLULOID PLATES FOR COVERING 
OPENINGS IN THE SKULL IN OPERATIONS FOR EPI- 
LEPSY, BRAIN TUMOR, ETC. 


Dr. Witu1aM P. Nicouson of Atlanta, Ga., read a 
paper with this title, in which he summarized as fol- 
lows: (1) Celluloid is safe and does not add any extra 
risk to the operation. (2) It not only removes the 
pressure and irritation which the surgeon is endeavor- 
ing to combat, but by its resistance prevents a recur- 
rence from the subsequent consolidation of the cover- 
ings in a false position due to atmospheric pressure. 
(3) It protects the patient from external influences, 
and not only makes him feel safer, but he is actually 
safer. (4) It enables surgeons to be much more 
untrammeled in the amount of bone that they can 
remove. (5) It prevents deformity, which especially, 
when beyond the hair line, is necessarily great in large 
bone removals. 

Dr. Epwarp A. Batiocu of Washington, D. C., 
read a paper entitled 


TRAUMATIC SYNOVITIS OF THE KNEE JOINT. 


The author cited illustrative cases showing the 
advantages of early operative intervention, after 
which he drew the following conclusions: (1) In most 
if not all cases of traumatic arthritis of the knee, 
there is an injury to some of the structures of the 
joint. (2) Conservative measures should not be per- 
sisted in too long. Three weeks was proposed as a fair 
length of time for a trial of these measures. If no 
improvement is manifest at the end of that time, 
the propriety of operative intervention should be 
considered. (3) Arthrotomy, properly performed, is 
not an essentially dangerous procedure, and may do 
great good. (4) Early operative intervention will give 
a greater proportion of useful joints in a shorter space 
of time than any other method. 


CASES IN WHICH EARLY DIAGNOSIS OF CANCER OF THE 
BODY OF THE UTERUS WAS MADE. 


Dr. Rurus B. Hatt of Cincinnati, Ohio, said that of 
the many cases of cancer of the body of the uterus 
coming under his observation, only two cases which 
he reported in his paper were seen early enough to 
make a diagnosis while the disease was limited to a 
very small area. Adenocarcinoma was found to be 
the variety of the disease in each case. He believed 
the disease can be diagnosed in its incipiency, if sur- 
geons systematically curette every suspicious case and 
make repeated microscopic examinations of the scrap- 
ings removed from the uterus until they confirm or 
disprove the presence of malignant disease. 

Dr. J. WHITRIDGE WILLI as of Baltimore, Md., read 
a paper entitled 


A CONTRIBUTION TO THE ORIGIN OF ADENOMYOMA OF 
THE UTERUS. 


After calling attention to the anatomical appearance 
of adenomyomata of the uterus, and the various 
theories which have been adv anced according to the 
origin of the epithelial structures contained in them, he 
described a uterus removed at autopsy from a woman 
who died -just after delivery as the result of hemor- 
rhage from placenta previa. At the time of its 
removal the uterus apparently presented the charac- 
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teristic appearance of the organ immediately follow- 
ing delivery, except that the area of placental attach- 
ment covered two thirds of its interior, instead of being 
more circumscribed and limited to the anterior or 
posterior wall, thus indicating in all probability that 
interference with its blood supply had led to a much 
more extensive implantation of the placenta than 
usual. 

On making a sagittal section through the uterus after 
hardening, numerous irregularly shaped, more or less 
oval areas, of a dull, white appearance, and varying 
from a millimeter in diameter to structures 5 by 10 mm. 
in their various dimensions, could be seen throughout 
the entire thickness of the uterine walls, which meas- 
ured 3 cm. in their thickest parts. These areas were 
most abundant immediately beneath the endometrium, 
but could be traced outward through the entire thick- 
ness of the uterine wall to its peritoneal covering. 
Upon microscopic examination they were found to 
consist of typical decidual tissue, which was made up 
of the characteristic decidual cells and glandular spaces 
lined by cuboidal epithelium. 

The speaker stated that so far as he could ascertain 
this is the first case in which such a distribution of 
decidual tissue has been observed, and then proceeds 
to discuss the importance of such an observation in 
contributing towards determining the derivation of 
the epithelial structures contained in adenomyomata. 
He referred briefly to the literature upon the histo- 
genesis of adenomyomata, and pointed out that while 
the vast majority of such growths are clearly derived 
from Muellerian tissue, conclusive evidence against 
the Wolffian body origin of certain cases has not yet 
been and probably never can be adduced. 


DEVELOPMENT OF FIBROIDS OF THE UTERUS AFTER 
ABLATION OF THE APPENDAGES. 


Dr. J. Westty Bover of Washington, D. C., stated 
that the large number of published cases of fibroid 
tumors that have undergone malignant degeneration, 
or that have broken down, become infected, or undergo 
other changes in structure detrimental to the lives of 
their unfortunate possessors have swept away the old 
ideas as to their benignancy, and that pathologists are 
now searching for a distinct border line between benign 
and malignant soft uterine myomata. Recurrent myo- 
mata, while not so dangerous as cancer, must be con- 
sidered malignant. Between these and sarcomata 
there is not always a distinct difference. Five cases 
are cited, and of these, two were operated on for non- 
infectious disease, two were victims of infection, and 
in one a condition requiring the removal of the appen- 
dages was not known. 

In considering the changes in the uterus after abla- 
tion of the appendages, the author quoted the experi- 
mental work on lower animals of Hunter Robb and 
others, and said that from these experiments and 
investigations one can find but one theory upon which 
to base a cause for the development of fibroids after 
double salpingo-oophorectomy. This is the endarter- 
itis obliterans noted by Benckeiser. 


THE EFFECT OF SUSPENSIO-UTERI ON PREGNANCY AND 
LABOR. 


Dr. JoserpH TABER JOHNSON of Washington, D. C., 
contended that very few, if any, such injurious effects 
need be feared as have been frequently charged against 
the operation of suspensio-uteri. That it sometimes 
fails to cure is true, but that is not the charge. In 
over one hundred ‘suspensions done by himself, he only 
knows of two pregnancies. These are both normal. 
In one case the labor was so rapid that the child was 





born before the doctor’s arrival, and he knows from 
recent examinations that there has been no return of 
the retroversion. The other case he delivered in 
November last, after a five-hour normal labor, without 
chloroform or forceps. The author mentioned the 
number of suspension operations done by other sur- 
geons. 


TYPHOID FEVER AND APPENDICITIS. 


Dr. Joun C. OxIveR of Cincinnati, Ohio, in a paper 
on this subject draws the following conclusions: (1) 
That typhoid ulcers may appear in the glandular struc- 
tures of the appendix and give rise to a typhoid append- ' 
icitis. (2) That the infiltration of the ileum and 
cecum in typhoid fever may be so great as to give rise 
to a distinct tumor mass in the right iliac fossa. (3) 
That the Widal test is of but little, if any, value in the 
early diagnosis of the disease present. (4) That the 
leucocyte count proved in his series of cases of 
value in distinguishing between the two diseases. (5) 
That an exploratory laparotomy in typhoid fever is 
not devoid of danger. (6) That abdominal incision is 
imperative when it becomes necessary to establish the 
differential diagnosis between a typhoid perforation 
and fulminant appendicitis. (7) That in the absence 
of perforation, cases of typhoid appendicitis should 
not be operated upon. 

Dr. P. F. Coampers of New York City read a paper 
in which he pointed out the problems presented to the 
gynecologist twenty-five years ago and to-day. 


UNVEILING EXERCISES. 


The monument erected by the Association to its 
founder, the late Dr. W. E. B. Davis, was unveiled in 
Capitol Park, with fitting ceremonies, Wednesday, 
Dec. 14, at eleven o’clock, in the presence of about five 
thousand people, including the members of the Asso- 
ciation. After an invocation by Rev. Dr. L. 8. Hand- 
ley, Dr. Charles M. Rosser, of Dallas, Texas, was intro- 
duced and delivered the address of presentation of the 
statue. The statue was unveiled by Elizabeth and 
Margaret Davis, the little daughters of the beloved 
physician. Dr. R. M. Cunningham, Acting Governor 
of the state of Alabama, accepted the statue in behalf 
of the state in an eloquent address in which he paid a 
glowing tribute to this great physician. The statue, 
in behalf of the city of Birmingham, was accepted by 
Hon. John C. Forney, the representative of Mayor 
Drennan, who was unavoidably absent. 


THE MANAGEMENT OF ACUTE GENERAL PERITONITIS. 


Dr. J. GARLAND SHERRILL of Louisville considered 
two forms of infection, first, acute septic peritonitis; 
second, general suppurative peritonitis. The various 
methods of medical treatment were considered, and 
the position taken that these cases were surgical, 
except where operation is refused and the patient’s 
condition will not permit of surgical interference. 

In considering the surgical treatment, much stress 
was placed upon early operation for the prevention 
of general peritonitis while the process is yet localized. 
The outcome of a given case will depend upon the 
following factors: (1) The virulence of the infection; 
(2) the quantity of the infecting medium; (3) the 
resistance of the patient; (4) the activity of the 
organs of elimination; (5) the time at which the 
patient comes to operation; (6) the rapidity and 
thoroughness of the surgical procedure. 

It seems to the writer that the special technique of 
the operation is of less importance than the dexterity 
of the surgeon and the care with which he does his 
work. The author finds that by flushing he can best 
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free the peritoneum of infectious material, and usually 
drains. The patient should have the usual treatment 
given all abdominal cases. 


SOME FURTHER ADVANCES IN RENAL SURGERY. 


Dr. Joun B. Murpuy of Chicago makes a forcible 
plea for more conservative surgical work on the kidneys 
and ureters in the future, saying that surgeons must 
consider the importance of preserving any portion of 
a kidney that is still in a condition to functionate, on 
account of the enormous mortality associated with 
the removal of this organ. The mortality in the past, 
following the removal of a kidney that was secreting 
practically the normal amount of urine, varied from 
29 to 35%. He reported six cases of operations upon 
the kidneys. In all of them the enlargement of the 
pelvis of the kidney was almost equivalent to, and in 
many instances larger than, the kidney itself. In 
cases of great dilatation of the pelvis of the kidney, 
formerly it was his custom to remove the kidney until 
he realized that it was practically a normally secreting 
organ, and that the dilatation of the pelvis is due to 
ureteral obstruction, and that there is no good reason 
for taking out a kidney when the sac is removed, 
regardless of the position of attachment of the ureter 
to the sac, as this varies in every case. He believes in 
connection with surgery of the kidney, that surgeons 
are approaching a time when they will examine the 
kidney carefully, cautiously, and then decide, as in 
certain lesions of the stomach, that this or that portion 
shall be removed and the remaining part husbanded. 


VESICAL DIVERTICULA REQUIRING OPERATION. 


Dr. Hucu H. Youne of Baltimore stated that a 
patient died after obscure bladder symptoms, and 
autopsy showed seven diverticula, the largest about 
five inches in diameter, communicating with the 
bladder by small orifices. Both ureters were com- 
pressed by the diverticula, and hydro-ureter and hydro- 
pelvis resulted. The patient died of uremia. Since 
then the operator has had four cases of vesical diverti- 
cula where operation was advisable, and was performed 
with success in each case. In two cases the diverticula 
were larger than an orange, in the others smaller. 

The writer’s four cases are all living and in good 
condition. In three cases the diverticula were com- 
pletely excised, but ureteral transplantation was 
avoided by a plastic method. Renal infection was 
avoided, and no fistule resulted. 


THE ULTIMATE RESULTS OBTAINED BY CONSERVATIVE 
PERINEAL PROSTATECTOMY IN SEVENTY-FIVE CASES. 


Dr. YounG also read a paper with this title. In 
this series there were five cases over eighty years of age, 
one eighty-seven years of age, with one death five 
weeks after the operation in a man aged eighty-four 
years. Two other deaths, neither attributable to the 
operation, occurred, each in the third week, one in a 
patient walking about and ready to go home, from 
pulmonary thrombosis, and the other in a man, seventy- 
seven years of age, who had been uremic for several 
weeks, and autopsy showed double pyo-hypo-nephrosis. 
The harmlessness of the operation was thus shown. 


WHEN SHALL WE RESECT IN TUBERCULOUS DISEASE OF 
JOINTS? 


Dr. C. H. CaLpwe.t of Cincinnati, Ohio, in a paper 
on this subject stated that his judgment as to the 
advisability of resection in a given case of tubercu- 
lous joint disease would be influenced by many con- 


siderations. These considerations were given. A 
single tuberculous focus in the epiphysis of a long 
bone, which is susceptible of complete immobilization, 





stands a much better chance to undergo reparative 
change than will such a focus in the spongy bone of 
the wrist in the close proximity of synovial and liga- 
mentous structures which favor dissemination and 
persistence of the disease. 

The conservative treatment of joints was discussed 
at considerable length and was divided into three 
classes — ideal, satisfactory and unsatisfactory. 

The results from the resection of the hip are of 
necessity unsatisfactory when complete, as with abla- 
tion of the head and neck of the femur, one leaves no 
point d’apput for the femur, and there must be a greater 
or less amount of give to it under the weight of the 
body. In tuberculosis of the knee one is confronted 
with an entirely different problem. There is but little 
use of wasting time with a knee joint in which marked 
osseous changes are already present, and which, in 
spite of conservative treatment over a period of six 
months, has shown no improvement. Resection of 
the knee in cases which have passed the period of 
adolescence has much to recommend it and but little 
can be said against it. In those cases long delay often 
means amputation. As to resection in elbow cases, 
one is again confronted with the fact that results are 
at the best far from what one may desire. In the wrist 
and carpal joints excision depends on individual judg- 
ment. Ankle joint and tarsal excisions are, as a rule, 
very unsatisfactory. - The deficiency in weight-bearing 
capacity renders the result far more gratifying, and 
amputation is, so far as his observation goes, too fre- 
quent a sequel to these operations. Several skia- 
grams were exhibited, illustrating tuberculous joints 
and the results of resections. 


OBLITERATION OF THE STOMACH BY CAUSTIC. 


Dr. SAMUEL J. M1xTER of Boston stated that doubt- 
less other surgeons have seen cases of constriction of 
the esophagus after the ingestion of acid or strong 
alkalies, and also cases of constriction of the pylorus 
from the same cause. It is very rare, however, to 
find practically the whole stomach destroyed. The 
author reported three cases in which the stomach was 
almost entirely obliterated by caustics. 

Dr. J. A. Goaeans of Alexander City, Ala., reported 
two cases of tumor of the pancreas. 

VAGINAL CESAREAN SECTION. 

Dr. C. Jerr MILLER of New Orleans reported a case 
and summed up the advantages of the method as 
follows: (1) In severe eclampsia, when the woman is 
unconscious between the convulsions, the cervix rigid 
and elongated, and delivery imperative, it is always 
preferable to abdominal section, and, under proper 
surroundings, may be preferable to metal dilators for 
manual dilatation. (2) In severe cases of accidental! 
hemorrhage, when the cervix is closed, it is safer than 
the other method of accouchement forcé, owing to the 
rapidity with which the uterus can be emptied, and 
should be given preference over abdominal hysterect- 
omy, which is generally advised. (3) It may be con- 
sidered in other conditions where Cesarean section is 
indicated, except in contracted pelvis or dystocia, 
arising from maternal or fetal disproportion. It has 
not the disadvantages of an abdominal operation, in 
that the peritoneum need not be opened unless hyste- 
rectomy is to be preferred for malignancy, and there 
is less shock than follows abdominal operation. (4) 
It is not more dangerous than attempting to deliver 
either by version, or forceps, when the os is not fully 
dilated, if done under strict aseptic precautions. 

Dr. Lewis C. Bosuer of Richmond, Va., read a 
paper on 
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DERMOID CYSTS AND FISTULAE OF THE SACRO-COCCYGEAL 
REGION. 


The author has operated on seven cases of dermoid 
cysts for fistulae of the sacro-coccygeal region. After 
referring to the diagnosis and prognosis, he says that 
the usual methods resorted to for treating inflam- 
matory fistulous tracts will seldom result in permanent 
cure. Complete extirpation of the fistula and sac 
must be performed to prevent a recurrence. It was 
to be noted that this is not always possible, as in a 
case reported in the literature by Wette, where com- 
plete extirpation would have involved opening the 
spinal canal, with serious injury to the nerves. 

Dr. Maanus A. Tare of Cincinnati, Ohio, read a 
paper on 


HEMATOMA OF THE OVARY. 


He presented a study of the eases which he had 
collected from the literature. These cases showed that 
three periods of life markedly predominate as a pre- 
disposing factor in the causation of hematoma of the 
ovary; First, before or during birth; second, at or 
near the first menstrual flow; third, early adult or 
child-bearing period. The age of child-bearing women 
who are afflicted with hematoma of the ovaries varies 
from fifteen to forty years, and the left ovary seems 
to be more frequently affected than the right. The 
author’s study of the literature of hematoma of the 
ovary is very exhaustive. 


PATHOGENESIS AND SURGICAL TREATMENT OF TUBER- 
CULAR PERITONITIS. 


Dr. Witiiam E. Sroxes of Salisbury, N. C., after 
dwelling on the pathogenesis of this disease, divided it 
into four forms, the adhesive, suppurative, tympanitic 
and ascitic. The author quoted extensively from the 
literature of the subject, referred to the modes of infec- 
tion, reported a series of cases occurring in his own 
practice, and spoke of the importance of histological 
examinations. 


TREATMENT OF UTERINE BLEEDING. 


Dr. Herman J. Botpr of New York City, supple- 
mented his former report on the use of stypticin. The 
author cited a number of cases in which he used 
stypticin with marked effect, and gives also those in 
which it was ineffective. In thirty-five cases of fibro- 
myomata, eleven were more or less benefited, while 
twenty-four were not. In one case of excessive 
menstruation due to an interstitial fibroid, the relief 
was very marked. In nine cases where hemorrhage 
was due to cancer of the uterus, the result was negative. 
Complete cure followed in from two to six days in five 
cases of post-puerperal bleeding after the removal of 
retained placenta particles. In conjunction with 
curetting, stypticin is found effective in hyperplastic 
endometritis, but in the glandular form results are 
negative. In one case out of five of retroversio-flexio- 
uterus with endometritis, the menorrhagia was relieved 
without resort to surgical intervention. In chronic 
retro-endometritis, five of nine cases were more or less 
benefited. In various forms of non-suppurative pelvic 
inflammation, only three out of twenty-three patients 
were not relieved by stypticin. In irregular bleeding 
during pregnancy stypticin has been found very bene- 
ficial, and no unfavorable symptoms have been noted. 
In profuse menstruation in virgins, without changes 
being found in the pelvic organs, only five of seventeen 
patients were not benefited. In atypical bleeding 
during the climacteric period, if no pathological cause 
is found, stypticin usually gives a satisfactory result. 
The author remarks that while stypticin is not a 


panacea for all cases of uterine bleeding, he has found 
it better than any other remedy. In some instances it 
has practically served as a specific. If no effect at 
all is produced, after three large doses have been given 
(from 24 to 5 grs.), it is useless to continue the drug. 
Likewise, in fibroids, it is not recommended to con- 
tinue its use if two hypodermic injections of five 
grains each at intervals of four to twelve hours do 
not cause a diminution of the hemorrhage. An im- 
portant fact is that the author has never noted any 
harmful results from stypticin, even when adminis- 
tered in such large doses as five grains every three hours. 
In some instances it also relieves the patients of pain 
associated with the profuse bleeding. 

In instances of too profuse menstruation, the author 
finds the best plan is to begin with one grain doses, 
three times daily, about one week before the expected 
flow, and as soon as the flow begins to let the patient 
take two and a half grains every three hours, to be 
continued during the entire period. In instances of 
metrorrhagia, from two and a half to five grains may 
be given at intervals of from two to three hours, until 
the bleeding is lessened, then the dose may be de- 
creased to from one to two and a half grains, at inter- 
vals of from three to four hours. If a quick result is 
important, it is best to give three to five grains in a 10% 
solution subcutaneously into the buttocks, using the 
customary antiseptic precautions. Because of the 
disagreeable taste of stypticin, it is best administered 
in the form of capsules, the pharmacist being ordered 
to put the powder dry into the capsule. It may, 
however, also be given in tablet form. 


SOME POINTS IN THE TECHNIQUE OF ASEPTIC 
OPERATING, 


Dr. Henry T. Byrorp of Chicago, in a paper with 
this title, said he does not offer any new method, but 
emphasizes the necessity of more thoroughness in 
those already used. The method he employs consists 
in (1) twenty minutes’ scrubbing with green soap and 
water; (2) three minutes’ in dilute acetie or citric or 
oxalic acid; (3) five minutes’ in strong alcohol; (4) 
five minutes’ in a 1-2000 solution of mercuric chloride 
in water. 

The author considers the use of rubber gloves open 
to the objection of macerating the cuticle with danger 
of their being punctured and allowing septic sweat to 
escape. He deprecates the mixing up of the steps of 
the preparation by using a combination of green soap 
and alcohol, or by dissolving the mercuric chloride in 
alcohol, since aqueous solutions are more efficient than 
alecholic. He advises disinfection of the hands one 
or more times during the course of long operations. 
Attention is called to the necessity of unusual care in 
the preparation of the field of operation in operating 
about the pubes and vulva. He recommends absor- 
bent rather than occlusive dressings in the dressing 
of wounds after operation. 


SUPRAPUBIC PROSTATECTOMY. 


Dr. W. H. Doucury of Augusta, Ga., reported a 
case of suprapubic prostatectomy and described an 
improved method of after treatment. He also narrated 
an unusual case of intraperitoneal hydatids. 


TRACHEOTOMY FOR GUNSHOT WOUNDS OF THE TRACHEA. 


Dr. J. McFappEen Gaston of Atlanta, Ga., discussed 
the subject of gunshot wounds of the trachea, and 
the complications that are likely to occur from septic 
infection or laryngeal stenosis. He reported a case of 
gunshot wound of the trachea in a female child, eight 








years of age. The position of the incision in the 
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trachea was lateral rather than on the anterior surface 
of the windpipe. The patient made an excellent 
recovery. 


RUPTURE OF THE DIAPHRAGM. 


Dr. GeorGE S. Brown of Birmingham, Ala., read a 
paper on this subject and reported an interesting and 
instructive case in a fireman, twenty-seven years of 
age, six feet tall, whose weight was one hundred and 
ninety pounds. The patient had hurt or-strained his 
side slightly about two years before the rupture of the 
diaphragm occurred. Although an operation was 
performed, the case terminated fatally. 


ENCEPHALO-MENINGOCELE. 


Dr. W. D. Haaearp of Nashville reported a unique 
case of encephalo-meningocele in a male child, four 
months of age. The operation was performed July 16, 
1902. The child weighed six pounds, the tumor five 
pounds, and measured twenty-three inches in diameter 
one way, and seventeen inches another. 

Dr. HaGGarp also described an easy method of insti- 
tuting peritoneal gauze drainage through the cul de 
sac. 

Dr. J. B. Murrree of Murfreesboro, Tenn., read a 
paper on 


STRANGULATED HERNIA, 


and Dr. E. Denecre Martin of New Orleans re- 
ported two cases of cancer of the appendix. 


OFFICERS. 


President, Dr. Lewis C. Bosher, Richmond, Va.; 
First Vice-President, Dr. John D. 8. Davis, Birming- 
ham, Ala.; Second Vice-President, Dr. I. S. Stone, 
Washington, D. C.; Secretary, Dr. W. D. Haggard, 
Nashville, Tenn.; re-elected; Treasurer, Dr. Charles M. 
Rosser, Dallas, Texas, re-elected. 

Louisville, Ky., was selected as the place for holding 
the next annual meeting, in December, 1905. 
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Kiecent Diterature. 


Textbook of Human Physiology. By Aubert P. 
BruBaker, A.M., M.D. Philadelphia: P. Bla- 
kiston’s Son & Co. 1904. 


Professor Brubaker brings to the preparation 
of this book the experience of twenty years of 
teaching, and he shows the value of the experi- 
ence in his emphasis on the essentials of human 
physiology and in the clearness and directness 
of his presentation. The physiology of the 
“Master Tissues,’ muscle and nerve, is first 
considered, and then the history of the bodily 
energy is traced from food, through blood, to 
circulation, secretion, and the activities of the 
central nervous system and other expressions of 
that energy. The paper and typography are 
good, and the illustrations well chosen. The 
diagram on page 174 showing the epiglottis 
drawn tightly over the top of the larynx in 
swallowing should be altered to agree with the 
researches of Anderson Stuart and Eykman. 


Hyde and Montgomery on the Skin. — A Practical 
Treatise on Diseases of the Skin, for the use of 
students and practitioners. By James NEVINS 
Hypk, M.D., Professor of Dermatology and Ven- 
ereal Diseases, and FrRaNK H. MonTGOMERY, 
Associate Professor of Dermatology and Ven- 
ereal Diseases in Rush Medical College, Chicago. 
Seventh and revised edition. In one octavo 
volume of 938 pages, with 107 engravings and 
35 plates in colors and monochrome. Cloth, 
$4.50, net; leather, $5.50 net. Philadelphia 
and New York: Lea Brothers & Co. 1904. 


In the preface to the seventh edition of this 
well-known textbook, the authors state that 
every page has been thoroughly revised, much 
matter that was pertinent to its day has been 
eliminated, and much new text has been added. 
The illustrations have also been weeded out 
judiciously, with the addition of new and more 
modern figures. The new methods of treatment 
by the x-rays and that of Finsen have received 
due notice not only in a special chapter, but also 
in connection with the various diseases to which 
they are applied. Many new chapters have 
been added discussing forms of disease which 
have been lately described or elaborated, as for 
instance, granulosis rubra nasi, parapsoriasis, 
acrodermatitis chronica, ete. The book in its 
successive editions has been continually growing 
in size until now it amounts to nearly one thou- 
sand pages. The authors are to be congratulated 
upon having brought a textbook, whose value has 
always been recognized, up to the most modern 
requirements. 


Regional Minor Surgery. By GrorGE Gray 
Van Scuaick, Consulting Surgeon to the 
French Hospital, N. Y. Second LEdition. 
Enlarged and revised. 226 pages. Illustrated. 
International Journal of Surgery Co., N. Y. 


The object of this book is to furnish practical 
information on “ minor” surgical condition. 
Since the publication of the first edition in 1902 
(Reviewed in the Boston MEDICAL AND SuRGI- 
CAL JOURNAL, 1903, vol. cxlviii, page 320), the 
author has availed himself of the opportunity 
to make some additions to the volume and to 
thoroughly revise it. He states he has written 
the book, having especially in mind the needs of 
the general practitioner. The style is concise 
(at times so concise as to cause the text to be 
more suggestive than descriptive), and while 
there might be a difference of opinion between 
other surgeons and the author as to what might 
be called a ‘minor ” surgical operation, still the 
book as a whole contains much that is of practi- 
cal value. Many valuable hints and isolated 
facts are incidentally given, and often when 
treatment is not given in detail, what is said is so 
suggestive that the additional requisite informa- 
tion can be sought elsewhere. The book is attrac- 
tively written and in general may be recom- 
mended to the physician who finds occasion to 
treat minor surgical cases. 
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AIR EMBOLISM. 

In the earlier days of surgery great stress was 
put on the danger of air entering the veins during 
operations in certain regions. Such an event 
was thought to be almost invariably fatal and a 
belief in air embolism as an immediate cause of 
death was very general. Later, however, after 
the discovery of the Bacillus aérogenes capsulatus 
and the knowledge that other bacteria may pro- 
duce gas in tissues as a result of their metabolic 
activity, doubt was thrown on cases of air em- 
bolism previously reported and the possibility of 
such an occurrence was even questioned. In 
recent years almost all of the reported cases, in 
which air has been found in the veins after death, 
have been considered as examples of infection 
with a gas-producing organism and true air 
embolism has been largely discredited. 

The question as to the true nature of the con- 
dition has been reopened lately by J. S. Greene ! 
in an admirable critical review of the entire sub- 
ject, supplementary to a graduation thesis on 
the same subject printed forty years ago. As 
pointed out by him the question is by no means 
settled and a number of problems in connection 
with it still await solution. 

Can the entrance of air into the venous system 
during operation, after trauma, or at childbirth 
produce death? Experimental evidence exists 
that a certain amount of air introduced rapidly 
into a vein causes the death of an animal, but the 
amount necessary is considerable (14 to 100 ce. 
for a dog, according to various observers). It 
can be assumed with certainty that the same 
thing would happen in man were air introduced 


1 The Presence of Airin the Veins as a Cause of Death. Amer. 
Jour. of Med. Sc., Dec., 1904. 





into his veins, though the minimal amount neces- 
sary to kill a man is not known and it is probable 
that a few cubie centimeters would not lead to 
a fatal result. Conditions must be present 
which would lead to the possibility of a consid- 
erable amount of air quickly entering a vein, 
otherwise the result would not be serious. This 
*an only happen when there is a considerable 
negative intravenous pressure and the possibility 
of access of air to the vessel or when air is con- 
fined in a closed cavity under pressure and the 
vessel communicates with this cavity. These 
conditions do not normally exist in the general 
venous system, but occur in the veins very near 
the heart or might possibly be present during 
the expulsion of the fetus and consequent rapid 
diminution of the size of the abdomen. Access 
of the vein to air under these conditions might 
cause death. The proof would be the existence 
of the necessary conditions and the finding at 
autopsy of gas in quantity in the venous system. 
For complete proof analysis of the gas, as pointed 
out by Greene, would be required. The gas 
found, however, probably would not be of the 
composition of atmospheric air. It should con- 
tain nitrogen, oxygen and carbon dioxide. The 
oxygen would probably be decreased in amount 
because the venous blood would take up a certain 
amount of oxygen, and the carbon dioxide would 
be increased because, with the absorption of 
oxygen, carbon dioxide would be freed from its 
combination with hemoglobin in the venous 
blood. Cases which could fulfil these require- 
ments undoubtedly occur and some cases reported 
evidently belong to this group. An analysis of 
the gases supplemented by negative bacterial 
findings in a group of cases, however, is needed 
to give final proof to the belief in a true air em- 
bolism. 

In many cases where gas is found in the venous 
system, its cause lies in a bacterial infection, 
usually an infection with the Bacillus aérogenes 
capsulatus. The gas in such cases contains 
hydrogen or some hydrogen compound. Since 
ia cases of true air embolism the amounts of 
oxygen, nitrogen and carbon dioxide are apt to 
vary, probably always vary, from the percentage 
of each present in normal atmospheric air, and 
since the composition of the gas in bacterial in- 
fections depends on the infecting organism and 
the form of its nutrient supply, we are dealing 
with variable quantities in each and therefore an 
accurate analysis does not seem necessary. Gas 
produced by bacteria contains hydrogen, and a 
demonstration of its presence is sufficient to rule 
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out true airembolism. The ignition test is suffi- 
cient for this. To collect the gas and ignite it is 
all that is needed —a test possible at every 
autopsy, and one which if made on a small series 
of cases would finally settle the question as to 
the occurrence and frequency of cases of air 
embolism. 

One caution is to be emphasized in connection 
with determining the amount, character and 
importance of the intravenous gas post mortem. 
The autopsy must be done shortly after death, 
for production of gas continues with the growth 
of the bacteria after the death of the individual, 
and the amount found may greatly exceed the 
amount actually present at death and so lead to 
false conclusions. Moreover, the Bacillus aéro- 
genes capsulatus is a common inhabitant of the 
intestinal tract, and a given case might well be 
one of agonal distribution of the bacillus and 
post mortem production of gas. In other words, 


that a case may be beyond criticism, the autopsy 
must be performed very soon after death and the 
gas collected, measured and tested for hydrogen. 
Only when this is done can we accumulate satis- 
factory data for the solution of the problems of 
air embolism and gas sepsis. 


At present it would 
seem that both occur and that the latter is far 
more frequent. 

Another problem yet unsolved is the mode 
of production of death. Three views are held, 
heart death, lung death, and cerebral death. 
There is almost no experimental evidence that 
air passes through the lung to reach the arterial 
system and produce cerebral embolism. The 
most generally accepted theory is that the right 
heart becomes filled with blood containing air 
which is elastic and not propelled forward by 
cardiac contractions. As a consequence of this 
blood pressure falls and death ensues. There is 
evidence that air enters the lung capillaries and 
increases the resistance to the blood flow thus 
contributing a factor in the production of death. 
It is not probable that enough lung territory 
becomes so obstructed by air emboli as to be the 
sole cause of death and Wolffs has shown that air 
even escapes from the capillaries into the alveoli 
in these cases. At any rate, these questions re- 
main in part open. 

Finally, it is not known in cases of gas sepsis 
how far the gas itself is a contributing cause of 
death. It is possible that in some cases the gas 
is the immediate cause rather than the bacterial 
toxins. This has yet to be solved for individual 
cases. 

The paper of Dr. Greene is timely and should 





serve to re-awaken interest in this question. The 
thorough study of future cases at early autopsy 
with tabulation of the findings, demonstration 
of the amount and character of the gases and 
bacteriological investigation of the tissues, sup- 
plemented by experimental study of the problems 
presented should lead to a final solution of the 
problems of the presence of air in veins as a cause 
of death. 
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DR. DOYEN AND THE CANCER QUESTION. 


Ir will be remembered that not long since Dr. 
Doyen of Paris announced the discovery of a 
micro-organism which he pelieved to be the 
etiological factor in cancer, and also stated that 
he had elaborated a serum which was efficacious 
in its treatment. In view of the present state 
of our knowledge on this subject and the large 
number of unsuccessful attempts which have 
been made to isolate the causative organism, if 
such exists, it was natural that this statement 
should be received with a considerable degree of 
skepticism. Unfortunately much of the discus- 
sion of Dr. Doyen’s discovery has taken place 
in the daily press rather than in the medical 
journals. The result has been a false popular 
impression. 

The committee appointed to investigate the 
matter has returned its report, which appears in 
translation in the British Medical Journal for 
Dec. 24. As a result of the work of this com- 
mittee arrangements were made between the 
Surgical Society of Paris and the Pasteur Insti- 
tute through which a series of control experiments, 
both on the bacteriological and clinical side, 
might be undertaken by experts. Dr. Doyen 
invited Professor Metchnikoff to undertake the 
bacteriological part of the work, with whom 
were to be associated several clinicians of distine- 
tion. As the result these observers have followed 
fifty cases while under treatment, and at a meet- 
ing of the Surgical Society, held on Dec. 15, 
Professor Metchnikoff’s report was read by Dr. 
Doyen, who also demonstrated cases and de- 
scribed his own methods of culture. Professor 
Metchnikoff’s conclusions are in general as 
follows: 


‘“(1) In several series of tubes into which M. Doyen 
had in my presence introduced fragments of cancers 
operated on by him, I have been able to obtain pure 
cultures of a microbe identical to that described by 
Dr. Doyen under the name of ‘ Micrococcus neofor- 
mans.’ In one case the tubes remained sterile, but 
in several others cultures were obtained. In the great 
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majority of cases they were cultures of Doyen’s microbe, 
whilst in a few cases the cultures consisted of a strep- 
tococcus, the Bacillus pyocyaneus, and some other 
microbes (in ulcerated cases). All the necessary pre- 
cautions were taken to insure the sterility of the culture 
media employed, and the non-contamination of the 
fragments of the tumors introduced into the tubes. 
(2) In the cultures of Doyen’s microbe we were able 
to observe all the characteristics described by M. 
Doyen respecting the Micrococcus neoformans. The 
question of the specificity of this microbe has not been 
definitely answered. This is a very difficult problem, 
for bacterial species are generally hard to delimit. 
It is useful, for example, in order to distinguish them, to 
apply perfected methods, such as the power of aggluti- 
nation of the microbes by specific serums. We are now 
preparing such serums, but no results can be obtained 
before two or three months. From the appearance of 
the cultures of the ‘ Micrococcus neoformans,’ this 
microbe presents a great analogy with those of the 
‘Coccus .polymorphus ’ of the skin, but an examina- 
tion of the cultures on agar-agar shows a certain differ- 
ence between the two microbes. (3) The study of the 
pathogenic action of Doyen’s microbe on animals 
requires a much longer time than I have had, so far, at 
my disposal. (4) My role as bacteriologist is limited 
to the three first paragraphs of this note. My micro- 
biological knowledge does not in any way authorize me 
to approach the clinical side of the question, the more so 
as I am neither a surgeon nor even a practitioner. I 
am not in any way competent to pass judgment; but 
as, at the time of my bacteriological investigation, I 
have been able to examine repeatedly during nearly two 
months a large number of cancer patients at M. Doyen’s 
clinic, I have received the impression that several 
patients attacked by very grave cancers have been 
benefited by the injections of M. Doyen.” 

After reading these results of Professor Metch- 
nikoff’s investigation, Dr. Doyen summarized 
his own cases and drew the conclusions that the 
Micrococcus neoformans, as he has named his 
organism, has been found constantly in cancerous 
tumors from various sources and that the treat- 
ment undertaken usually brings about favorable 
modifications in from two to three weeks by 
reducing the volume of the growth and by ren- 
dering inoperable tumors operable. Dr. Doyen 
also is of the belief that a certain number of cases 
have been permanently cured, although naturally 
this matter cannot be absolutely determined as 
yet. 

It will be seen from the foregoing report of 
Professor Metchnikoff that, quite unlike the 
reports circulated by the daily press, he main- 
tains an attitude of skepticism regarding the 
whole matter, ‘and considers, as no doubt the 
mass of scientific men will also do, that Dr. 
Doyen’s claims, however much they may seem 


at the outset to be substantiated by certain clini- 
cal and bacteriological facts, demand the most 
painstaking study, experimentally and otherwise, 
extending over a long period, before they may be 
finally accepted. That the matter is under 
investigation by such men as Metchnikoff is a 
sufficient guarantee to the rest of the profession 
that whatever conclusions are finally reached, will 
be backed by scientific facts and will not be the 
product of enthusiasm merely. We may well 
await the final conclusions of these men, and in 
the meantime regard Dr. Doyen’s so-called dis- 
covery as a possibility rather than as an assured 
fact. 

It must be borne in mind that hasty conclu- 
sions are less and less justified, when we consider, 
‘for example, that the work of the Cancer Com- 
mission of the Harvard Medical School, after 
several years of painstaking investigation, has 
come to absolutely negative results. 


ss 
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GOVERNOR DOUGLAS’S RECOMMENDATIONS 
FOR STATE INSTITUTIONS. 


In his inaugural message, delivered Jan. 5, 
the newly elected governor of Massachusetts, 
William L. Douglas, discussed several matters 
which are of interest to physicians as well as to 
the community at large. We refer particularly 
to his suggestions regarding further accommo- 
dations for the insane and feeble minded of the 
state, to certain recommendations regarding the 
care of tuberculosis in prisons, as well as to the 
treatment of prisoners in general and the dis- 
couragement of crime. 

Governor Douglas recommends that something 
each year should be done in excess of the mini- 
mum requirement in order gradually to relieve 
the overcrowded condition of institutions for the 
insane. He points out the fact that on the first 
day of October, 1650 beds were in use in corri- 
dors and day rooms, many of which had to be 
removed each day for the accommodation of the 
patients who could not find room in the ordinary 
wards. This, it appears, is a slight improvement 
on the condition of affairs a year ago, but it is 
evident that further provision should be made to 
avoid this unfortunate contingency in the future. 
Another urgent need, of which physicians have 
long been cognizant, is the inadequate accommo- 
dations in this state for feeble minded children 
and adults. With between five hundred and a 
thousand such children awaiting admission, very 
few have been accommodated during the past 








year, owing to lack of room. That members of 
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this class in the community are peculiarly in 
need of institutional care, both for their own 
sakes and for the peace of mind of the com- 
munities and families in which they may chance 
to live, is perfectly self-evident. The farm 
colony which is now in operation is, no doubt, 
doing much toward relieving the strain upon the 
institution at Waverley, nevertheless, still further 
resources seem necessary for the accommodation 
of this most unfortunate class. It is now recog- 
nized that such children, given proper care and 
supervision during the early years of their lives, 
may ultimately be able to take care of themselves 
and possibly be of some use to the community 
at large. Their continued residence outside of 
an institution is altogether to be deprecated. 
It is stated that the trustees of the school for 
feeble minded will ask an appropriation for the 
erection of two new buildings accommodating 
two hundred patients, and to this Governor 
Douglas urges prompt attention. 

Another matter to which attention is directed 
is the question of tuberculosis in prisons. Of this 
the general public naturally knows little, but that 
tuberculosis exists among prisoners in this Com- 
monwealth is well known by those in authority. 
It is recognized that, owing to the peculiar charac- 
ter of prison life and discipline, the proper 
treatment of these patents becomes a matter 
of extreme difficulty. Such measures are taken 
no doubt as modern ideas suggest, but the proper 
isolation of tuberculous prisoners is at best a 
matter of exceptional difficulty under existing 
conditions on account of the necessity of close 
proximity of the sick and well. The larger 
prisons have, in some instances, properly equipped 
hospitals, but this is not sufficient to check the 
progress of a disease like tuberculosis in the 
absence of proper opportunities for out-door 
exercise and sufficient fresh air. Governor Doug- 
las thinks, and in this opinion he will no doubt 
have the agreement of the medical profession, 
that the conditions of prisons where tuberculosis 
exists would be greatly benefited could those 
suffering from the disease be removed to a place 
especially provided for their treatment. It appears 
that there are, at present, about eighty cases of 
consumption in all the prisons, not a large num- 
ber, but certainly sufficient to demand isolation 
and treatment. It is suggested that a suitable 
location where such patients could be detained 
and treated might be had at relatively small 
expense, either on the state land in Rutland or 
elsewhere, as may seem desirable. 

Finally, Governor Douglas lays stress upon the 





tendency of our present penal system to encourage 
vice and discourage virtue. This opens up the 
whole question of criminality in its relation on 
the one hand to disease and on the other hand to 
viciousness, and suggests the advisability of dis- 
cussing the question anew from an expert stand- 
point. All of these measures to which we have 
alluded will, no doubt, meet with the general 
approval of the medical profession in the state, 
however much opinion may be divided as to the 
best means of carrying them to a successful ° 
outcome. 
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BOSTON TUBERCULOSIS PROBLEM. 

Two articles have recently appeared in the 
daily press from the pen of Dr. W. T. Councilman 
urging the enlarging of Long Island Hospital in 
order that it might be possible to accommodate 
there the cases of tuberculosis which now have 
no asylum. This whole subject was discussed at 
considerable length several years ago, and very 
similar arguments to those advanced by Dr. 
Councilman were expressed editorially in our 
issue of March 7, 1901, and again commented on 
editorially in our issue of Nov. 13, 1902. Our 
contention then was that, accepting the fact that 
some provision must, in the near future, be made 
for persons suffering especially from chronic 
tuberculosis, the city was bound to consider the 
existing institution at Long Island as a possible 
hospital for these cases. As a matter of fact, a 
certain compromise was reached in 1902 through 
the opening of a department of that hospital to be 
devoted solely to the treatment of tuberculosis. 
This hospital, which accommodates between 
sixty and seventy patients, was almost immediate- 
ly filled and of necessity the overflow took place 
into the original wards, restoring most unfor- 
tunately the conditions which had previously 
existed. No provision has as yet been suggested 
to meet this contingency. It is evident that 
further accommodations are demanded at Long 
Island whether or not the proposed municipal 
hospital be placed there. We take this oppor- 
tunity to reiterate the opinion, expressed some 
years ago and again admirably brought to the 
public attention through Dr. Councilman’s article 
appearing in the Boston Herald of Jan. 9, that 
Long Island must be seriously considered in the 
establishment of the proposed municipal hospital 
for tuberculosis. We need not again repeat the 
arguments which we have already expressed, and 
which Dr. Councilman also brings forward, but 
we are in general confident that the city has 








before it an opportunity at Long Island to develop | nated. This action *s designed to render possibie 
in an economical way a hospital for tuberculosis | 
in conjunction with the existing hospital for! 


nge™ ; : oe 
chronic disease, which will go far toward meeting | 
| 
| 


the present necessities of the situation. We fear 
it is unfortunately true that the cit. 
are such at the present time as to ma 
unnecessary expenditure sti!! less advisable than 
was the case several years ago. 
a ee 
MEDICAL NOTES. 

DEATH FROM YELLOW Fever, ISTHMUS OF 
PanaMa. — A report comes of the death from 
yellow fever at the Isthmus of a yeung woman, 
the wife of the private secretary of one of the 
Canal officials. This unfortunate lady had bee 
married only a few months. 
victims of the Canal. 


There will be isore 


BrELATED DELEGATES TO THE PAN-AMERICAN 
ConcreEss. — The steamer “ Athos ’’ which made 
a special trip from Baltimore Dec. 27, with fifty 
delegates to the Pan-American Congress, seems 
to have encountered the gales which prevailed 
along our Southern coast about that time. The 
‘* Athos ” did not reach Colon until Jan. 6, too 
late for its passengers to take part in the pro- 
ceedings of the Congress. They at least secured 
a long sea voyage. 


ONE MiLuion DoLuars For Krina’s Hospirau 
Funp. — Lord Mountstephen, at one time presi- 
dent of the Canadian Pacific Railroad, has given 
for the purposes of the King’s Hospital Fund one 
million dollars. This gift was acknowledged by 
a personal letter from King Edward. The pur- 
pose of this fund is to distribute money as needed 
to various hospitals for such purposes as may 
appeal to the general council of the fund. 


BOSTON AND NEW ENGLAND. 


Acute Inrectious Diseases IN Boston. — 
For the week ending at noon Jan. 4, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 24, scarlatina 29, typhoid fever 6, 
measles 8, smallpox 0. 

The death-rate for the week ending Jan. 4, 
1905, was 17.32 of total deaths reported. 


Tue Hype Park VAccINATION Cases. — The 
presiding judge in the Superior Civil Court at 
Dedham, Mass., has handed down a formal ver- 
dict in favor of the plaintiffs in the suit brought 
to recover damages for exclusion of two children 
from school because of their refusal to be vacci- 
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the adjustment of the case by the Superior Court 
to which it wii! now be carried. 

Ts © Sawirar. on OF Crttres.-— Prof. W. T. Sedg- 
wick of the Massachusetts Institute of Technology 


se 2Me | ° ‘ bh ’ e e e 
ances | js to deliver a cou~ 2 of lectures on this interesting 
| 

utther | 


anc important sut ject, under the auspices of the 
Lowell Institute. 

SMALLPOX. —!t ‘s reported that the State 
Board of Health is traced five cases of small- 
pox to the steamer “ Cymric.” The patients 
have seattered since their arrival, but the Boston 
Board of Health has followed them as well as 
other passengers and notified the authorities of 
the possibility of contagion. 

VALIDITY OF THE BrIGHAM BEQuEst. — The 
full bench of the Massachusetts Supreme Court 
has handed down a decision sustaining the valid- 
ity of the gift, now amounting to upwards of five 
million dollars, made by Peter Bent Brigham, for 
the foundation of a hospital. It is possible that 
the case will now be carried to the Supreme Court 
of the United States. 


Boston Morrauity Sratistics. — The num- 
ber of deaths reported to the Board of Health 
for the week ending Jan. 7, was 220, as against 
229 the corresponding week last year, showing a 
decrease of 9 deaths, and making the death-rate 
for the week 18.67. The number of cases and 
deaths from infectious diseases was as follows: 
Diphtheria, 28 cases, 3 deaths; scarlatina, 29 
cases, 1 death; typhoid fever, 8 cases, no deaths; 
measles, 8 cases, no deaths; tuberculosis, 53 
cases, 27 deaths. The deaths from pneumonia 
were 34, whooping cough none, heart disease 30, 
bronchitis 6, marasmus 1. There were 9 deaths 
from violent causes. The number of children 
who died under one year was 21, under five years 
41, persons over sixty years 57, deaths in public 
institutions 77. 


REPORT OF THE DANVERS INSANE HospiTaL. — 
We notice from the annual report of the Danvers 
Insane Hospital (1904) that the overcrowding 
continues to be a pronounced and objectionable 
feature of that institution, and this, notwith- 
standing the construction of very satisfactory 
new buildings for women with accommodation for 
from 200 to 250 patients. The superintendent 
states that the number of admissions in the last 
hospital year, 764, was the highest received in 
any one year since the hospital opened, being 332 
in excess of the number admitted the previous 
year. This large increase was due, in a measure, 





to the enforcement of the State Care Act, which 
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transferred to state hospitals the insane in town 
and city almshouses, and has no significance as 
regards the increase of insanity. The number 
of patients discharged, 576, exceeded the number 
uischarged the previous year by 151, and yet the 
net gain for the year was 188. We believe this is 
the general experience of the Massachusetts 
Insane hospitals. Seventeen patients died from 
tuberculosis during the year. Plans are under 
way for two special wards, one male and one 
female, for tuberculous patients, so built that 
they will be available at all seasons of the year. 
Increased bathing facilities are greatly needed. 


NEW YORK. 


TENEMENT House Commissions. — In regard 
to the work of the Health and Tenement House 
Commissions Mayor McClellan recently spoke 
as follows: ‘* The Health Department has been 
conducted with great vigor and success during the 
past year. It has shown marked results, not 
only in the earrying out of its routine duties, 
but also in the taking of the initiative in devis- 
ing and furthering certain plans for the pre- 
vention as well as the cure of some of the more 
common diseases to which the city is subject. 
The administration of the Tenement House 
Department has effected notable progress in a 
more perfect, thorough and uniform enforcement 
of the Tenement House Law. The practical 
elimination of the social evil, with its deadly 
moral contamination, from the homes of the 
people is a most important and beneficent effect 
of the work of this department.” 


Water Suppty.—In his annual message, 
Mayor McClellan lays stress on the prime impor- 
tance of the future water supply of New York, 
and expresses the opinion that it is necessary to 
begin now to make provision beyond the imme- 


diate future, provision for the city which within 


quite measurable time may number ten million 
inhabitants. As a practical suggestion, he pro- 
poses a special enactment creating a commission 
of three members to be appointed by the mayor, 
one on the recommendation of the Chamber of 
Commerce, one on that of the American Soeiety 
of Civil Engineers, and one to be named by the 
mayor. 


State Dearo-rateE IN NovemBer. — The 
monthly bulletin of the State Board of Health 
states that the death-rate in the state during 
November was 16, as against 15.2 for the average 
of the last five years. The number of deaths 
averaged 339 per diem, against an average of 





280 a day in the last fifteen years. The deaths 
from respiratory diseases, 72% of which were 
from pneumonia, exceeded the average for the 
month of November by 250, and those from cir- 
culatory diseases by 200, while those from dis- 
eases of the urinary system, including Bright’s 
disease, were 15% above the average. The chief 
cause of the increased mortality was pneumonia, 
to which 1,220 deaths were attributed, as against 
800 in October. Twelve per cent of the total mor- 
tality was from this disease, as against 8% in 
October, and 9.4% in November of last year. 
The deaths from it exceeded the entire epidemic 
mortality by 50%, while those from Bright’s 
disease nearly equalled this mortality. 


os 
> 


MWiscellanp. 
STATE HOSPITALS FOR THE INSANE. 


In his first message to the New York Legisla- 
ture, Governor Higgins devotes considerable 
attention to the state hospitals for the insane. 
These are fourteen in number, and on Oct. 1, 1904, 
had a total number of 25,019 patients. After 
referring to the complete centralization of the 
management of those institutions under the 
State Commission in Lunacy, with the abolition 
of the local boards of managers, as effected 
by the legislation of 1902, he states that the 
advantages of centralized control of the finan- 
cial operations of the hospitals are evident. 
He thinks it very desirable, however, that 
this great system of hospitals, involving the 
expenditure of so large a sum of money annu- 
ally and the care of so many thousands of 
peculiarly unfortunate and defenceless persons, 
should rest upon a broad basis of public interest 
and public confidence, and should retain the co- 
operation of philanthropic citizens throughout 
the state. In his opinion this can best be secured 
by leaving the control of all financial matters, 
as at present, in the hands of the Commission, 
and by providing for each hospital a board of 
managers in general charge, through the superin- 
tendent, of the internal affairs of the hospital. 
In regard to the increased accommodations re- 
quired he says: ‘‘ The present overcrowding of 
the state hospitals, the large increase in the num- 
ber of the insane each year, and the expiration, 
next September, of the lease of the buildings now 
occupied by the twelve hundred patients at the 
Long Island State Hospital at Flatbush,make it 
imperative to take action during the coming 
session for a material enlargement of state hospi- 
tal accommodations. This can probably best be 
met, in part, by additional accommodations in 
existing hospitals, and in part by the establish- 
ment of a new state hospital. In increasing the 
accommodations in existing institutions the im- 
portance of providing for each state hospital a 
building especially adapted to the treatment of 
acute insanity should always be borne in mind.” 
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RECORD OF MORTALITY 
For THE WEEK ENDING SATURDAY, DECEMBER 31, 1904. 
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Deaths reported, 3,497; under five years of age, 888; princi- 
pal infectious diseases (smallpox, measles, scarlet fever, 
cerebro-spinal meningitis, diphtheria and croup, diarrheal 
diseases, whooping cough, erysipelas, fevers and consumption) 
661; acute lung diseases 433, consumption 352, scarlet fever 23, 
whooping cough 13, cerebrospinal meningitis 25, smallpox 3, 
erysipelas 12, puerperal fever 18, measles 11, typhoid fever 41, 
diarrheal diseases 58, diphtheria and croup 91. 

From whooping cough, New York 1, Chicago 9, Philadel- 
phia 2, Revere 1. From scarlet fever, New York 16, Chicago 
2, Philadelphia 2, Baltimore 2, Providence 1. From cerebro- 
spinal meningitis, New York 18, Philadelphia 1, Baltimore 2, 
Boston, Lynn, Somerville and Marlborough 1 each. From 
erysipelas, New York 7, Philadelphia 2, Baltimore 1, Boston 1, 
Salem 1. From smallpox, Chicago 3. 

In the seventy-six great towns of England and Wales, with 
an estimated population of 15,271,287, for the week ending 
Dec. 17, the death-rate was 19.2. Deaths reported 5,631; acute 
diseases of the respiratory organs (London) 272, whooping 
—_ 69, diphtheria 66, measles 146, small pox 6, scarlet fever 48. 

The death-rate ranged from 7.7 in Hornsey to 30.2 in Han- 
ley; London 19.0, West Ham 17.7, Brighton 16.5, Southamp- 
ton 10.2, Plymouth 27.4, Bristol 25.5, Birmingham 20.6, Leices- 
ter 14.2, Nottingham: 20.7, Birkenhead 23.6, Liverpool 23.1, 
Wigan 25.7, Bolton 16.9, Manchester 22.7, Salford 22.3, Halifax 
17.4, Bradford 21.2, Leeds 13.1, Hull 23.8, Sheffield 14.8, New- 
castle-on-Tyne 21.3, Cardiff 19.8, Rhondda 16.2, Merthyr Tydfil 
16.5, Bournemouth 12.9, Walsall 16.5. 





METEOROLOGICAL RECORD. 


For the week ending December 31, in Boston, according to 
observations furnished by Sergeant J. W. Smith of the United 
States Signal Corps: 
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CHANGES IN THE MEDICAL CORPS U. S. NAVY 
THE WEEK ENDING JANUARY 7, 1905. 


J. H. PAYNE, passed assistant surgeon. Detached from the 


| ** Marietta” and ordered home to wait orders. 


JOHN W. Ross, medical director. To be placed on the re- 
tired list Jan. 11, 1905, under provisions of Section 1444, Re- 
vised Statutes, upon which date he will reach the age of 
sixty-two years. 


JOHN W. Ross, medical director. Ordered to continue duty 
with the [Isthmian Canal Commission after retirement, Jan. 11. 


JouN H. STEELE, surgeon. Detached from the Naval 
Recruiting Station, Baltimore, Md., and ordered to the “ Color- 
ado,” Jan. 10. 


M. K. ELMER, assistant surgeon. Detached from the 
‘* Hancock” and ordered to the Naval Hospital, New York, 
N. Y., for treatment. 


P. F. McMuRDO, acting assistant surgeon. Detached from 
the Navy Yard, League Island, Pa., and ordered to the Naval 
Recruiting Station, Baltimore, Md. 


H. N. FEREBEE, medical director. Having been examined 
by a retiring Board and found incapacitated for active duty, on 
account of physical disability incident to the service, retired 
from active service Dec. 31, 1904, under Section 1453, Revised 
Statutes. 





SOCIETY NOTICES. 


BosTtoN SOCIETY FOR MEDICAL IMPROVEMENT. — The 
Annual Meeting of the Society will be held in Sprague Hall, 
Boston Medical Library, on Monday, Jan. 16, 1905, at 8.15 P. M. 
Subject: Aural Vertigo. The following short papers will be 
presented: 1. Vertigo of Aural Origin, Dr. C. J. Blake. 
2. Méniére’s Symptom Complex, Dr. W. A. Lecompte. 3. Mid- 
dle Ear Operations for the Relief of Vertigo, Dr. E. A. Crockett. 
4, Lantern Exhibition of Illustrative Specimens, Dr. E. DeW. 
Wales. Business: Report of the Nominating Committee. Report 
of the Auditing Committee. Balloting for Officers at 9 o’clock. 
The assessment for the ensuing year will be voted. The num- 
ber of meetings to be held during the year, and the general 

olicy of the Society will be considered. There will be a social 

alf-hour after the meeting. 
’ ARTHUR K. STONE, M.D., Secretary. 
CHARLES M. GREEN, M.D., President. 


NEw ENGLAND HOSPITAL MEDICAL SOCIETY. — The annual 
meeting of the Society will be held at Hotel Nottingham, 
Boston, Mass., on Thursday evening, Jan. 19. Supper will be 
served at half past six. 

Dr. AGNES C. VIETOR, Secretary. 





OPERATIONS: BOSTON CITY HOSPITAL. 


The following operations will be done and cases shown in 
the amphitheater of the Boston City Hospital on Jan. 13, 
from 10 a.M. until 12.380 p. M.: Internal Urethrotomy; Appen- 
dectomy; Amputation of leg; Wiring of Fract. Patella. 
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kill, in many with severe and loathsome suffering, 
slowly, persistently Is it enough for us to sit 
THE HUMANE TREATMENT OF MALIGNANT | by, inert, accepting the fact, criticising the thou- 

DISEASE FROM A SURGICAL POINT OF |Sand and one charlatans to whom our patients 

VIEW. will apply almost inevitably for the advertised 
mae relief?) Must we surgeons simply berate our 
WuEN asked to present this paper, your Presi- | — —— ws : : ~ = 9 ice 09 
aN ASKE ’ ’ Tesl- | relief long after it is too late, instead of carrying 
dent kindly suggested that I call upon the differ-| on our ioe work to the ‘het of our ability? 
ent surgeons for illustrative cases, both of us| The tenacity with which the average middle- 
supposing that it would be difficult to secure 4) aged patient clings to life when he realizes that 
sufficient number to make an argument. Ac-| he is the victim of an incurable malady is some- 
cordingly I applied to Dr. Gay and Dr. Lund as | times frightful. In my experience it ‘is rare to 
ow Bs eS a | — —— + _ willing _ — _ inevit- 
ith the cases tne 23 Bned, 2 NOSE | able and final suffering provided he can be tem- 
amour li ot he Cmey Hosa nd tat porary env, ovn at a considerable serie 

ave 2 Une ( 2 pal Te! When the facts are honestly and frankly pre- 
to be merely a collection of dramatic cases. | sented to such patients, I have found that i 
Hence I have made use of only a few illustrative are not only willing, but anxious to obtain tem- 
types. /porary respite. Where the facts have been 

However earnest an advocate you may think | previously distorted, and the temporary dis- 
me, because of the few encouraging results, re-|eomforts attendant on operation have been 


BY JOHN C. MUNRO, M.D., BOSTON, 





member that I am pleading on the defendant’s 


side. The other side has been so vigorously, | 


and I believe inhumanely, forced upon us within 
recent years, that I shall limit my argument 
to-night to the plea for more frequent interference 
in incurable malignant disease. I find that as 


I grow older I am more willing to operate where | 
This is | 


there is the smallest outlook for relief. 
contrary to the experience of many. I doubt 
if any surgeon dreads these cases more than I 
do. I have had too many sad and disappointing 
experiences. Indeed, could I consult my own 
pleasure I would never see another patient with 
malignant disease. On the other hand, never- 


theless, every now and then in the midst of this | 


malignant Sahara, there comes most unexpect- 


edly an oasis in the shape of a permanent cure or | 
a long period of relief from suffering, followed | 


by a painless, comfortable final illness, and I 


am forced to discipline myself with the query | 
whether, after all, one such happy outcome is| 


not worth dozens of discouraging ones. It is 
just this bit of encouragement that I wish to bring 
out to-night. 

Is it not possible that the flourishing trade 
‘arried on by cancer quacks and other charlatans 
may be due to the wave of pessimistic nihilism 
that has flowed over our profession? 


from the charlatan? 

In dealing with cancer we must consider the 
immediate operative results as shown in relief 
from physical and mental suffering, as well as 


the remote results as shown in permanent cure. | 


Neither surgery nor any other form of treatment 
is yet able to assure permanent relief in more 
than a small percentage of cases. Surgical cure 
depends upon the locality of the disease and the 
stage at which operation is done. This leaves 
so far as a cure is concerned; patients who in- 
stinctively know that their disease will inevitably 
* Read at a._meeting of the Boston Medical Library in conjunc- 


tion with the Suffolk District Branch of the Massachusetts Medical 
Society, Dec. 7, 1904. 


Can we) 
not give the mental relief that our patients derive | 


a large number of hopeless patients, hopeless | 


‘magnified and horrified by the ill-judged and over- 

sentimental family doctor, it is almost useless 
to offer any hope of surgical relief. As illustra- 
tive of this tenacity to life, Dr. Lund has kindly 
allowed me to report a most striking case. 

His patient, a woman sixty-nine years of age, 
came to his office four years ago with an epider- 
moid carcinoma on the bridge of the nose. This 
was excised and a graft from the arm applied to 
the denuded area. The cosmetic result was 
excellent, but small recurrences appeared which 
under local anesthesia were removed at various 
‘times. These operations did not require confine- 
‘ment to bed. They healed readily, and she was 
comfortable and happy as long as the growth 
was removed. Two years and a half after the 
first operation a second plastic was necessitated. 
She was then placed under x-ray treatment for 
six months. At first the growth was apparently 
controlled, but later the x-ray had very little 
effect except to cause irritation. The mental 
suffering from the knowledge that she had a can- 
cerous growth was great, and it was determined 
to amputate thenose. This was done ten months 
ago. Four times since then there has been a 
small recurrence for which a slight operation 
has been done in addition to two other opera- 
tions requiring a slight plastic. She is now 
seventy-three years of age, in excellent health 
‘and attending to her duties. She is happy and 
is not subject to the great misery and dis- 
comfort of an ulcerated growth on the face. In 
her case, by persistent operation, eighteen opera- 
tions in all having been performed, her life 
has been prolonged in comfort and happiness 
for four years. 

Do all patients who are temporarily relieved 
by operation die with as much pain and suffering 
as those who are left alone from the first? 

Each one must answer this according to his 
own observation, and according as he is an opti- 
mist or a pessimist. Being an optimist I believe 
that there are enough desperate cases of this 
sort relieved to make it not only worth our 
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while, but even our duty, to hold out these 
chanees to the patient that seeks our counsel. 
It cannot be proven with any degree of exact- 
ness, and to quote a series of illustrative cases 
would be a waste of time, because no one can 
estimate what might have happened had the 
treatment been otherwise. 

The question of our ability to make an absolute 
diagnosis is a most serious one, and as mistakes 
in this direction too frequently are the cause of 
needless suffering to the patient, humiliation to 
the diagnostician, and opprobrium upon the pro- 
fession, I will cite a few cases before we consider 
the bonafide malignant types. 

Within a week I have operated upon a case of 
simple pyloric stenosis that was refused opera- 
tion at two of our hospitals on the ground that 
the patient was dying from cancer. Here was 
a concensus of authoritative opinion that that 
patient, an ignorant lay individual, could have 
no right to question. The best advice obtainable 
was given, advice that told the patient to go home 
and die without being offered the chance of seeing 
if there might not be a mistake on the part of the 
examiners. 

Let me cite a similar case where my own curi- 
osity got ahead of my diagnostic knowledge. 
A man was under the best of medical care for 
pylorie cancer. There was no question in any 
of our minds that he was rapidly dying of malig- 
nant disease. Exploration showed a_ benign 
stenosis that was easily repaired and followed 
by permanent recovery. You may say that 
these were bad blunders in diagnosis, and so they 
were, but they were not half so bad as the result 
would have been had we all folded our hands and 
awaited the results of our stupidity. It is almost 
a supererogation to bring up this phase of the 
question, because we all recognize the limits of 
our diagnostic ability. More than the pathologist, 
almost, the surgeon unearths mistaken diagnoses, 
and the end is not yet. What the surgeon does 
learn, and this I believe applies with especial 
force to the younger generation, is that unless 
he can absolutely and definitely make a diagnosis 
of inoperable malignancy, especially when deal- 
ing with the abdominal cavity, it is safer to ex- 
plore for absolute confirmation. I would add 
furthermore, that when he can make the abso- 
lute diagnosis that condemns the patient to death, 
then most of all, he had better — explore! 

What is the danger of an exploration in the 
abdominal cavity? I believe that in experienced 
hands it is as near nil as anything in surgery can 
be. As a student, I was taught that a patient 
with malignant disease rapidly succumbs in con- 
sequence of a needless operation. I now believe 
that that is far from the fact provided the sur- 
geon knows enough to stop at the exploration, 
when no benefit can be obtained by doing more. 
In moribund eases, that is, cases that are bound 
to die shortly, one may see the end come a few 
days earlier in consequence of any operation, 
but of that class Iam not speaking. These un- 
fortunates die of sepsis, malignancy, starvation, 
or cumulative suffering plus the operation which 





is offered asa desperate chance. But the patient 
who is able to be relieved by medical therapy, 
who normally would be allotted a few weeks or 
months, —such a patient can stand an exploration 
well enough to make it justifiable. In this regard 
I cannot pass by without comment a statement 
in a paper by Dr. Fitz on “ Some Surgical Ten- 
dencies from a Medical Point of View,” published 
three years ago, in which he tabulates the per- 
centage of deaths in exploratory laparotomy 
as varying from 28 to 61%. By what process 
of calculation or tabulation this result was reached 
is incomprehensible unless the cases were mori- 
bund at the time of operation. If we contrast 
with this the record of a hospital where of one 
thousand abdominal sections for every type of 
disease that can come to the surgeon less than 
3% died, the statement in Dr. Fitz’s paper is 
still more incomprehensible. It seems to me 
that his deductions are narrow, misleading and 
not according to the facts, and it is unnecessarily 
unfair to modern surgery to allow our medical 
and general practitioners to carry such an appall- 
ing mortality in their minds when the question 
of operating for absolute diagnosis comes up in 
these malignaat cases. To operate for diagnosis 
without exhausting all other means first is wrong, 
and to be condemned ab initio; but more wrong 
is it to withhold the possibility of accurate and 
visible knowledge, if, by so doing, we give our 
patient one chance in a thousand for relief. 
There is another phase of this question of the 
humane treatment of cancer in the query as to 
how many of us can detect, without the aid of 
the pathologist’s microscope, the malignant 
invasion of a benign growth. What surgeon is 
there that has not operated for a supposed malig- 
nant process in the abdomen only to find an ap- 
parently benign tumor that is easily and thor- 
oughly removed? Then the pathologist’s report 
shows a heginning malignant deposit, microscop- 
ical, not infiltrating. Not long ago an elderly 
woman was referred to me with a diagnosis of 
malignant disease of the gall bladder. Opera- 
tion showed a lot of stones in a healthy bladder 
which was excised. The pathologist found a 
sma!l ulcer in the earliest stage of malignant 
infiltration. Who of us has not enucleated 
simple hypertrophied prostates only to find a 
malignant focus beginning in the center? Cases 
like these can be duplicated indefinitely. The 
question of the expediency of operation in malig- 
nant disease where the respite is to be measured 
by afew weeks, isanopenone. It must be judged 
not on the sentimental question of prolongation 
of life, but on the possibility of relief from suffer- 
ing. A few suffer just as much, and perhaps 
more, because of a mutilating operation. Many 
can be relieved of pain, disagreeable discharges, 
starvation, obstipation, retention, jaundice, head- 
ache, salivary incontinence and other distresses 
only to have a relapse preceding the final relief 
by death. The patients, and especially the 
friends, may be disappointed at the last, however 
well they were forewarned of the inevitable. 
But as I compare these cases with those for 
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whom no surgical relief has been attempted I 
believe that their suffering is less prolonged, that 
it is more readily controlled by morphia, and 
when the case is summed up after death, the 
friends are better satisfied that some struggle 
for life was made. To accept the statement 
of a patient or his friends, especially if given in 
an impersonal letter, as to the sufferings follow- 
ing palliative operation, is not always fair. I 
have not infrequently found that there is dis- 
tortion and exaggeration. They do not give the 
relative value of the suffering as compared with 
that endured belore operation. If they are inter- 
viewed personally and reasoned with, I find that 
their complaint is influenced more than they 
realize by the disappointment that the relief 
has not proven to be a cure. In this regard I 
am reminded of the direful tales that came to 
me through some friends of a young girl for whom 
we had done a gastro-enterostomy. Anxious 
to learn the facts I sought the patient and found 
that all her distress and suffering was based on 
the fact that she had been unable to eat as much 
cabbage and baked beans as some of her asso- 
ciates. So it is with our dying cancer patients. 
They and their friends forget the suffering that 
existed before operation and exaggerate their 
lessened suffering because they see life ebbing 
away with every chance of help gone. 

In face of the discouragements in dealing with 
this type of case, every now and then a patient 
is entirely relieved of distress and suffering for 
weeks and months, until death comes quietly 
from a general malignant toxemia, a form of 
euthanasia that @ priori would have been out of 
the bounds of possibility without the operation. 
The patient and his friends are reconciled to the 
mutilation because of this relief. One case like 
this among a score of the other type, gives the 
surgeon encouragement, makes him feel that he 
can point to his operation, not as a pyrotechnical 
display, but as a humane method for relieving 
suffering. One conspicuous case of this sort, 
among many discouraging failures, came to my 
notice a few years ago. 

A man with cancer of the upper jaw, anemic, 
suffering pain and all the discomforts that go 
with that loathsome disease, came to our service 
at the Boston City Hospital hoping for some 
relief. Morphia stopped the pain, but only the 
pain. It merely exaggerated his other suffer- 
ings. He had beea refused operation at one of 
our large hospitals, ana applied to me personally 
for succor. My senior visiting surgeon refused 
to operate, and refused to allow me to operate, 
and the case hung along for several weeks steadily 
growing worse, the cheek ulcerated and discharg- 
ing, and the fetor uncontrolled by washes. 
Finally the patient’s importunities and my own 
won the day, and I operated hoping that death 
would come on the table. What was my surprise 
six months later to have a sunburned, strong, 
healthy man come into my office with his scar 
scarcely visible and with no sign of recurrence. 
What his later history is I do not know, but I 
believe that the operation was more humane 





than my neighbor’s advice to go home with a 
bottle of morphia and die. 

Let me cite another case. A man emaciated 
and suffering from pain and vomiting came to 
our clinic in the Carney Hospital in October of 
last year where we operated for cancer of the 
pylorus with metastasis. I saw him seven 
months later when he informed me that he had 
eaten three square meals a day since operation, 
had not lost a day’s work, and was only begin- 
ning to lose his general strength, evidently from 
a general malignant invasion. 

A year ago Dr. Bottomley removed a cancer 
of the tongue with the floor of the mouth and 
cervical lymphnodes. To-day the patient is 
well and strong, gaining weight and without a 
sign of recurrence. Is there a single surgeon 
here who cannot duplicate these cases many 
times over? 

A small proportion of cases of cancer are 
fulminant from the outset. Surgery is of little 
or no avail in this type. We should not con- 
clude, however, that because we happen to see 
an occasional fulminating case, that all malig- 
nant cases are counterparts, and that hence they 
should be refused surgical consideration. I 
have found too often that a consultant who has 
had a sad experience in his earlier cases, jumps 
to the conclusion that all of his succeeding cases 
are equally hopeless. If we all gave up our work 
because of our failure in a given case, surgery 
would soon die out altogether. In estimating 
the value of surgery it is not quite fair to say 
that of so many operations, such and such a per- 
centage died in one month or three months, 
or six months. It goes without saying that 
every one of the patients would have died 
within a short time whether operated upon or 
not. We must determine whether the space of 
time allotted to them has been inflicted with 
more or less poignant suffering. 

In reviewing, for instance, the sixty or more 
cases of cancer of the stomach that we have 
operated upon, I believe that the relief from 
suffering far over-balances the increase. Some 
of the desperate cases were either not relieved 
or possibly made worse, though that hardly 
seems possible. The cases limited to exploration 
suffered so little, so far as one can tell from con- 
scientious observations, that it can practically 
be eliminated. These patients are allowed to 
sit up in a day or two, and to go home within a 
week. It is surprising to see the mental relief 
that some of them enjoy, realizing that something 
definite has been done. They may know instinct- 
ively that nothing radical has been accomplished, 
and yet they seem happier and their entire morale 
changes. 

When we consider cancer of the intestine we 
should be very conservative in committing such 
patients to medical treatment. Excision if done 
early, anastomosis at any stage, and colostomy, 
disagreeable as the thought of it is to the patient, 
are every one humane when compared with the 
treatment by medical palliation. The most 
crying need, now, is that the family physician 
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should turn over such cases at the very earliest 
in order that the growth may be resected, with 
a small risk to life and a fair outlook for long 
relief. If we include in our colostomies the anus 
made alongside the sacrum the reports of suc-| 
cess from all over the surgical world are too | 
encouraging to be lightly turned aside. Of} 
vases of this type Dr. Gay has kindly furnished 
me with several, one of them being as follows: 

A man, forty-eight vears of age, had a lobu-| 
lated growth removed from the rectum. Placed | 
under the compound tincture of iodine treatment, | 
he was able to work for six years when recurrence | 

| 





at the same location took place. A Kraske was 
then done and he returned in a few weeks to 
business, dying two years later from recurrence, | 
being fairly comfortable for a year or so. He} 
mentions another case of palliation in an old | 
man, emaciated, with incontinence and suffering | 
from a growth involving the lower three inches 
of the rectum. Operation entirely relieved him 
of pain, and the need of morphia. He gained 
weight, and in every way was benefited. In 
closing his letter, Dr. Gay makes the following 
observation, which. coming from one of his ex- 
perience, I take the liberty of quoting: 

“ Not infrequently an operation is demanded 
by the patient. He is determined to have some- 
thing done. The outcome which is in the future | 
does not disturb him. The present concerns | 
him, and he will not sit down and allow the disease | 
to pursue its normal course without making an| 
effort to stop it. If the reputable surgeon will 
not treat him, is it any wonder that he seeks 
the services of an unscrupulous advertiser as so 
many do under these circumstances? In the 
majority of these cases we are seeking relief, not | 
a cure. As surgical measures give more relief 
in many cases than anything else, I believe it is 
our duty to offer it to them in accordance with 
our best judgment even if it does not cure or 
always bring the relief which we were led to 
expect under the conditions. Euthanasia, ex- 
tending over weeks or months, is worth fighting 
for by all the means at our command, and in 
many instances surgery will do what nothing 
else will in that direction.” 

Not to take up tedious statistics, I will briefly 
note that of 43 cancers of the rectum, Czerny 








| 


lost only 3 by operation, the remaining 40 living | 


from forty days to three and a half years, 12 
surviving longer than a year. 

I well remember seeing a case of cancer several 
years after Dr. Post had done a Kraske, well, 
happy and strong. He died from a shock five 
years after operation without any evidence of 
recurrence. Could this man or his family be 
persuaded that a continuation of his original 
symptoms treated with opium would have been 
preferable to the operation? 

Dr. Lund gives me the result in a case of cancer 
of the sigmoid for which he performed Micku- 
liez’s operation. A year later she had gained 
forty pounds, and was actively doing her house- 
work. 

It would be tedious to repeat similar cases 





that have come within my knowledge. A serious 
error of which the conservative practitioner 
as well as myself has been guilty, is relying upon 
the false security and hope that intervenes be- 
tween the earlier symptoms and the final crash 
in cancer of the colon. Nothnagel pointedly 
remarks that in these cases there is, at first, a 
number of short paroxysms of pain that appear 
for one or several days. After this comes a quies- 
cent period that may last for weeks or months 
only to be followed by a number of attacks coming 
at short intervals with the final occlusion or 
other fatal symptoms. It is the inhumanity 
of resting inert during this period of quiescence 
instead of insisting upon surgical relief, that I 
would condemn. When the final ante-mortem 
symptoms appear, surgery is desperate, dis- 
heartening and inhumane, not because it is futile 
in itself, but because it has been applied at a futile 
period. To illustrate with one of a number of 
typical cases that have come to me personally, 
let me report the history of a patient that I saw 
very soon after the first symptoms of a cancer 
of the colon. Operation was advised within a 
few days. A medical consultant then saw the 
‘ase, confirmed the diagnosis, but counselled 
palliative treatment under which the symptoms 
cleared up for a while. A month later I was 
called to operate for relief of the final obstruction 
in a patient in no condition to stand interference. 
It was attempted however, and a circumscribed 
annular constriction was found that a month 
earlier could have been easily removed with 
every chance of permanent relief. Can we, by 
any juggling, convince ourselves that it was 
humane to treat a case like this conservatively 
for a mouth only to be condemned to an emer- 
gency operation at the close? Not this one case, 
but a goodly number of similar cases convince 
me more and more of the lack of humanity that 
the hesitating or the skeptical conservative shows 
in dealing with patients of this sort. 

Contrasted to this picture, I recall a man that 
I saw in consultation not long ago dying easily 
and comfortably after a resection of a cancer 
of the sigmoid done by Dr. C. B. Porter some five 
years before. 

It is consoling to find in the last edition of 
Nothnagel that the only way to arrive at a posi- 
tive diagnosis in abdominal cases with indefinite 
or ambiguous symptoms, is by exploratory 
laparotomy, that when there is cancer of the 
intestine, there is no known internal method of 
treatment which is of any use, surgery being 
indicated at the earliest stage. 

The physician rarely hesitates to refer his 
patient with a malignant external tumor to the 
surgeon at once. It seems a simple affair to 
attack something outside the body cavity. As 
a matter of fact with modern technic it is not 
infrequently simpler to attack an internal growth 
in the early stages. Is not an early cancer of 
the gall bladder, pylorus, sigmoid, or ovary less 
formidable than a cancer of the nose, the lid, the 
penis, the tongue or the neck? The decision in 





these cases must not be made by the physician 
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entirely. The opinion of the surgeon should 
be invoked in justice to the patient. 

In some of the malignant tumors of the neck 
it is well nigh hopeless to undertake anything 
except some such treatment as the x-ray for its 
mental or analgesic effect, and yet some years 
ago | removed as much of a cancer of the thyroid 
as I could to relieve a tightly compressed trachea 
and sent the patient back to the Provinces wear- 
ing a tracheotomy tube. A little over two years 
later, she sent the worn-out tube to me to be 
repaired, but before a new one could be returned, 
she choked up and died having lived comfortably 
and actively all that time with the exception of 
a few weeks. 

To enter into a discussion of the value of the 
x-ray or Coley’s serum would take us far from 
our subject. I personally feel that the Coley 
serum is still too uncertain for employment 
except in cases beyond surgery, and that the 
x-ray is already doing more harm than good, 
except in very limited types. I hesitate to advise 
the use of either where I conscientiously believe 
that as good or better temporary results can be 
obtained by operation. 

In conclusion, let me beg of my medical friends 
to vield to the fact that cancer, wherever situated, 
is a surgical disease, especially in its early stages; 
that up to the present time surgery, and to a 
less extent, the x-ray, are the only and best known 
forms of treatment that promise permanent or 
temporary relief; that the outlook for suecess 
depends upon the early resort to surgery where 
operation is available; that the surgeon should 
be the judge as to the possibilities of surgical 
treatment. To the surgeon I would appeal for 
a little more optimism in dealing with the appar- 
ently hopeless cases. I would ask him to con- 
sider the discouraging outlook less, and to be 
ready to struggle in behalf of these hopeless 
unfortunates a little more. To the patient I 
would appeal to accept the fact that cancer 
is incurable in a majority of cases; that the 
well-trained physician or surgeon will help him 
more honestly, more honorably and more suc- 
cessfully than the untrained charlatan who has 
done, and seems likely to do, infinitely more 
harm than ean be caleulated by any human mind. 


+ 
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A BRIEF CONSIDERATION OF SOME OF THE 
RESULTS OF THE SURGICAL TREATMENT 
OF CANCER OF THE STOMACH. 


BY R. H. FITZ, M.D., 





BOSTON. 

MALIGNANT disease produces such a variety of 
suffering according to the nature and seat of the 
disease, its duration, the personality and surround- 
ings of the patient, that I shall limit myself 
solely to the question of the humane treatment 
of the latter stages of recognized malignant 
disease involving the stomach. 

It is assumed that the diagnosis is clear, the 
prognosis certain, and that the question relates 


* Read at a meeting of the Boston Medical Library in conjunc- 


simply to the use of medical or surgical methods 
to make dying as free from suffering as possible. 
Three years ago I made an inquiry into the 
degree and duration of any relief which may 
have resulted from the surgical treatment of 
cancer of the stomach at the Massachusetts 
General Hospital during a given period of years. 
The evidence obtained offered grave doubts as 
to any considerable benefit from the operations 
in question in this vicinity during that period. 
The possibility of a more encouraging outlook 
was admitted, but it was hoped that fewer opera- 
tions might become necessary for diagnosis and 
that more might be followed by relief. 

In the series tabulated by me were fourteen 
operations for cancer of the stomach. ‘ These 
included four gastrostomies, all the patients, 
with the exception of one not heard from, dying 
within two months, and four pylorectomies, one 
of which was not heard from, two died within 
the first month after the operation, and the fourth 
was relieved for several months. At the end of 
six or eight months, however, the last patient 
began to fail and died at the end of a year and a 
half. Of the six gastro-enterostomies, four died 
within seventeen days, one received no relief 
whatsoever and after twelve weeks of terrible 
suffering passed away.” The sixth felt quite 
well for about two months after the operation. 
He was then confined to the bed for the greater 
part of the time and “suffered untold agony ” 
till his death nine months later. Thus 64% of 
these patients operated upon for cancer of the 
stomach died within two months, and two thirds 
of the cases of gastro-enterostomy died within 
seventeen days after the operation. 

These were the early days of gastro-intestinal 
surgery in this region, and it was neither to be 
expected nor to be desired that the zeal of the 
surgeon should be checked by such a presentation, 
especially since a lower operative mortality had 
been obtained elsewhere, although the degree 
and duration of the relief were not so definitely 
stated. 

The recent communication of Dr. J. C. Munro 
to the Massachusetts Medical Society, therefore, 
is an important contribution to the subject in 
question. It presents a large amount of valu- 
able material without attempt at selection, gives 
sufficient data to enable certain comparisons to 
be made and thus enables his experience to 
serve as a guide for others. 

An exploratory laparotomy was _ performed 
in thirty-one cases of malignant disease involving 
the stomach, obviously with the purpose of afford- 
ing relief should the conditions prove favorable, 
since the diagnosis must have been sufficiently 
clear from the evidence presented. 

In ten of the cases no further operation was 
warranted. Two of these patients died within 
two days after the operation and two more within 
the subsequent twelve days. One patient died 
after some weeks, another lived two months, 
while the subsequent history of the remaining 
four is not given. 





tion with the Suffolk District Branch of the Massachusetts Medical 
Society, Oct. 7, 1904. 
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rectly, but I read that the patient who lived two 
weeks was relieved of pain before the operation 
by soft food. The patient who lived some weeks 
so improved before the operation under rectal 
feeding that he was able to take a fair amount 
of nourishment by the mouth. The immediate 
mortality of the exploratory operation in these 
cases seems to have been from 20% to 40%, sur- 
gery gave no relief and all the cases whose sub- 
sequent history is given were dead within two 
months after the exploration. 

From the series of twenty-two cases of explo- 
ratory laparotomy with additional operative 
procedure one may be withdrawn as apparently 
representing the effects of carbolic acid poisoning. 
Of the remaining twenty-one, eight died within 
a fortnight after the operation, one seventeen 
days after, another several days later, another 
shortly after, another five weeks after and another 
several weeks later. One died after three and one- 
half months and another after several months. 
One is reported in excellent condition several 
weeks later, another is comfortable five months 
after the operation, another has relief for nine 
months and another is in good condition and 
hard at work at the end of a year, while of two, 
the subsequent history is unknown. 

The operative mortality in this series of cases 
evidently is high, for eleven of the patients appear 
to have died within the month following the 
operation and five within four days after it. 
There may be a difference of opinion as to what 
shall be called the operative mortality, but the 
fact is significant that at least one half of the 
patients died within the month following the 


operation. In this series were eighteen cases of 
anastomosis. Eight of them died within two 


weeks, a mortality of 44%; one died at the end of 
five weeks with relief for two weeks only. On 
the other hand one patient was relieved for several 
months, another for nine months, and another 
was in good condition and hard at work a year 
after the operation. 

The above-mentioned facts may be tabulated 
as follows for the sake of ready comparison and 
inference: 

From records of the Massachusetts General 
Hospital between 1890 and 1900: 


No. of patients heard from 12 
Deaths within 2 months 9 
Lived ow 1 

” ll ,, 1 

? 18 ” 1 

No. of patients not heard from 2 


From Dr. Munro’s communication to the Mas- 
sachusetts Medical Society, June, 1904: 


No. of patients heard from 

Deaths within 2 months 

Lived 34 months 

Lived several months 

Alive and comfortable several months later 
——— . 5 months later 


? ”? ) 9 ” 
9 ” ”? 12 ? 
No. of patients not heard from 
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‘Hence of the 37 patients subsequently heard 
from, 28 died within two months after operation 
and only one is stated to have been in good 
condition at the end of twelve months. Equally 
good, if not better, results are known to follow 
the medical treatment of such cases. 

It would appear from this experience that 
merely exploratory operations in advanced malig- 
nant disease involving the stomach have a 
considerable mortality, afford no relief and are 
followed by an early death. 

That explorations in such advanced cases 
followed by operations intended to relieve symp- 
toms have a high mortality, and that in the 
survivors, relief is inconstant though sometimes 
prolonged at least a year. 

It may be admitted that the surgical treatment 
of advanced cases of malignant disease of the 
stomach is humane because it sometimes gives 
more or less prolonged relief, and often shortens 
the period of suffering even if it gives no consider- 
able relief. 

On the other hand, the treatment of such cases 
by other than surgical methods often gives more 
or less prolonged relief and usually makes dying 
easy. 

It may be more humane to treat every case 
surgically, what ever its condition at the time, 
or to administer a lethal dose to an incurable 
and suffering patient. Should the choice lie 
between the two methods, the latter has certain 
advantages in its favor. 


— 
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A NEW METHOD OF PERFORMING GASTRO- 
ENTEROSTOMY.* 


BY ALFRED H. GOULD, M.D., BOSTON, 

For the Division of Surgery of Harvard University. From the Surgical 
Laboratory of the Harvard Medical School. 

THE operation of gastro-enterostomy has been 
found, clinically, to give relief to a large number 
of cases of ulcer of the stomach. Several theories 
have been advanced to explain the success of 
this operation, the most noteworthy of which is 
founded upon the assumption that the artificial 
drainage into the intestine will side-track the 
food and prevent it from passing over the ulcer 
on its way to the pylorus. This drainage might 
occur, (1) by mere gravity, (2) under the influ- 
ence of the contractions of the stomach. Ex- 
perimental observations have apparently proven 
that drainage by gravity is regulated, largely, 
by the intra-abdominal tension. The great 
difficulties which stand in the way of accurately 
determining the relative tensions of these two 
organs has led to a disregard of the results re- 
ported. On the other hand, the muscular action 
of the stomach is better understood. The per- 
istaltic waves converge at the pylorus! and, if 
this opening be patent, it is to be presumed that 
food will prefer the natural to the artificial outlet. 
Side-tracking of the gastric contents, under these 
conditions, cannot wholly explain the abatement 
of symptoms because the food must still pass 


* Fourth paper of series. 
1Cannon: Am, Jour. of Physiology, Vol. i, 1898. 
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over the ulcer as it travels;towardjthe pylorus. 
Nevertheless, any physiological deductions upon 
the action of the stomach, in the presence of a 
gastro-enterostomy, are incomplete unless they 
take into consideration the mechanical effect of 
an ulcer upon the normal stomach peristalsis. 
Although there is no experimental proof, there 
is every reason to believe that the presence of 
an ulcer upon one of its walls must interfere with 
the peristaltic action of the stomach. Whether 
this interference results from reflex spasm, caused 
by the irritation of food; by the splint-like action 
of the wide infiltration which surrounds the ulcer, 
or by adhesions to the stomach bed, it will be 
seen that the free play of the peristaltic waves 
must be markedly impeded. 

The most serious early complication of a gastro- 
enterostomy is the so-called “ circular vomiting,”’ 
a condition which gets its name from the assump- 
tion that the return of the bile and the food into 
the stomach is injurious. As a matter of fact, 
it has been shown (Maase and Chlumsky) that 
the chemical action of the bile in the stomach 
merely amounts to an early neutralization of 
the gastric contents, and does not upset the 
process of digestion. On the contrary, Oxner 
and Mayo have called attention to the fact that, 
although bile may do no physiological harm in 
the stomach, it occasionally gives the patient 
great discomfort from bitter eructations. 

After a simple gastro-enterostomy, in the 
presence of an open pylorus, the food passes 
through the duodenum and proximal coil of the 
jejunum, until it reaches the artificial stomach 
opening. Here it is seized by the stomach peris- 
talsis and again thrust through the pylorus, 
after which, it starts around the circuit anew. 
It is probable that this cycle repeats itself over 
and over again after a simple gastro-enterostomy, 
while a certain amount of food finds its way 
continually out of the distal coil. During the 
past two years I have used, for purposes of 
experimentation upon the gastro-enterostomy, 
120 animals, 80 of which were dogs, and 40 cats. 
Twenty cats and 20 dogs, were allowed to live, 
while the remaining animals were employed to 
perfect personal technic in every detail of the 
various operations for gastro-enterostomy. I 
have, therefore, been able to follow 40 opera- 
tions for gastro-enterostomy for periods varying 
from a few hours to one year, and have examined 
the results of these operations both during life 
(with the animal under an anesthetic) and after 
death. The general results of these experi- 
ments will not be reported here; but many 
interesting facts have been brought to light 
which bear upon circular vomiting. The first 
fact to draw attention to the independence of 
the two coils of the gastro-enterostomy was 
brought out in an animal in which the intestine 
had been attached in such a manner that its per- 
istalsis travelled in a direction opposite to that 
of the stomach. This cat suffered no inconven- 
lence whatever, and ate her food with relish. 
Although the wave ran in continuity across the 
hole, from one coil to the other, it was perfectly 





evident that the jejunum must lose its grip on 
the food at the opening, whether the stomach 
were in motion or not. In this and other cases 
the intestinal peristalsis seemed to travel at a 
much greater speed than that of the stomach, 
and a coéperation of the two appeared impossible. 

In experimenting upon the Harrington ring ? 
it was found that, after falling apart, the seg- 
ments were seized by the stomach and driven 
through the pylorus, although mere gravity would 
have drawn them down into the jejunum. It 
is practically certain, therefore, in a simple 
gastro-enterostomy, that the two coils are as 
independent of each other as if they were im- 
planted into different portions of the stomach 
wall, and that while food is going the circuit of 
pylorus, duodenum, and proximal coil of the 
jejunum, it is gradually escaping into the distal 
coil of the jejunum. 

The small caliber of the cat’s intestine lays it 
open to obstruction by adhesions, and a very 
slight kink may so constrict the lumen that it 
will result fatally. For this reason it was possible 
to study every sort of obstruction which occurs 
at the site of a gastro-enterostomy, and watch 
the symptoms. Only the obvious symptoms 
could be identified, but abdominal cramps and 
vomiting were noted in every case of obstruction. 

Starting with the idea that circular vomiting 
was always associated with a distended duode- 
num and frequently with obstruction of the 
proximal coil, it was very impressive to note the 
great irritability of the stomach, caused reflexly, 
by kinks and bands at the site of operation. 
This was most frequently seen during the first 
three days, although it was once found six weeks 
after the operation. As soon as the fatal nature 
of the cramps and the vomiting was recognized, 
the animals were always killed to avoid suffering 
as soon as these symptoms appeared. 

The kinks were found to be of three general 
types: (1) Adhesion of the proximal and distal 
coils in such a manner that the patch of jejunum 
at the opening pouted into the stomach and acted 
like a valve to the opening of the distal coil; (2) 
lateral kinks, so that the line of suture became 
folded upon itself, sidewise; (3) adhesion to the 
great omentum or to the surrounding organs. 
The first two varieties were the most common, 
but many different combinations occurred. In 
all cases the invariable symptoms were continued, 
vomiting, usually attended by cramps. Since 
every animal refused food from the moment the 
gastric irritibility began, the dilatation of the 
stomach and the duodenum played no part in 
causing the symptoms. In fact the stomach 
was always found to be empty at autopsy. Cir- 
cular vomiting, in these animals, was, therefore, 
associated with post-operative accidents, and 
gastric irritability was found to be frequently 
caused by kinks and bands which did not cause 
complete obstruction. In the cases in which 
complete obstruction was apparently present, 
the vomiting continued until death, irrespective 
of the quantity of food within the stomach. 

2 Annals of Surgery, November, 1904. 





¥ 
| 
i 
qu 
' 
i 
' 


TT no hate a aon - oe aoe nee Se 


i, 
y 
td 





68 


BOSTON MEDICAL AND SURGICAL JOURNAL 





[JANUARY 19, 1905 





Out of the 40 animals in which gastro-enter- 
ostomy was performed, 6 died with symptoms of 
circular vomiting, all of which were cats. 

+ Class 1. Three cats, died in twenty-four hours, 
forty-eight hours; seventy-two hours. 

Class 2. Three cats, died in four days; seven- 
teen days; six weeks. 

In none of these cats were adhesions to the 
surrounding organs found to be the sole cause of 
the obstruction (class 3) but such adhesions were 
found in nearly every case and, occasionally, 
contributed to exaggerate the lesion. 

The first modifications of the old gastro-enter- 
ostomy were devised to prevent the bile from 
entering the stomach. ‘The Y operation of Roux 
is the most effective of these, and furnishes the 
principle upon which the later operations have 
been developed. Wolfer’s procedure of joining 
the proximal and the distal coils of the jejunum 
by a simple anastomosis has been very success- 
ful, because it allows the intestinal contents to 
enter the distal coil, without necessarily enter- 
ing the stomach. However, Chaput, Doyen, 
Fowler, Scott, Mattoli, have all devised expe- 
dients to divert the stream of food directly from 
the proximal into the distal coil by constructing 
an artificial obstruction in the proximal coil just 
bevond the opening of the entero-enterostomy. 
The advantages of this scheme are many, so far 
as immediate results go, but they leave the pa- 
tient exposed to the serious danger of a jejunal 
ulcer from erosion by the gastric juice. The 
percentage of cases in which a jejunal ulcer 
results from a gastro-enterostomy is not knowa, 
for it is not a frequent complication. Robson 
has collected 16 cases of peptie jejunal ulcer. 
In Mikuliez’s clinic 2 cases occurred out of 
160 gastro-enterostomies. One year ago, I per- 
formed a gastro-enterostomy upon a cat, without 
an entero-enterostomy. The cat was perfectly 
well for six months, after which it began to 
lose appetite, weight and strength. She was 
carefully fed, and housed out of doors in a 
comfortable cage with evident improvement in 
her condition, but, despite all treatment, she 
began again to lose ground, and died four months 
later, or ten months after operation. No cramps 
or vomiting were noted at any time. At the 
autopsy, the opening showed no sign of shrinking, 
but a large punched-out ulcer covered one-half 
of the jejunal patch nearly surrounding the open- 
ing of the proximal coil. Of the two mates of 
this cat, which were operated upon the same day, 
and in the same manner, one is healthy in every 
particular, while the other died eleven months 
after operation without known cause. This 
case is cited to show that a jejunal ulcer may 
result after a gastro-enterostomy, despite the 
neutralizing effect of the bile, which, in this 
instance, was returned into the stomach cutire. 

The ultimate success of a gastro-enterostomy 
is always in doubt, because of the well-known 
tendency of the artificial opening to close, when 
the pyloric outlet is open. Many expedients 
have been devised to ensure a permanent opening, 

3 Annals of Surgery, August, 1904. 


the simplest of which is to make the opening 
between the stomach and the intestine a very 
large one. It has been found, clinically, that the 


‘size of the hole has very little to do with its sub- 


sequent closure, and, since a large hole frequently 
leads to kink-formation, its use has been aban- 
doned. It has been noticed (Kelling and others) 
that when the pylorus is wholly obstructed, 
the artificial opening shows little or no tendency 
to close. ‘This has led to the mechanical closure 
of the pylorus, by resection or otherwise, and is 
now regarded as the only certain method of 
providing a permanent artificial opening between 
the stomach and the intestine. It is the belief 
of the writer that the artificial closure of the py- 
lorus will be discontinued, because it violates 
sound physiological principles. It has been 
proven, experimentally, that the discharge of 
bile and pancreatic juice is stimulated by the 
irritation of the papilla of Vater by acid food.‘ 
This incident is one of the most important 
factors in the process of digestion, because 
it secures the discharge of a large amount 
of bile and pancreatic juice at exactly the right 
time. If the pylorus be whoily obstructed, the 
discharge of bile in twenty-four hours will prob- 
ably be approximately the same as when the 
food passes the papilla, but the discharge of bile 
will have no direct relation to meals, and will 
occur independently in response to periodic con- 
tractions of the gall bladder. Reasoning from 
the data stated above, I have devised an opera- 
tion for gastro-enterostomy which is founded 
upon the following principles: 

(1) That the pylorus should never be closed, 
merely to ensure the patency of the artificial 
opening. 

(2) That the gastro-enterostomy opening 
should be so constructed that it will remain open 
of itself. 

(3) That an entero-enterostomy should be 
performed between the proximal and the distal 
coils of the jejunum. 

(4) That as much as possible of the food should 
be prevented from entering the stomach, without 
entirely cutting off the jejunal patch from the 
protection of the nile against the eroding effect 
of the gastric juice. This is accomplished by 
placing a constriction in the proximal coil. 


TECHNIC OF NEW POSTERIOR GASTRO- 
ENTEROSTOMY. 


The stomach is delivered, and the greater 
omentum and the transverse colon turned over 
the epigastrium so as to expose the posterior 
wall of the stomach in the usual way. The 
meso-colon is torn through, with a blunt instru- 
ment, for a distance of about two and a half inches, 
in a direction parallel with the blood vessels, and 
opposite the lowermost point of the greater cur- 
vature. The placing of the stomach clamp is 
the first divergence from Moynihan’s technic. 
This surgeon applies the clamp nearly parallel 
to the greater curvature, but pointing toward 
the fundus of the stomach. This is supposed to 





4 Kelling: Archiv. fur Klin. Chir., 1900, Vol. Ixii. 
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leave the jejunum in more natural relations than 
if the anastomosis were made exactly parallel to 
the greater curvature. That this fine distinction 
is of no practical importance whatever, so long 
as the proximal jejunal coil is long enough, has 
been shown repeatedly in animals, where the 
jejunum is pulled out of its natural bed and fast- 
ened up to the stomach without the slightest 
ill effects. If an entero-enterostomy is per- 
formed below the gastro-enterostomy, it is 
imperative that the stomach incision be made 
parallel to the greater curvature because the 
relations are changed by the drag on the anasto- 
mosis by the attached coils, and an acute bend of 
the proximal coil will result if the stomach inci- 
sion slants toward the fundus. In this opera- 
tion, therefore, the Moynihan incision has been 
disregarded and a line parallel to the greater 
curvature has been adopted as the final direction 
of the incision. 

The stomach clamp is first applied at a right 
angle to the greater curvature, taking up a fold 
about three and a half inches in length, and leav- 
ing a margin of one inch between the end of the 
fold and the greater curvature. This locates the 
clamp parallel with the vessels on the stomach 
wall. The incision into this fold is made in the 
usual way, removing the redundant mucous 
membrane with scissors. The edges of the stom- 
ach incision are now seized with forceps, at points 
midway between the two angles, pulled apart, 
and lifted by an assistant while the operator 
loosens the clamp. When an assistant has pulled 
the middle points of the stomach incision as 
far apart as possible, a new incision will result 
which is parallel to the greater curvature. The 
stomach clamp is again put on while the edges 
are held in. their new relations, leaving a good 
margin of free edge for subsequent sewing. The 
ends of the incision, as originally made, will 
now be placed in the middle, and will have a ten- 
dency to sag unless clamped tightly. The jeju- 
num is now brought out and a longitudinal fold, 
three inches long, is clamped about ten inches 
from the beginning of the jejunum. The first 
sero-muscular stitch is next placed; but, owing 
to the somewhat irregular line of the cut edges, 
the line of suture on the stomach is bent to corre- 
spond, as shown by the dotted line on the draw- 
ing. ‘The suture-line on the jejunum is straight, 
as the duodenal incision is made in the usual 
manner. Each end of the continuous stitch is left 
long for future use. The jejunum is opened at 
a point opposite the middle of the stomach 
Incision, and enlarged a short distance either 
Way. It is better not to attempt to make the 
lengths of the two incisions fit each other, at 
first; but the jejunal eut should be lengthened, 
little by little, until the corners of the stomach 
and jejunal openings are exactly matched. The 
cut edges are sewed together with a No. 0, chromic 
continuous stitch, which starts in the middle of 
the incision, half way between the two corners, 
and goes outward to the corners, on either side. 

he reasons for not adopting the usual method 
of starting at one angle of the wound and sewing 








directly across the base, are two: (1) to allow 
the jejunal incision to be enlarged gradually, 
until it exactly fits the stomach cut; (2) a much 
more secure joint at the corners can be made if 
the suture is continuous, instead of being knotted 
at the angle of the wound, in the old way. When 
it is remembered that the stomach opening 
eannot be further enlarged, on account of its 
new position, the danger of making too long a 
cut into the jejunum will be apparent. The 
continuous stitch is, therefore, tied in the middle, 
to leave two long ends for sewing, and the first 
half of the base sewed together, the jejunal inci- 
sion being enlarged just ahead of the needle. 
The first corner is now turned, and the thread 
tied. It is important not to carry the first part 
of the stitch farther than the first corner, else 
the base-line (made up of the inner lips of the 
stomach and the jejunal incisions) will be buried 
and the operator must work in a pocket. The 
second half of the base-line is sewed together 
from the middle outwards, with the end left on 
the first knot exactly in the same manner as the 
first half, except that, after turning the corner, 
the stitch is carried over the front and tied to the 
end left at the first corner. This is a satisfactory 
method of placing the inner layer of stitches for 
any gastro-enterostomy, because it makes a per- 
fectly firm and accurate approximation at both 
corners. At this point the clamps are removed, 
and the rough edges on the front of the suture 
are buried with a continuous sero-muscular 
stitch. The long end left by the first sero-mus- 
cular stitch is commonly used for this stitch over 
the front. An interrupted sero-muscular stitch 
is placed at either angle of the anastomosis, about 
one-quarter of an inch away, as an extra support. 
The edges of the incised meso-colon are finally 
caught down, with interrupted stitches, to the 
stomach, around the anastomosis. 

The second step, in the usual gastro-enteros- 
tomy technic, is to perform an entero-enterostomy 
between the proximal and the distal coils of the 
jejunum. In this case, however, owing to the 
peculiarity of the obstruction to be made in the 
proximal coil, it is better to complete the valve 
before making the entero-enterostomy. The 
obstruction of the proximal coil is commonly 
done in one of three ways: 

(1) By constriction with silver wire (Fowler) ; 
(2) by longitudinal inversion of coil by sutures 
(Scott, Mattoli); (3) by actual resection of the 
proximal coil between the two openings (Doyen, 
Chaput). The third method cuts off all bile 
from the stomach, and for this reason is not 
desirable. “The second method has not always 
been found to be permanent, while the first leaves 
a foreign body within the abdomen. I have 
found that a very successful, and up to the pres- 
ent, permanent, valve may be formed by inverting 
the intestine transversely, instead of longitudi- 
nally. This technic requires three or more 


layers of sutures: the first are interrupted mat- 
tress stitches, placed around the circumference 
of the gut as if an end-to-end suture had been 
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and forms a circular constriction. The inter- 
rupted stitches are followed by two layers of 
continuous stitches, which turn in still more of 
the bowel, and thus make a strong diaphragm 
across the lumen. By this procedure the proxi- 
mal coil is shortened by about 3 of an inch, and 
for this reason, it should be done before making 
the lateral intestinal anastomosis. The site of 
this valve should be about 34 inches below the 
vastro-enterostomy. A lateral anastomosis is 
now made, about one inch below the valve, 
using clamps and suture, just as in an ordinary 
gastro-enterostomy. Before closing the anas- 
tomosis, the clamp, which is placed on the 
proximal coil, is removed and a blunt instru- 
ment introduced upward into the coil to ascer- 
tain whether the artificial diaphragm is wide 





Fig. 1.) Shows position of the ineision at a right angie to the 
greater curvature. 








hig. 2.) Shows the stomach incision pulled out parallel to the 
greater curvature, and side by side with the’ jejunal incision. 





lic. 3. Shows diamond-shaped opening resulting from this 
method of sewing the stomach to the jejunum. Also note the situ- 
ation of valve in the proximal coil. 


enough to obstruct the lumen. If the inturned 
edge is found to be too scanty, another continuous 
stitch is placed around the bowel until exactly 
the proper amount of obstruction has been made. 


the abdomen closed. The apparent objection to 
such a diaphragm is, that it may flap back and 
forth without really opposing the advance of the 
food through the proximal coil. This has not 
been found to be the ease if enough of the bowel 
wall is turned in. <A good rule is to turn just 
enough to allow the introduction of the end of 
an artery foreeps, and no more. 

A glance at the diagrams will make clear that, 
by sewing the stomach to the jejunum in this 
manner, the posterior wall of the stomach is 
narrowed transversely. As soon as the stomach 
falls back into its bed, the incision will tend 
to assume its original position at right angles to 
the greater curvature. The edges of the jejunal 
opening would be pulled wide apart, except for 
the fact that the middle of the stomach incision 
is dragged back, on either side, by the longitudinal 
pull of the jejunum, and the greater the disten- 
tion of the stomach the greater will be the counter 
pull of the jejunum. 

This operation has been done by me upon 
11 cats, 6 dogs, and 1 man. It is reported with- 
out knowing the final results. The cat experi- 
ments are of no,value to prove the permanent char- 
acter of the opening, because these animals were 
killed too early. They were used for purposes 
of technie and for study of the behavior of the 
artificial opening, under the influence of peristal- 
sis. Of the 6 dogs, one died of influenza, 3 weeks 
after operation; one diea while in apparent good 
health, six weeks after operation; a third was 
killed four months after operation. In none of 
these animals had the opening shown any sign 
of contracting or any evidence of kink formation, 
or leakage. The remaining three dogs are now 
alive and in perfect health at, respectively, thirty- 
eight weeks, twenty-six weeks and ,twenty-one 
weeks after operation. 


ANIMAL EXPERIMENTS. 


Lived after 
Operation. 


Cat 1. 15hours. Tight. 


Animal. Condition of Anastomosis. 


” 4 + ” ; ” 
” Ue aad ” ” 
» 4 3 days. = 
” 5. 4 ” 9 
”) 6. 7 ” 9) 
9” a. 16 ” ”? 
” 8. 17 ” ” 
” 9. 21 ” ” 


» 10. 28 
2 se : 

Dog 1. 3weeks. Tight, no contraction; died of 
influenza. 

Tight, no contraction ; died, cause 
of death not found. 

Tight, no contraction; killed. 
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REPORT OF CASES. 


G. H. W., thirty-nine, married, laborer. 

For an indefinite number of years the patient had 
suffered from recurring attacks of mild indigestion, 
characterized by distress after eating, and oc -asional 





The entero-enterostomy is then completed, and 


nausea. These symptoms in no way prevented his 
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Fig. 4. The stomach has heen turned over, thus 
exposing its posterior wall, which is approached through 
opening in meso-colon. Note that the incision into 
the stomach is parallel with the blood vessels, and 
nearly at right angles with the greater curvature. Note, 
also, that forceps are picking up the middle of the cut 
edges, preparatory to drawing them out parallel to the 
greater curvature. 
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Fic. 5. Stomach incision elamped at a right angle to its original position. Dotted 
lines show path of sero-muscular stitch 
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Fic. 6. The jejunum and the stomach are held together by clamps and first sero- 
muscular stiteh. Note method of beginning the through and through stitch in the 
middle of inner edges. ‘The thread has crossed half of base and has closed in one corner, 
after which it goes over the front. 
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working, until one and a half years ago. At this time, 
he was taken suddenly with faintness, “ bloating”’ 
and nausea, made worse by eating, but never accom- 
panied by pain, tenderness, or loss of appetite. The 
natural neurasthenic tendency of the man became 
much exaggerated by the condition of the stomach, 
until he found that any attempts at work brought on 
such severe dizziness and faintness that he soon stopped 
work and devoted his whole time to the care of his 
health. For several months, succeeding his first definite 
attack, the patient suffered, more or less constantly, 
from nausea after eating, sometimes followed by vomit- 
ing, which was, rarely, bloody. He placed himself 
under the care of Dr. Arthur Mitchell, of Medfield, and 
followed out a careful system of medical treatment. 
Although a certain amount of improvement resulted, 
the case was thought to be of too chronic a type to offer 
hope of a permanent cure by purely medical means. 
The patient was sent by Dr. Mitchell to Dr. E. P. 
Joslin and was kept under observation for one month. 
After analysis of the gastric contents and considera- 
tion of the symptoms, a diagnosis of chronic gastric 
ulcer was made. In view of the rapid loss of weight 
(thirteen pounds) which had taken place during the 
last month, Dr. Joslin advised immediate operation, 
while the patient was still in good condition. 

The man was found to be fairly well nourished. The 
abdominal examination gave no evidence of gastric 
dilatation, or of pyloric stenosis. No mass nor tender- 
ness discovered. 

At operation the pylorus was found to be patent, 
and the stomach of normal size, the lower border reach- 
ing to one finger’s breadth above the umbilicus. There 
were no sears visible upon the stomach walls, nor any 
definite inflammatory thickening. No glands were 
seen on either curvature. The meso-colon was firmly 
adherent to the posterior wall of the stomach and a 
good amount of dark blood was found in the stomach. 
As nothing could be gained by prolonged search for the 
lesion, a posterior gastro-enterostomy was performed 
after the manner described above, without, however, 
adding an entero-enterostomy. The gall bladder, 
pancreas, liver and kidneys were examined and found 
to be apparently normal. The patient had a somewhat 
tedious convalescence on account of his low nervous 
condition. His wound healed by first intention; but 
the faintness and nausea became much worse than 
they had ever been. He was fed with nutritive ene- 
mata for about one week, after which cautious resump- 
tion of mouth feeding was tried. For one month 
after operation the nausea, faintness and occasional 
vomiting persisted, whereupon the patient began 
gradu: ally to improve. He spent the summer in the 
country and gained rapidly in strength, though his 
nervous symptoms were intractable. At the end of 
three months the faintness and nausea had disappeared, 
allowing an extension in the diet. Occasionally he has 
hitter eructations after he has eaten too heartily. He 
is able to do the heaviest sort of laboring work without 
a sign of weakness. In general, it may be said that 
the six months of convalescence, which has succeeded 
this gastro-enterostomy, has been marked by no 
sequele that might not have accompanied the old 
operation. 


A careful search through the literature has dis- 
closed no previous case in which this operation 
has been performed ; but the literature on the 
subject of gastro- enterostomy is so voluminous 
that an oversight would not be surprising. How- 
ever, the writer feels no hesitancy in reporting 
the technic as original since it was worked out 
entirely independently of outside suggestions, 





Thanks are due to Doctors G. D’Amezaga, R. 
Dexter and O. E. Wasgatt for their kindness in 
assisting in the experiments. 
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POINTS PERTAINING TO THE MANAGEMENT 
OF DIABETIC AND NON-DIABETIC 
GLYCOSURIA.* 


BY HEINRICH STERN, M.V., NEW YORK. 


THE management of the glycosuric symptom 
of disease is “by no means as simple as some 
authors would like to have us believe. To treat 
one case like the other is a@ priori irrational on 
account of the varied etiology. Furthermore, 
even if the result of analogous factors, the indi- 
viduality of each and every patient has to be 
taken into account, probably to a greater extent 
than in the treatment of any other pathological 
symptom. The treatment of any type of glyco- 
suria has to conform in the first instance with the 
treatment of the underlying disease, if recogniz- 
able and possible. If the causative factors cannot 
be determined, or if treatment of these factors 
avails nothing or little as regards the improvement 
of the specific symptom as welJ as that of conco- 
mitant phenomena, the individual should be 
treated rather than the symptom per se. Hence 
the iron-clad dietary rulés for the treatment of 
diabetes, for instance, should be only adhered to 
if they synchronously, with the diminution or 
cessation of the glycosuria, effect general improve- 
ment of the patient and tend to increase, or even 
but to maintain, the absolute body weight. 

For my subject to-night I have selected some 
of the points fundamental in the discriminating 
treatment of the glycosurie symptom of disease. 
To the greater part, they are the fruit of a very 
large personal experience with the management 
of glycosurics. For a more detailed account of 
the matter I have to refer to a number of my 
earlier writings on which are based the following 
remarks: 


(1) DIABETIC AND NON-DIABETIC GLYCOSURIA. 


Glyecosuria is not a specifie symptom of dia- 
betes alone, but it is a frequent phenomenon in 
a variety of a number of well-defined disorders. 
Glycosuria may appear after injury or removal 
of certain organs. It seems even that glyco- 
suria will supervene in many instances in which 
certain vital organs have been seriously affected, 
but in which the organism survives for a time. 
It may occur after injection of adrenalin, after 
ether and chloroform anesthesia, after adminis- 
tration of substances like phloridzin, chloral, 
mercuric bichloride, morphine, strychnine, amyl- 
nitrite, curare, thyroid preparations, etc.; after in- 
halation of carbon monoxide; after the excessive 
use of tobacco and alcoholic beverages; during 
the luetie process and during or after infectious 
diseases. 

The glycosuric symptom of disease appears and 
subsides, as its causative factors supervene or 
disappear. It may, therefore, exhibit a transi- 


* Read at the meeting of the Lynn Medical Fraternity, a 
Nahant, Mass., June 30, 1904. 
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tory character or one of a certain degree of 
chronicity. 

On the other hand, as first pointed out by me 
in 1897,! that what we designate as diabetes 
mellitus is but the second stage of a process of 
systemie deterioration, that there is a pregly- 
cosurie stage of the affection, that the glycosuria 
is nothing more than the most prominent pheno- 
menon of the second stage of the deterioration, 
and that the severity of the diabetic state does 
not depend upon the intensity of the concomitant 
glycosuria. 

Apart from the dissimilarity of the clinical 
pictures of true diabetes and that disturbance of 
which it forms an integral part, non-diabetic 
elycosuria, as shown by me,’ * differs from the 
diabetie type in the following respects: 


Diabetic 


Nondiabetic Glycosuria Glycosuria 





Cause. Demonstrable in most Unknown. 
instances. 
Duration. Depending upon = na- Chronic. 
ture and degree of 
underlying factors. 
Degree of intensity (un-!"fild, urmary glucose, Higher, Urinary 
influenced). usually less than 19% = glucose from 1% 
upward. 
Amount of urine (unin- Normal, or but slightly Markedly in- 


creased 
nently). 
Increased. 


fluenced). (temporarily) in- 
creased. 
Nitrogen exereted by Normal ratio. 
urine (uninfluenced.) 
Influence of antidiabe- Frequently none orlim- Al way s Ger- 
tic regimen. ited. Gerhardt’s re-  hardt’s reaction 
action always nega- occasionally posi- 
tive. tive. 
Influence of measures Frequently positive: 
directed toward re- cessation or decrease 
moval or modifica 
tion of (known) etio 
logic subst a an 


(perma- 


The clinical discrimination between the dia- 
betic and non-diabetic forms of glycosuria is not 
a very difficult matter, if we bear in mind that, 
apart from the above classified divergent points 
of the two general types of glycosuria, the classic 
symptom complex of diabetes, including the 
increased nitrogen metabolism, as described by 
me on a former occasion,’ is either totally 
absent, or only partly present in the non-dia- 


betie condition accompanied by glycosuria, 
and if we likewise remember the fact that in 


the greater percentage of cases a demonstrable 
cause stands at the foundation of non-diabetic 
glycosuria. 

By the aid of these discrepant factors, the 
presence of diabetic and non-diabetic glycosuria 
in the same person may be demonstrated? In 
cases where simple glycosuria is superseded by 
well-authenticated diabetes, the occurrence of 
both types of melituria is not simultaneous. 
Here occurs a successive manifestation of both 
types, so that one of them would only firmly and 
permanently establish itself, after the other has 
abandoned its hold upon the patient. Cases of 
this description, however, cannot be classified 
under the head of ‘“ duplex melituria,”’ a term 
by which I have designated the synchronous or 
alternate occurrence of diabetic and non-diabetic 


of symptoms, including the respective glycosuria, 
is, therefore, the crucial point by which to recog- 
nize the occurrence of duplex melituria. 


(2) PROPHYLACTIC TREATMENT OF GLYCOSURIA 
AND DIABETES. 


The various types of glycosuria may be pre- 
vented, or their occurrence may be postponed, 
much in the same manner as other symptoms of 
disease, or the diseases themselves are warded 
off, or are intercepted. In individuals with a 
neurotic tendency, aforementioned glycosuria- 
producing drugs, if at all, should be but sparingly 
employed. I have found it best not to utilize 
such medicines at all, if not modified by another 
medicament. Thyroid extract, for instance, a 
most active drug in certain diseases, should never 
be administered, unless attenuated as first devised 
by me,? viz.: 


R Acid arsenious gr. 1-60 .001 
Adonidin er. 1-12 .005 
Thyroid gland, dry powder gr. 2 12 


M. Ft. compressed tablet, No. i. 


Patients affected with gastro-intestinal disease, 
with syphilis or gouty conditions, should remain 
under treatment until a decided amelioration of 
their state of health has ensued. It is my experi- 
ence that glycosurias of the transitory, as well 
as of the chronic, types not infrequently supervene 
if timely and adequate treatment of afore-men- 
tioned affections has been neglected. 

Again, it is a well-known fact that diabetes is 
not only a racial but frequently a family disease. 
Whenever diabetes is recognized as a family 
affection, the amount of carbohydrates should 
be curtailed for those members of the family 
who are not as yet affected. A diabetic parent 
should endeavor to withhold from his offspring 
those articles of diet which he, himself, has 
cherished, or still cherishes. This should be 
especially the case in those instances in which the 
parental diabetes is the one following obesity. 
Polysarcia, followed by glycosuria, may be 
nothing else but a masked form of diabetes. 
The surplus of non-oxydized carbohydrate in- 
gesta is first stored in the form of fat and finally 
excreted in the form of glucose. 

As a matter of course, the carbohydrate ingesta 
should not be entirely withheld from the indi- 
vidual predisposea to diabetes, but they must 
be reduced to a moderate quantity. I fina that 
such individuals get along very nicely with from 
1.5 to 2.5 gms. of carbohydrate for each kilo- 
gram of body weight in the twenty-four hours. 
This means from 6.15 to 10.25 calories per day 
and kilogram of body weight, or if an individual 


has a body weight of 70 kilograms, from 4380.5 to 
717.5 calories. Besides the reduction of the 


carbohydrates, moderation should be exercised 
in other respects. Those predisposed to diabetes 
should abstain from malted beverages entirely. 
The stronger alcoholics should be partaken of, 
if at all, in small amounts only. Excesses in 
venery should be avoided; excitement of a pre- 





glycosuria. ‘The alternate prominence of one set 


ventable nature should be interdicted. Business 
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enterprises, scientific and other pursuits involv- 
ing a great and incessant mental strain, should 
not be undertaken. 

The mode of employment of the person pre- 
disposed to glycosuria is hence a factor not to be 
underestimated. Such individuals should not 
become locomotive drivers, for instance, an occu- 
pation which undoubtedly paves the way to 
conditions exhibiting glycosuria as one of their 
main symptoms. Such persons should also not 
be placed in the turmoil of business, the ups and 
downs of which favor the superveation of glyco- 
surie conditions. Again, they should not enter 
the liquor and restaurant trade, as according to 
statistics published by me* a rather large per- 
centage of those occupied in these trades are 
afflicted with a diabetie affection. 


(3) DIFFERENTIAL TREATMENT OF DIABETIC AND 
NON-DIABETIC GLYCOSURIA. 


Being able to recognize the clinical difference 
between the diabetic and non-diabetic types of 
glycosuria, We should attempt a different manage- 
ment for the amelioration of the respective 
glycosurias. While we can trace many instances 
of non-diabetic glycosuria to a direct or mediate 
factor, we cannot as yet assign a specific cause 
for diabetes proper. Non-diabetic glycosurias 
may hence be influenced by etiological treatment, 
that is by acting upon their known substrata, 
while the therapy of true diabetes on the very 
account of our meagre knowledge concerning its 
pathology, cannot help being of a more or less 
empiric nature. For these reasons the treatment 
of diabetes mellitus is chiefly dependent upon the 
question of diet. Partial or total elimination of 
both, glycosuria and the other characteristic 
symptoms, will nearly always follow upon the 
diminution or exclusion of carbohydrates from 
the nutriment. Non-diabetie glycosuria is like- 
wise influenced by an abstention from starchy 
and saccharous material. Non-diabetie glycos- 
uria, however, although never as intense as the 
diabetic type, will not respond as readily as the 
latter to the withdrawal of carbohydrate nour- 
ishment. It follows then that the majority of 
obstinate cases of glycosuria which do not yield 
to a noa-farinaceous diet, are non-diabetic in 
character. To this class, especially, belong pa- 
tients, except those in the last stage of diabetes, 
who exhibit a progressive bodily decline after 
having followed a strict anti-diabetic dietary. 

_ The beneficial effects obtained by a rigid diet 
In diabetes and its concomitant glycosuria 
prompted its employment in glycosurias origi- 
nating on a different basis. Excellent as this 
empiric method is in treating the diabetic state, 
it should not pe indiscriminately adapted to all 
glycosurias regardless of their causative factors. 
rhis would not only be irrational, but sometimes 
even positively injurious. This will be plainly 
understood, if we remember that glycosuria is 
but an indication of many underlying causes, and 
that the latter must be influenced in order to 
ring about an amelioration of the symptom per se, 











After all, must we try to suppress glycosuria 
when and wherever we encounter it? To this 
question I answer with a peremptory “ No.” 
As long as the patient remains in a fair condition, 
interference with an eventual slight glycosuria 
does not seem justified. This is especially the 
case when we attempt to obliterate the glycosuria 
by dietary means — a procedure which, in in- 
stances of non-diabetic glycosurias, is undoubt- 
edly a two-edged' knife. 

Withdrawal of carbohydrates for the reduction 
of glycosuria is primarily indicated in such cases 
which have arisen on an indisputable diabetic 
basis. The treatment of other types of glyco- 
suria should be limited to that of the etiological 
factors. 


(4) WHEN SHOULD DIETARY OR MEDICINAL TREAT- 
MENT, OR BOTH, BE INSTITUTED? 


Indications for the Institution of Dietary 
Treatment Alone. 


. 

All patients exhibiting the usual syndrome of 
diabetes mellitus, whose urine is free from ace- 
tone, diacetic and betaoxybutyric acids, should 
be subjected to strict dietary regulations until all 
the symptoms have completely subsided, or until 
all symptoms excepting glycosuria, which, in the 
meantime, has declined to less than 1%, have 
disappeared. 


Indications jor the Institution of Medicinal 
Treatment Alor. 


(1) All cases systematically declining on the 
regulation of diet. 

(2) All cases in which a long-continued rigid 
diet cannot effect complete cessation of the 
glycosurie symptom. 

(3) All cases excreting less than 1% (or 15 
grams per day) of glucose in which the patient 
suffers from some disorder, but does not exhibit 
the usual symptom-complex of diabetes mellitus. 

(4) Such eases in which diet has brought about 
subsidence of diabetic phenomena, but in which 
continued mental excitement is liable to effect 
recurrence of glycosuria. 


Indications jor both Dietary and 
Treatment. 


Medicinal 


(1) All cases in which a dietary as well as a 
specific hygienic treatment is indicated and in 
which the patient through circumstances 's pre- 
vented from properly executing them. 

(2) All eases exhibiting the syndrome of dia- 
betes mellitus, but which, for reasons of an accom- 
panying affection, like chronic nephritis, for 
instance, cannot be kept under a rigid anti- 
diabetic regime. 


(5) MEDICINAL TREATMENT OF GLYCOSURIA. 


The employment of medicines in combating 
the diabetic deterioration, as long as its true 
nature remains unknown, is nothing more than 
the crudest empiricism. Furthermore, no known 
medicament, at least in the mode in which we 
administer it at the present day, appears to exert 
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any influence in arresting the progressive ten- 


dency of this affection. Drug action should, 
therefore, be resorted to only in those cases of 
glycosuria, the foundation of which is deter- 
minable. By subduing the original cause, or 
by ealling forth vicarious action, the drug may 
ultimately bring about the cessation of the 


glycosuric symptom. Remedies specifically in- 
fluencing the substratum will frequently cause a 
diminution or termination of the glucose output. 
If the liver seems to stand at the foundation of 
the glycosuric phenomenon, the administration of 
the various alkalis, arsenical preparations, chio- 
nanthus virginica and remedies belonging to this 
class, may be employed to advantage; if a path- 
ological condition of the gastro-intestinal tract 
is responsible for the elycosuria, antacids, anti- 
fermentatives, stomachies, etc., should be utilized 
in much the same manner as if the glycosuric 
condition did not exist; if syphilis is at the bottom 
of the phenomenon, medicines alleviating the 
syphilitic condition must be preseribed; if the 
glycosuria is neurogenous in character, the 
specific nervous lesion should be medicinally 
influenced. The nervous system, in fact, is the 
favorite medium through which medicaments for 
the “ cure of dianetes”’ are generally made to 
act. Such are opium (morphine, codeine, heroin, 
dionin), the bromides, chloral hydrate, chlora- 
lamid, antipyrin, acetanilid, phenacetin, bella- 
donna, strychnine, syeygium jambulanum, ergot, 
uranium nitrate, ete. 

The nervous affection, together with its glyco- 
suric phenomenon, is often relieved by remedies 
of this kind, especially where the output of 
glucose does not exceed 1%, or about 15 gms. a 
day, and where the patient is rather emaciated. 
These remedies should, however, be supplemented 
by dietary treatment in the case of well-fed or 
obese patients excreting more than 1% of grape 
sugar. 

The poisonous and narcotic remedies, however, 
should only be used on exceptional occasions, as 
the nervous causes of glycosuria are of an exceed- 
ingly chronic character. Of the very large num- 
ber of cases of chronic glycosuria which have come 
under my observation I do not think I have 
administered opium or its alkaloids or deriva- 
tives for the condition per se more than in 5% 
Opium is only indicated jn rapidly declining cases, 
when excessive cellular catabolism is to be 
checked. Its effect is to retard the intracellular 
processes, and, therefore, although it may have 
the desired effect in specific instances, it may 
often act unfavorably upon the vitality of the 
organs. 

Opium seems to exhibit qualities in influencing 
the glycosuric symptom, which are not possessed 
by its alkaloids or derivatives, and the latter 
should, therefore, be discarded in these conditions. 
In efficacy codeine comes next to morphine, 
followed by heroin and dionin. I have not found 
the glycosuric phenomenon to be greatly in- 
fluenced by the bromides or by chloral hydrate, 
although they afford some relief in certain nervous 
conditions. Of great merit is antipyrin, espe- 





cially if a functional neurosis, as a consequence of 
acute infectious disease, has been instrumental 
in producing glycosuria. I have seen satisfactory 
results from “the administration of belladonna, 
atropin or small doses of ergot, in the abatement 


of glycosuria following traumatic neuroses. Ura- 
nium nitrate has not, to my knowledge, been 


productive of any good in reducing the quantity 
of excreted glucose. 

The most valuable agent for overcoming 
neurogenous glycosuria is undoubtedly sveygium 
jambulanum, which is obtainable in the shape of 
powdered jambul seeds or the fluid extract of 
jambul seeds. Either should be given in doses 


of .75 gm. three times a day, to be increased later 
to 10, 20 and even 30 gms. a day. I prescribe 


this remedy in the shape of pills or capsules con- 
taining a solid extract of jambul seeds, resembling 
in appearance and consistency the extract of 
aloes, and of which I have administered as much 
as 10 gms. a day. 

From the effects displayed, I conclude that 
there are different qualities of jambul on the 
market, and if the drug obtained from one source 
is not productive of satisfactory results, it should 
be procured from another souree. The adminis- 
tration of small*doses of this drug may be con- 
tinued for a long period, in fact it is best to con- 
tinue it indefinitely, where there are obstinate 
cases of nervous conditions to deal with, and 
where the accompanying glycosuria is usually 
of a low degree, but tending to occasional exacer- 
bations. 
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THE BROWN TAIL MOTH ERUPTION. 


BY HARVEY P. TOWLE, M.D., 


Assistant Physician for Patients with Diseases of the Skin, Out- 
Patient Department, Massachusetts General Hospital; Lecturer 
on Dermatology, Dartmouth Medical School. 


In 1897 information reached the State Board 
of Agriculture that an unknown insect was 
destroying vegetation on the border of Somerville 
and Cambridge. Investigation showed that it 
was the brown tail moth, a : ative of Europe. 
Further investigation seemed to indicate that 
the insect had been imported to this locality on 
some roses purchased in Holland by a Somerville 
florist. For a few years the area infested was 
comparatively small. During this time the 
spread of the insect was much limited by the 
efforts of the Gypsy Moth Commission. In 
1900 the state refused to make further appro- 
priations and the Commission was forced to give 
up its work. Since that time the infested area 
has increased rapidly, chiefly to the north of the 
original focus, reaching, according to a recent 
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report, as far as Nova Scotia (Frost). The dis- 
trict west of Somerville has suffered less than 
that to the north, the district south least of all. 
lor some time the moth was known as an enemy 
to vegetation only. As the infested area increased 
however, and the moths became more and more 
numerous, the people of he district began to 
suffer in increasing numbers from an eruption 
which it is now recognized was due to the brown 
tail moth caterpillar. Although cases were 
numerous and although, as will be seen, the erup- 
tion was characteristic there has been almost no 
reference to it in the medical literature. It seems 
worth while, therefore, to call the attention of 
the medical profession to the moth and its menace 
to human comfort. 

Every June in the cities and towns lying to the 
north and west of Boston occurred many cases 
of an eruption which was urticarial in character, 
itched intensely and affected chiefly the exposed 
parts. The prevalence of this eruption in the 
district infested by the brown tail moth, the 
time of its occurrence and its uniform character 
soon caused comment. In the Boston Mrpicau 
AND SURGICAL JOURNAL for June 13, 1901, Dr. 
J. ©. White published a letter in which he said 
that ‘‘ he saw in the Out-Patient Department of 
the Massachusetts General Hospital many cases 
which were undoubtedly caused by a caterpillar. 
The dermatitis was of the same type in all cases 
and there was also a uniform history of the re- 
moval of caterpillars from the affected parts just 
preceding the eruption.” In the issue of the 
same JOURNAL for June 27, 1901, Dr. Edith Meek 
said that the eruption was due to hairs of the 
brown tail moth. Since these letters were pub- 
lished many cases of the eruption have come to 
the Skin Out-Patient Department of the Massa- 
chusetts Hospital, which were so typical that 
they were often described as ‘caterpillar rashes.”’ 
The common history of these cases is as follows: 
The patient while out of doors felt something on 
his neck. He put up his hand and brushed away 
a caterpillar. A few hours later his neck began 
toitch. Red spots then appeared. These were few 
at first but soon became numerous. The itching 
increased in intensity with the increase in the 
eruption and in some cases became almost unbear- 
able. In other cases the eruption appeared on the 
face and hands as well as on the neck and in some 
cases extended more or less over the chest and 
back. The lesions were round, elevated above 
the surface of the skin, firm, of a red color which 
disappeared on pressure and averaged in size a 
large pea. As a rule the lesions were discrete, 
but occasionally they were confluent and formed 
patches of varying sizes. The individual lesion 
lasted longer than the ordinary wheal, often per- 
sisting for many hours. The eruption itself 
lasted from several days to several weeks. Re- 
currences took place as often as there was expo- 
sure. There was no disturbance of the general 
health except secondarily. In subjects other- 
wise out of health the results of the intolerable 


itching and the consequent nervous strain were 
Serious. 





The following cases taken from the records of 
the Out-Patient Department of the Massachusetts 
General Hospital will illustrate the uniformity 
of history and type: 


Case I.— Lives in Waltham. The previous day 
was bitten while sitting under a tree. Anerruption on 
the neck followed. The case presented a large mass 
of urticarial lesions about the neck and extending 
somewhat down the back. Everywhere linear scratch 
marks. Eruption resembles that due to brown tail 
moth. 

Case II. — Was walking in the country yesterday 
when a caterpillar landed on his neck. Itching began 
almost immediately and that night an eruption ap- 
peared. To-day presents a remarkable reddish erup- 
tion which encircles the entire neck and extends from 
the clavicle to chin. This area is dotted with very 
numerous hard, rounded lesions of the average size of 
asmall pea. Here and there coalescence to form small 
patches. 

Case III. — An urticaria of the neck of the cater- 
pillar type. Appeared two days ago after an excur- 
sion to Wakefield. 

Case IV. — Urticaria of the caterpillar type about 
the neck, most marked on the right. Some involve- 
ment of the arms. The eruption followed a visit to 
the country. 


As has been indicated already, the exact cause 
of the eruption was not known definitely at first. 
The fact that the eruption was prevalent in the dis- 
tricts in which the brown tail and gypsy moths 
were abundant and that it was often preceded by 
the finding of a caterpillar on the affected part at 
once gave rise to the suspicion that it was due to the 
caterpillar of one or the other moth. The State 
Board of Agriculture soon demonstrated that the 
eruption was due to the caterpillar of the brown 
tailmoth. They state that in spite of all the work 
their men have done among the gypsy moths 
they have never known a case to arise. Fernald 
and Kirkland have published, under the direction 
of the State Board of Agriculture, a very full and 
elaborate report on the brown tail moth which 
deals chiefly with the life history of the insect, its 
ravages, the means of extermination and, to a 
less degree, with the irritation it produces in the 
skin. I am indebted to this report for many of 
the following facts. The writers state that they 
soon found that the eruption was caused by certain 
very short, pointed hairs with barbs which occur 
in the brown tail moth caterpillar at the time of 
the third and fourth moltings. The caterpillar 
has also both long pointed hairs and branching 
hairs, but these do not cause the eruption. The 
short barbed hairs become dislodged from the 
caterpillar and lie upon the skin. If now they 
are rubbed the points enter the skin and each 
succeeding movement tends to drive them deeper 
because of the barbs. As a result of their irrita- 
tion the characteristic itching eruption appears. 
An interesting experiment which Dr. Tyzzer 
performed upon himself some years ago confirms 
this view of the causative action of the minute 
barbed hairs. Dr. Tyzzer never published the 
results of thisexperiment. Iam therefore obliged 
to quote from memory. As, however, I saw his 





work I think that the facts given are correct. 
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Dr. Tyzzer rubbed a brown tail moth cater- 
pillar over the skin of his forearm. When the 
eruption appeared he excised a piece of skin and 
examined it microscopically. In the lesions he 
found these same minute barbed hairs beneath 
the epidermis. 

The question had been raised as to whether 
these barbed hairs caused a purely mechanical 
irritation or whether it was caused by some 
poisonous substance as in the case of the sting of 
a bee. The Fernald-Kirkland report gives the 
results of chemical analysis made by Mr. F. J. 
Smith to determine the presence of such a poison. 
Various extracts were made from the hairs, co- 
coons and molted skins. The results were en- 
tirely negative. No poison was found. It was, 
however, noticed that unfiltered extracts caused 
an irritation of the skin in every case. On the 
other hand, extracts which had been filtered to 
remove the hairs did not irritate. The various 
experiments show, therefore, that the irritation is 
mechanical and not chemical. 

A brief consideration of the life history of the 
brown tail moth will complete the evidence 
against the barbed hairs of its caterpillar. The 
‘aterpillar is hatched in late July. This cater- 
pillar molts twice in this season and in September 
builds its nest and goes into winter quarters. 
When the warm weather comes again the cater- 
pillar wakens into activity. In the latter part 
of May it molts for the third time and for the 
fourth time early in June. It is at this time — 
that of the third and fourth moltings — that the 
short barbed hairs are found. It is at this same 
time — June —that the eruption is prevalent. 

From these few facts it will be seen that the 
short barbed hairs of the brown tail moth cause 
an eruption in human beings as a result of me- 
chanical irritation which is typical in aspect, 
very annoying in character and one which in 
invalids or very sensitive people may be at- 
tended by serious consequences. 


+ 


Medical Progress. 
RECENT PROGRESS IN SURGERY. 


BY HERBERT L. BURRELL, M.D., AND H. W. CUSHING, M.D , BOSTON. 
(Concluded from No. 2, p. 49.) 


SKIN GRAFTING BY DOUBLE TRANSPLANTATION. 








STEINTHAL ” reports a case in which he satis- 
factorily covered a large defect of the right 
popliteal space with a large skin flap trans- 
planted from the left mammary region. The 
flap, rectangular, 17 em. by 10 em., was attached 
by one side to a wound along the anterior surface 
of the left leg which was strongly flexed on the 
abdomen. When healed in the position the 
pedicle connecting it with the chest was cut. 
The left leg was now extended and the flap thus 
brought into close proximity to the right leg was 
sutured to the granulating defect in the right 
popliteal space. After union to this new site, 
the attachment to the left leg was severed and 
the process completed. At first sight this seems 





a rather complicated procedure. But it certainly 
shows considerable ingenuity on the part of the 
operator. For-the exact details of the case the 
reader is referred to the original article which 
gives a somewhat full description. 


A METHOD OF TENDON SUTURE. 


Most of the present methods require consider- 
able time for their accomplishment since they 
require that the cut surfaces of the tendons 
should be brought into exact contact. Suter,” 
in a recent publication, claims that this is not 
necessary, but that a much firmer union can be 
obtained by another method, the principle of 
which has already been employed by Heveter. 
In his experience the union of the ends by a 
single loop of suture passed through the cut ends 
at some distance from the cut surfaces is insuffi- 
cient because the suture is apt to tear the fibers 
apart. Suter, in a manner illustrated by dia- 
grams, surrounds and compresses the tendon in 
its entire circumference so that it is perforated 
at four equidistant points. In this way he 
completely avoids the tearing apart of the tendon 
fibers. After both the ends of the severed tendon 
are thus sutured, the stumps are brought in con- 
tact by tying together the double threads of both. 
In his experience, the healing has been excellent. 
The slight shortening is of no practical impor- 
tance. The advantages claimed are the short 
time required, the firmness of the suture, that it 
can be done without an assistant and the dimin- 
ished danger of infection. Clinical histories of 
actual cases are published to confirm the prac- 
ticability of this method of sutures. 


TECHNIC OF NERVE SUTURE. 


Foramitti,* following out the suggestions of 
Vanlair, has sought to use arteries obtained from 
animals to protect the point of suture from com- 
pression by connective tissue formation and to 
favor the union of the nerve fibers of the pro- 
ximal with the peripheral stumps. For this pur- 
pose he recommends the arteries taken from 
freshly killed calves, which are hardened, pre- 
pared and kept ready for use. The arteries are 
taken from the animal under aseptic conditions, 
are washed in sterile salt solution and then 
drawn over the sutured nerve. Or the vessel is 
drawn over a glass rod or tube, hardened in a 
formalin solution, washed, sterilized and kept 
ready for use as animal ligature material is kept. 
These do not collapse under compression. Ex- 
periments with these tubes in animals show that 
after some weeks the nerve lies in the arterial 
tube and is not adherent to the surrounding 
tissues. The nerve sheath was only in places 
adherent to the intima of the artery by delicate 
adhesions. There were no signs of inflammatory 
reaction. The same result followed the use of 
both the fresh dissected and hardened arteries. 


NERVE ANASTOMOSIS FOR FACIAL PARALYSIS. 


W. Mintz (Moskow) reports a case in detail, 
where on account of complete paralysis of the 
left facial nerve, caused by injury to the nerve 
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during an operation for middle ear suppuration, 
he sutured the proximal end of the divided 
spinal accessory nerve to the distal end of the 
divided facial at the point where the latter enters 
the parotid. The immediate result was quite 
satisfactory. At the end of six months, in place 
of a complete facial paralysis, the patient shows 
a pariesis especially of the superior facial branches ; 
secondary contractions and “ tic ’’-like cramps 
in the region of the zygomatie muscles; slight 
degenerations, reaction and diminished galvanic 
excitability of the facial trunk. A detailed 
result of a complete examination of the patient 
is given in the writer’s report of his case, a good 
summary of which has been published in the 
Zentralblatt f. Chir.” 

This case added to Munch’s series of facial 
nerve anastomosis makes a total of twenty-three, 
among which the results of Korte and Kennedy 
are the most striking. Of Munch’s series the 
results are reported as negative in seven. 


THE UNION OF UNUNITED FRACTURES 
NECK OF THE 


OF THE 
FEMUR BY OPEN OPERATION. 

Freeman * states that in spite of the disability 
often accompanying ununited fractures of the 
femoral neck, the union of the fragments by open 
operation has attracted but little attention, al- 
though it is feasible and seems to give fairly good 
results. He states that the principal reason for 
this neglect is that the condition is usually en- 
countered in old people with poor resisting powers, 
so that an operation of such magnitude would be 
accompanied by more danger than would be 
compensated for by the advantages gained. But 
to those younger and more vigorous and in whom 
the function of the limb is of paramount impor- 
tance, this does not apply. 

The author has been able to find the reports 
of but thirteen cases, his own making the four- 
teenth, and out of these fourteen cases the results 
are given in only ten. 

He states that formerly the question of post- 
operative drainage was of so much importance 
that it led to the frequent choice of posterior 
incisions; but, now that more confidence exists 
in aseptic technic, preference can be given to 
the anterior incision, which seems to offer greater 
advantages. Access to the joint, even in heavy 
individuals, is adequate; no muscles or other 
structures of importance are divided or even 
endangered; the absence of a wound back of 
the trochanter lessens the risk of infection, and 
permits a cushion to be placed behind the bone 
in such a way as to prevent its dropping back- 
ward, a point of considerable importance; and, 
lastly, the situation of the wound facilitates the 
after-treatment, including the removal of stitches, 
without the necessity of painful and troublesome 
turning of the patient. 

The cut should begin a short distance below 
and external to the anterior superior spinous 
process of the ilium and extend directly down- 
ward for three or four inches, the exact distance 
varying somewhat according to the thickness of 
the soft parts. It should lie just outside the 











sartorius muscle, which can be retracted inward, 
while the fascia lata is drawn outward. The 
dissection should be blunt as far as possible, 
especially at its lower extremity. Should the 
surgeon, during the course of the operation, con- 
clude to remove the head of the bone instead of 
reuniting the fragments, he can do so through 
this incision quite as readily as through any 
other. 

He states that in freshening of fragments all 
interposed connective tissue should be removed; 
this, owing to the narrowness of the working- 
space, may be quite difficult and accompanied 
by considerable oozing. The tissue is very tough, 
and cannot be scraped out, but must be cut away 
with scissors. Care must be taken to remove as 
little bone as possible in order to avoid shortening 
of the neck, and as a consequence, shortening of 
the entire limb, which is apt to be considerable 
in spite of all precautions. Troublesome oozing 
may be checked by the use of pressure-sponges 
wrung out of very hot water. Detached splinters 
of bone should be removed. 

The author claims that simple extension, com- 
bined with trochanteric support, would be suffi- 
cient to secure union in many instances. He 
states, however, that it may, perhaps, be unwise 
to trust to extension alone, because other pro- 
cedures are supposed to be more certain in their 
results. The principal one of these is the union 
of the fragments by means of nails, screws, or 
bone or ivory pegs, which may be inserted 
obliquely from the incision used in opening the 
joint, or more advantageously through a small 
separate opening over the external surface of the 
trochanter, which permits of better fixation and 
more easy removal. This method of holding the 
fragments is supposed to accomplish three things, 
fixation, coaptation, and stimulation of bone 
formation. 

In speaking of the difficulty to secure thorough 
fixation by nails, pegs or screws, owing to the 
soft and porous condition of the upper end of the 
femur in many instances, the writer describes a 
simple and effective clamp devised by him which 
he has successfully employed in two cases of 
ununited fracture of the tibia. It consists of 
three or four long screws, which are inserted in a 
longitudinal line of holes drilled in the bone, their 
projecting ends being tightly held by two metal 
side-clamps lined with strips of wood. The 
efficiency of the apparatus lies in the fact that 
the screws bury themselves in the wood as firmly 
as if screwed into it. As regards the hip, it would 
make no difference at what vertical angle the 
upper screw projected from the bone, it could be 
easily adjusted and securely held. Such an 
apparatus, having its foundation two or three 
inches down the shaft of the femur, in solid bone, 
would certainly be more satisfactory than screws 
alone. 

The serews should remain, if possible, for 
several weeks, until consolidation is well ad- 
vanced, unless infection occur, when they should 
be taken out at once. 

Temporary drainage is indicated, although 
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depending somewhat upon the amount of the 0oz- 
ing. The majority of operators placed the length 
of time in bed at about ten weeks, although in 
two instances, patients were permitted to get up 
in six weeks without apparent detriment. 

The author considers that the results, on the 
whole, have been encouraging. Nearly all oper- 
ators have reported good motion and satisfactory 
function, although some of the cases were not 
followed a sufficient length of time. There always 
remained, however, some shortening, varying 
from half an inch to an inch and a half or more. 
According to the writer, this arose from absorp- 
tion of bone, from loss by freshening the fragments 
and from imperfect adjustment; but it was 
usually not great enough to become a large factor 
in the final result. 


SOME STUDIES IN ASEPSIS. 


Dr. Charles Harrington *’ read an important 
paper before the Americai Surgical Association 
oa ‘f Some Studies in Asepsis.”” He states: “f Oc- 
casional visits to operating rooms have impressea 
me with the fact that, to some extent, surgeons 
are inclined to overestimate the importance of 
small possible dangers, and to take more or less 
for granted absolute immunity from some others 
of greater magnitude. It was the unquestion- 
ing faith which some have shown in the instan- 
taneous germicidal power of corrosive sublimate 
and other chemicals that gave me my first active 
interest in the general subject of asepsis and 
infection; and investigation of the actual value 
of a large numner of these substances led me to 
consider other matters connected with operative 
work, including the danger of aerial infection, 
the sterilization of dressings and sponges, and the 
disinfection of the skin of the field of operation 
and of the surgeon’s hands.” 

Dr. Harrington states that “in a recent article 
on the subject, it is dogmatically asserted, ‘ The 
purest of sweat is impure; it is never sterile.’ 
With this statement I take issue. Six different 
times in my laboratory, sweat has peen made 
to flow from well-cleaned, and so far as is possible, 
sterilized forearms and hands, encased in sterile 
glass cylinders heated by appropriate means; 
and in not a single instance could a bacterial 
growth be obtained. Moreover, injections there- 
of in fairly large amounts into animals — sub- 
cutaneously, intravenously, and intraperitoneally 
— were quite devoid of results. That there are 
bacteria in the various layers of the skin and in 
the hair follicles there can be no doubt; but that 
they exist in the sweat glands, from which the 
outflow of secretion would tend to bar them, is 
by no means clear. Indeed, I am informed by 
a number of our leading pathologists that an 
infection starting in a sweat gland is exceedingly 
rare.” 

He calls attention to the danger of infection 
from saliva. ‘‘ Repeatedly have I seen surgeons, 
even in abdominal cases, talking directly into 
the wound. It has been demonstrated by Fliigge 
of Breslau and by several others, that in ordinary 
conversation there is a constant throwing out of 





minute droplets of saliva, some of which are 
projected laterally several feet. They are ex- 
pelled in great numbers in the use of words or 
syllables beginning with the consonants d, k, p 
and ¢, the formation of which involves the sudden 
explosive liberation of air held in the mouth under 
pressure. They may be sent forth as numer- 
ously during whispering as in loud speech. Now, 
the mouth cavity is a singularly unclean place, 
for the secretions of the mouth are likely to be 
richer in bacteria than the foulest sewage, and 
these bacteria are largely staphylococci, diplo- 
cocci and streptococci, and are likely to be 
exceedingly virulent. In one series of experi- 
ments, recently published, the average number 
of organisms per droplet of saliva as cast out in 
ordinary speech proved to be no less than 4,375.” 

The subject of the preparation of materials is 
considered in his article, and Dr. Harrington 
states that: “‘ Carried out with proper precau- 
tions as to packing and vacuum formation, steri- 
lization of dressings and sponges requires but one 
exposure to steam under fifteen pounds’ pressure 
for thirty minutes at most.” 

The preparation of hands he considers some- 
what at length and states: “‘ The preparation of 
the hands for surgical work is a subject that has 
interested me greatly. The potassium perman- 
ganate oxalic acid portion of the process has 
always excited my wonder. Three explanations 
have been given me of the necessity or advisabil- 
ity of this treatment, namely, (1) That the per- 
manganate destroys bacteria; (2) That it oxi- 
dizes the organic matters adherent to the skin; 
(3) That when one stains the hands in every part 
with permanganate and then removes the stain 
with oxalic acid, the hands are clean. As to the 
assertion that it destroys bacteria: I have ex- 
perimented with saturated permanganate solu- 
tion against Staphylococcus aureus and albus, 
Bacillus coli and Bacillus pyocyaneus, and have 
found that ten minutes’ exposure is ineffective 
against all but the last mentioned. These results 
were obtained not once, but several times. As 
to the oxidation of organic matter: potassium 
permanganate is pre-eminently an oxidizer of 
organic matter. On dipping the hands into a 
saturated solution, they are stained a deep brown, 
owing to the precipitation of a lower oxide, 
oxygen having been given up to the epidermal 
scales and other organic matter. This deposit 
of the lower oxide is soluble in oxalie acid, which 
thus restores the normal color of the hands. It 
is assumed that the organic matter (just what 
harm it will do, unless it is in the form of bacteria, 
I do not know) is completely oxidized, and dis- 
posed of. Dip the hands, however, a second 
time, and see what happens. The same thing. 
Repeat it. Again it happens, and again, and 
again, and again. This is due to the fact that, 


immediately on contact with organic matter, the 
permanganate is reduced and the hands become, 
as it were, plated with the precipitated lower 
oxide, which acts as a bar to further action of the 
permanganate upon the parts immediately be- 
neath the plating, just as the albuminate of 
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mereury prevents the further action of corrosive 
sublimate. A short time ago, I tried the experi- 
ment of treating my hands first with perman- 
ganate and then with oxalic acid and repeating 
the process until further treatment failed to give 
the characteristic brown stain. On the twenty- 
first trial, the stain was observed to be less intense, 
and so on to the twenty-fifth, when the experi- 
ment was discontinued. From this it would 
appear that to oxidize all the organic matter 
possible by this means is an endless task. After 
twenty-five treatments, I washed my hands with 
soap and water, and after repeated rinsing in 
running water, I dipped them again into the 
permanganate solution. At once the original 
dark-brown stain appeared as intensely as ever; 
I was then oxidizing the traces of soap, which, 
in spite of continued rinsing, adheres tenaciously 
to the skin, as is proved by the great difficulty 
one observes in removing, by rinsinz, the odor 
of a scented soap after washing therewith. 

“ As to the statement that a hand once stained 
and decolorized is necessarily clean, there is but 
little to say. A dirty hand may be stained and 
decolorized as well as a clean one, but the dirt 
remains. Permanganate removes no dirt and 
destroys only weakly resistant bacteria. 

‘“« After thorough brushing with hot soapsuds, 
what agent can be relied upon to kill the bacteria 
that have not been removed? Not corrosive 
sublimate 1-1000, if we soak the hands a quarter 
of an hour; not creolin 1-20, if we soak them 
much longer; not lysol, nor solveol, nor bacillol, 
nor sulpho-napthol; not peroxide of hydrogen; 
not sublamin; not mercuric cyanide; not even 
formaldehyde in 5% solution, even though the 
skin could stand it. All of these agents and 
several others I have tested under the most 
favorable conditions against the common pus 
organisms, and all failed to kill within reasonable 
periods. Without going unnecessarily into de- 
tails, I will give my results as briefly as possible. 
A little more than a year ago, I published the 
results of a series of experiments which demon- 
strated, among other things, that corrosive subli- 
mate, 1-1000, requires more than ten minutes’ 
contact to kill staphylococcus albus, and that 
weaker solutions (1-5000) act far more slowly. 
Recently I tried 1-500, which solution is too 
strong and irritating for general application, and 
found that it would kill staphylococcus aureus 
in from sixty to ninety seconds and the other 
pyogenic organisms in from forty to sixty seconds. 
With 1-100, I found that the aureus was killed 
after twenty seconds. Now, if 1-100 cannot 
destroy pus cocci in twenty seconds, and 1-500 
can do so only after a minute, and 1-1000 only 
after ten minutes, what measure of disinfection 
does the surgeon attain who merely dips his 
hands into the solutions of corrosive sublimate 
in common use for only a few seconds and then 
rinses them off with sterile water or salt solution?” 
_ He gives a table of twenty-two preparations, 
i which none kill germs under two minutes, 
and most of them only after five minutes. These 
Include carbolie acid, formaldehyde, mercuric 





cyanide, etc. He has made a preparation that 
will kill germs not in minutes, but in seconds. 


This preparation is as follows: 


Commercial alcohol (94%) 640 ee. 
Hydrochloric acid 60 ce. 
Water 300, ce. 
Corrosive sublimate 0.8 gm. 


“ This mixture, then, contains 60% absolute 
alcohol, 6% commercial (strong) hydrochloric 
acid, and 1-1250 corrosive sublimate. Now, 
60% alcohol will destroy staphylococcus aureus 
in four minutes; 10% hydrochloric acid is equally 
effective; and 1-1000 corrosive sublimate will 
kill it in three minutes. Why a combination 
containing all three substances, but with lesser 
proportions of the acid and the salt, is so much 
quicker in its action than any one of them alone, 
is an interesting question of physical chemistry.” 

Dr. Harrington’s paper was much needed and 
it is hoped that it will correct the unquestioning 
belief in the germicidal powers of permanganate 
of potash and weak solutions of corrosive subli- 
mate. 


ASEPTIC SURGICAL TECHNIC: WHAT ARE THE 
MINIMUM REQUIREMENTS FOR ASEPTIC SURGICAL 
OPERATIONS IN HOSPITALS WHERE THE SURGEON 
IS ASSISTED BY A LARGE STAFF OF INTERNES 
AND BY NURSES FROM A TRAINING-SCHOOL? 


Monks,” in a paper read before the American 
Surgical Association in June, 1904, gives as a 
summary of minimum requirements for aseptic 
work the following: 

(1) Materials to be sterilized in saturated 
steam in the autoclave, for one half hour, under 
fifteen pounds’ pressure; rubber gloves in salt 
solution under ten pounds’ pressure. If there 
is not sufficient space in the autoclave for the 
gauze dressings they may be baked. 

(2) In hospitals without proper facilities for 
sterilization of absorbable ligatures, these to 
be obtained from reliable dealers whose business 
reputation is at stake. 

(3) An operating room which can be easily 
cleaned, and which is cleaned, where the air is 
kept as free from dust as possible, where draughts 
are minimized, and where formalin fumigation is 
thoroughly and systematically practiced. 

(4) A hot bath for the patient, and a cleansing 
and shaving of operating area the night before 
operation, if possible (as an extra precaution). 
Just before operation, a second cleansing, and 
sterilization with 70% alcohol or some equally 
efficient method. 

(5) Thorough mechanical cleansing of the 
hands, and sterilization by 70% alcohol or some 
other method equally efficient. 

(6) Ten minutes’ boiling for instruments, 
special attention being paid to taking apart 
clamps and hemostatie forceps, or at least un- 
locking them. 

(7) Caps, masks, and sterile gloves always to 
be worn, at least on major cases. 

(8) Warm sterile salt solution for irrigation and 
washing. 
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(9) Belief in the aseptic idea, fixed aseptic 
habits, and aseptic co-operation on the part of 
all engaged in an operation. 

(10) Instructions of assistant and nurses as 
above set forth. 

THE SAUERBRUCH VACUUM OPERATING CABINET. 

Sauerbruch, at the German Surgical Congress 
of 1904, presented his method of avoiding the 
dangers from pneumo-thorax in thoracic opera- 
tions.” In brief this consists of placing the 
patient in an air-tight room, large enough to con- 
tain him with table, operator, assistants and 
other outfit for such an operation. The head of 
the patient is placed outside the room, which is 
by a rubber curtain closed from the outside atmo- 
sphere. The atmosphere is then reduced in the 
room (while the patient breathes the normal 
atmosphere) to such a degree that when the 
thorax is opened the lung is kept expanded by 
the inhaled atmosphere. He claimed that exten- 
sive thoracic resection operations could be done 
in this pneumatic apparatus without essential 
disturbance of the heart or function of respiration. 

Mikuliez, in discussing the above described 
apparatus, enumerated the various procedures 
for operating in the thorax and even on the heart 
which this method may make possible. He 
spoke of tumors of the thoracie wall, lesions of 
the diaphragm and the thoracic esophagus which 
may in the future be treated more successfully 
and safely. He even suggested that the relief 
of mitral stenosis might come to be a surgical 
procedure. 

Brauer, following the idea of Sauerbruch, had 
devised an apparatus by which air under pressure 
was inhaled. That is, the internal pressure of 
the air was raised and regulated. His apparatus 
was simpler than the Sauerbruch chamber and 
less expensive. The head of the patient was 
enclosed in it and the patient breathed the air 
under pressure which prevented the lung from 
collapsing.*° 
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BOSTON MEDICAL LIBRARY IN CONJUNCTION 
WITH THE SUFFOLK DISTRICT BRANCH OF 
THE MASSACHUSETTS MEDICAL SOCIETY. 
MEETING of Dec. 7, 1904. 


Dr. Jonn T. Munro read a paper on 





THE HUMANE TREATMENT OF MALIGNANT DISEASE FROM 
A SURGICAL POINT OF VIEW.* 


DISCUSSION. 

Dr. R. H. Frrz called attention to some of the results 
of the surgical treatment of cancer of the stomach in 
this vicinity based upon the communication of Dr. 

* See p. 61. 


J. C. Munro to the Massachusetts Medical Society in 
1904, and an earlier inquiry made by Dr. Fitz and 
utilized by him in an address before the New York 
Academy of Medicine in 1901' 

Dr. Davin W. Currver: (1) It being admitted that 
we have no cure for cancer, and that medicine has no 
specific, surgery then offers the best, if not the only, 
recourse. 

(2) It is doubtful if surgical operation in cancer 
prolongs life much, or as a rule. 

(3) Death after recurrence from surgical operation 
is by no means always easier, or suffering less, than 
when the disease pursues its natural course. But, 

(4) Modern surgery is painless; healing speedy; 
deaths rare. 

(5) No suffering is so wearing as uncertainty and 
anticipation, and asurgical operation relieves this men- 
tal agony. 

(6) Surgery alone offers, and usually insures, a 
period of exemption and health, varying from six 
months to four years, to be obtained in no other way 
now known. 

Dr. A. T. Cazor said that he would be inclined to 
state the present therapeutic position of cancer as 
follows: 

Medical treatment has no remedy, and our knowledge 
of the etiology of cancer is too limited to enable us to 
use any prophylactic measures. In surgery we have 
the only known possibility of cure. 

We believe that cancer is at first a local disease which 
later becomes generalized. It is plainly evident, then, 
that surgery to have the best chance should get hold of 
cases of cancer early before the disease has invaded the 
lymphatics and before it has become so adherent to 
important organs as to make its radical removal 
impossible. 

I agree with the reader of the evening that cancer is 
distinctly a surgical disease, although it often falls to 
the lot of the medical practitioner to palliate the later 
stages of inoperable cancer. All would probably agree 
to the position that when the disease is distinctly 
localized and no lymphatic involvement can be made 
out, we are justified in making a radical removal even 
though the patient is exposed to considerable operative 
risk. Patients who die from such radical operations 
are spared the slow, wearing death of a progressive 
cancer; whereas, those in whom the operation is suc- 
cessful in eradicating or greatly postponing the serious 
results of the growth are indeed fortunate. 

When, now, the cancer has reached the stage where 
operation for its removal is hopeless, the surgeon has 
to consider palliative measures, and these are, as I 
understand it, the measures we are expected to discuss 
to-night. 

Cancers in the abdomen frequently bring death by 
obstruction of the bowels long before the disease has 
reached a point to cause serious symptoms through the 
cachexia accompanying it. This obstruction usually 
leads to very painful, distressing symptoms, and death 
brought about in this way is quite as painful as death 
due to the disease. When the portion of the bowel 
containing the cancer can be side-tracked, and the 
intestine above can be connected with that below, this 
operation is often followed by the greatest relief and 
return of comfort. Gastro-enterostomy for an inoper- 
able cancer of the pylorus or duodenum, entero-enter- 
ostomy for cancer lower down in the intestinal tract, 
and finally colostomy for inoperable cancer in the 
rectum or lower portion of the sigmoid flexure are all 
humane operations and save great suffering besides 
often adding one or two years to the life of the patient. 

A good deal has been said at times about the horrible 
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condition produced by the Littré operation; that is, 
a colostomy in the left iliac region. I felt opposed to 
it myself when I had had but little experience with it, 
but I must say that as I have used it more and more, I 
have found that patients are singularly comfortable 
with an artificial anus at this point. They find that 
the bowels are quite easily controlled; operate at 
given intervals when they can be attended to, and 
leave them to go about in comfort and safety during 
the rest of the day. J have had patients tell me that 
they were perfectly able to go to church without fear 
of xecidents occurring, and within a day or two a patient 
of this sort, going home from the hospital between 
three and four weeks after the operation, felt such 
entire confidence in the control of the artificial opening 
that she asked me if I did not think she could soon 
begin skating and other out-of-door exercise of which 
she is fond, 

The above remarks apply also to the artificial anus 
after a Kraske operation which also admits of a reason- 
able control of the bowel movements. 

In cancer of the bladder, a great part of the suffering 
is often due to remediable causes. These patients 
suffer very greatly from hemorrhage into the bladder 
and from the pain caused in getting rid of the clots. 
In such a patient, a partial operation, removing the 
greater part of the growth, cauterizing the base, will 
often give a long respite from hemorrhage and will 
restore the patient to a very reasonable degree of com- 
fort. If the growth is in the neck of the bladder, so 
that serious obstruction to the passage of the urine is 
caused by it, the establishment of a suprapubic fistula 
by conducting the urine away gives the neck of the 
bladder a rest and spares the patient pain previously 
caused by the passage of urine through it. 

Cholecystostomy is very useful in promoting 
comfort of patients with inoperable cancer of the gall 
bladder or of the gall ducts. When an exploratory 
operation for a doubtful condition about the liver 
reveals this condition, drainage of the gall bladder will 
do a great deal to relieve the icterus and the uncom- 
fortable itching which it causes. In the treatment of 
cancer of the breast and of other cancers at or near the 
surface of the body, surgery can often do much to pal- 
liate suffering. A painful ulcerating mass of cancer 
on the surface may often be removed with great relief 
to the distress of the patient. 

Finally, I think that the x-ray offers a very valuable 
means of treatment for cases manifestly unfit for opera- 
tion. 

I am sure that in large inoperable cancers of the 
breast and elsewhere I have seen relief of pain and 
diminution of the tumor in a number of eases. In 
several cases, I have felt convinced that the rapidity of 
growth was so checked that the patient was given 
many months of life. This treatment can be well used 
to supplement operations done for the removal of 
painful or ulcerating masses. Sometimes, if the 
greater part of the growth is removed, the x-ray acting 
directly on the base and on what is left, produces better 
results than if applied to the large tumor. 

While were cognize that the x-ray is applicable 
mainly to surface growths, it should not be withheld 
from patients with deep-seated disease. Within the 
past year I recommended the use of the x-ray in a case 
Where a cancer originating in the prostate had involved 
the pelvic glands, and extended even into the supra- 
pubic glands of the groin, causing considerable tumors 
there, and so obstructing the circulation that there 
was considerable swelling of the legs and disability in 
consequence. The x-ray was vigorously and effectively 
applied, and to our agreeable surprise produced a rapid 
diminution of the size of the tumors and so relieved 
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the pressure on the vessels that the swelling largely 
disappeared from the legs, restoring the patient to a 
condition of comfort which permitted of his enjoying 
life on his yacht and his country place for some months. 
Finally, uremic symptoms set in and death resulted as 
might have been expected. The last six months of 
this patient’s life, however, were changed from a time 
of misery and confinement to one of comparative free- 
dom and reasonable comfort. 

I am, therefore, a strong believer in the efficacy of 
the x-rays when rightly applied to suitable cases, and 
think that their usefulness will increase as we learn 
how to apply them more efficiently. 


A NEW METHOD OF USING THE X-RAYS IN TREATING DEEP- 
SEATED DISEASES. 


Dr. Francis H. Wituiams: Iam very glad to have 
the opportunity of saying a few words in regard to the 
treatment of malignant disease by a new method of 
using the x-rays. Those who have been studying this 
subject of treatment are of the opinion that the x-rays 
may render good service, first, in early cases of super- 
ficial malignant disease; second, after recurrence in 
such disease; third, that they may be used advantage- 
ously as a preventive after operation; and fourth, to 
give relief in inoperable cases. I wish now to offer 
some considerations in favor of early treatment by the 
x-rays in certain cases of malignant disease which are 
not superficial, for example, in early malignant disease 
of the breast. 

For some time past I have been measuring, by means 
of a fluorometer, the amount of x-rays that issue from 
Crookes’ tubes and I have found that this amount 
varies very much with different tubes and with the 
same tube under different conditions. Recently I 
have also measured the proportion of rays of different 
degrees of penetration that are given off by vacuum 
tubes, and I have found that under certain conditions 
a large percentage of those issuing from the tube had 
so little penetrating power that they would be absorbed 
in the skin and in the tissues one-half inch (13 mm.) 
below it. The following measurements will serve to 
illustrate this difference in tubes: From one tube I 
found that 36% of the rays would be absorbed within 
a half inch of the surface, from another 45%, from 
another 48%, and from still another 84%. 

Obviously, when the practitioner is using such tubes 
for treating growths below the surface, the rays ab- 
sorbed by the skin would very probably cause a burn 
before a satisfactory effect had been produced on the 
disease by the more penetrating rays; but this diffi- 
culty can be overcome by placing different thicknesses 
of aluminum, between the tube and the patient, as by 
this means the rays which act upon the ‘surface only 
and therefore would be harmful, can be excluded. 
The thickness of the aluminum must depend, of course, 
on the depth of the disease and the character of 
the intervening tissues. It seems to me_ probable 
that by following the method I have _ indicated, 
namely, of excluding the rays which are absorbed 
near the surface, and measuring the amount used at 
each exposure (this is equally important, for if it is 
not done the dose is too uncertain), good results may 
be obtained in the treatment of some, at least, of the 
very early cases of malignant disease of the breast, for 
example, and metastases may perhaps be prevented. 
This treatment must of necessity include exposure of 
all the neighboring glands. Clinically, even without 
the use of this method, I have had unexpected success 

3 Radiographs demonstrating the comparative degrees to which 
the soft tissues of the body and various thicknesses of aluminum 
were penetrated by the x-rays were shown, and many curves illus- 


trating the amount of x-rays issuing from vacuum tubes and the 
difference in the penetrating power of these rays were presented. 
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in treating some patients with malignant disease of 
the breast who refused operation. After two years 
or more of treatment, the latter part of the time at 
rather long intervals, the mass in the breast had dimin- 
ished very much and the general condition of the pa- 
tients was better. 

The disadvantage of the x-ray method of treatment 
is that it must be of long duration and that it is expen- 
sive except for hospital patients. 

I should add that the fluorometer measures the 
fluorescence caused by the x-rays, but does not neces- 
sarily register the amount of chemical action exerted 
by them as estimated by a photographie plate. How- 
ever, the fluorometer readings will keep us on the safe 
side for the present, when using the x-rays, for treating 
deep-seated disease, as the amount of fluorescence they 
indicate is a little higher than the chemical action 
produced as judged by the negative; that is to say, 
rays of high penetrating power show greater fluores- 
cence on a screen than they do chemical action ina 
photographie plate, probably because they pass through 
the former less readily. 

Dr. F. B. Lunp: It seems to me that the cases of 
malignant disease which present difficulty in regard to 
the question of operation are not the early cases in 
which we can hope for long continued respite or even 
cure, but the more advanced eases, in which the disease 
is extensive, ulcerated, adherent to important struc- 
tures, perhaps presenting internal metastases. These 
latter cases tax the surgeon’s resources to the utmost. 
He fears that the relief afforded by operation may be 
too temporary to make the procedure worth while, or 
that the operation may be more serious than would 
be a continuance of the disease. In this class of cases, 
one must be careful, however, to be absolutely certain 
that he can do the patient no good before condemning 
him to suffer from his disease without the hope of relief 
afforded by operation. Certain surgeons have held 
that we were justified in operating upon those exten- 
sive cases of ulcerated malignant disease only when the 
patient was suffering from severe pain or compression 
of the nerves. We must remember, however, that 
there is a mental pain and suffering from the possession 
of malignant growth, which to sensitive patients is 
almost as great a drag as actual physical pain. As the 
srowth extends the stench becomes unbearable. Pa- 
tients are compelled to live in isolation as far as possible 
and to suffer from the presence of the constant stink- 
ing discharge, horrible to themselves and their attend- 
ants. 

I have become convinced that, in the majority of 
cases, though by no means all, a hopeful view of the 
results of operations is the wiser one to have for the 
patient. If we can excise the whole of the growth, 
even if recurrence comes early, we may give the patient 
three or four months, or even a few weeks, of relief from 
their disgusting disease and they are happy for a while in 
the hope the disease will not return. It is far preferable 
to operate upon these cases wherever we can hope for 
even a short period of respite, than to leave the patient 
without hope in the presence of such a malady. Years 
of immunity frequently reward the surgeon’s efforts. 

Modern methods of operating, the temporary liga- 
tion of arteries, and other improvements, have enabled 
us to deal with more formidable cases with greater 
safety and security than a few years ago, and when 
we contrast the fate of these patients left alone with 
the possible resylts of operation, we feel that we are 
justified in advising them to take a great risk for the 
sake of relief, even if temporary, from the disease from 
which they are suffering. The operations not infre- 
quently turn out to be more simple than appear to be 
the case before they are begun. 





1 well remember a case which presented itself at the 
City Hospital Out-Patient Department a number of 
years ago. A strong, healthy farmer from New Hamp- 
shire appeared with an extensive ulcerated carcinoma 
involving the lower jaw and submaxillary gland, which 
was adherent to the deep structures of the neck, and 
to me it seemed hardly worth while to attempt opera- 
tion upon it on account of the doubt of getting it all 
out and the probable rapidity of recurrence. He was 
seen in consultation by Dr. Munro, however, and was 
operated upon by him. He bore the operation well 
and returned to his home. In the spring of the year 
following he came back with the recurrence. His 
first remark to me on presenting himself was, ‘* Doe- 
tor, | have had five months of solid comfort.” Is not 
such a result as that worth a few hours’ work on the 
part of the surgeon? 

In regard to the exploratory operations for malig- 
nant disease within the abdomen, there can be no 
doubt that the mortality of exploratory operations 
per seis nothing. Although the patient, already mori- 
bund from extensive abdominal disease, dies a few 
days after an exploratory operation, it is not fair to 
ascribe the death to the operation and not to the 
disease. 

In this connection exploratory operations for malig- 
nant disease, in order to afford hope of a cure or an 
extended period of relief, must be undertaken at a con- 
siderably earlier period than has been often done in 
the past. 

Within ten days I performed an exploratory opera- 
tion upon a patient who was believed to have carcinoma 
of the pylorus and was admitted to the hospital for 
symptom of hemorrhage. He had a severe hemorrhage 
from the stomach while in the admitting room of the 
hospital. The operation disclosed a benign ulcer 
in the pylorus, with dilatation of the stomach. A 
gastro-enterostomy resulted in the cessation of the 
hemorrhage and the rapid progress of the patient 
towards recovery. It would be hard to convince this 
patient that it is not worth while to make an 
exploratory operation in cases suspected of malignant 
disease. 

I have been much impressed with the value of ex- 
ploratory operations for the relief of jaundice due to 
malignant disease obstructing the bile duct. I recall 
a case of a woman who was very ill, deeply jaundiced, 
upon whom a cholecystenterostomy was done, uniting 
the gall bladder to the duodenum, and thus draining 
the bile into the intestine. At the time of the opera- 
tion a metastatic growth was noted in the liver. She 
left the hospital in two weeks, and at her home did well 
and gained fifteen or twenty pounds in weight, and 
improved to such an extent that the family doubted 
our diagnosis of malignant disease. After three 
months at home she returned to the hospital with a 
great deal of pain in the right hypochondrium. A 
second operation disclosed extensive infiltration of 
the liver with cancer, for which nothing could be done. 
She left the hospital ten days after this second opera- 
tion, and died two days after getting to her home. I 
cannot help believing that in this case, although death 
occurred so soon after the second operation, it was 
better to make an attempt to do something for this 
woman than to let her alone without affording her any 
hope of relief. 

lt would be easy to go on enumerating cases appar- 
ently hopeless, in which relief for long periods has 
resulted from operative attempts. There have, of 
course, been very many discouraging failures, but in 
the presence of such conditions as those with which 
we are dealing, many failures should not discourage us, 
while a few successes more than neutralize many un- 
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successful eases. In the unsuccessful cases, we have 
at least done something and afforded the patient a 
certain amount of hope in the presence of otherwise 
hopeless conditions. 

Dr. H. L. Burretu: The subject of the humane 
treatment of malignant disease may be considered 
from these two standpoints: first, as to diagnosis; 
second, as to the alleviation of suffering in apparently 
hopeless cases. To include under the general term 
malignant disease a small patch of epidermal cancer 
(rodent ulcer), an epidermoid carcinoma, a fulminating 
osteosarcoma of the thigh, and a melanotic sarcoma 
which will inevitably end the patient’s life in a short 
time, seems to me illogical. There is too great a differ- 
ence in the natural history of these various manifes- 
tations of the broad term “ cancer ”’ to warrant their 
consideration together. 

In many tumors that are recognized clinically as 
cancer, their course cannot be prognosticated until 
they have been removed and a microscopic examina- 
tion made. Even cases that are pronounced by the 
pathologist to be cancer vary in malignancy, and I 
know of no one who possesses sufficient skill to prog- 
nosticate precisely the length of time that life will be 
maintained in a given case. In prognostication in 
malignant disease I think that as a profession we “ take 
ourselves too seriously.” A patient comes before us 
with a tumor; we examine it, we look wise and express, 
perhaps, an opinion to the effect that the patient will 
live for a given period of time. To state, for example, 
that a patient will live two years with a cancer of 
the breast, without operation, simply means that the 
average patient with the average cancer lives that 
period of time. With an individual case of cancer in 
an individual patient, it is impossible for any practi- 
tioner to prognosticate the length of life. Even accept- 
ing that a microscopic examination of a tumor is made, 
in some instances the pathologist is unable to, for ex- 
ample, differentiate between granulation tissue and 
some forms of what is called sarcoma. Accepting 
that these are the conditions which govern prognosis, 
I think we should hesitate about accepting the clinical 
diagnosis of cancer without operating. To condemn 
a patient as absolutely doomed to death by cancer is 
an assumption of knowledge by the practitioner that 
is not warranted by facts. Until diagnosis can be 
made an accurate science and not an art, as it is at 
present, operations on tumors for their diagnosis and 
removal should be judiciously undertaken. Second, 
the question of whether to operate in a given case 
where the patient is apparently inoperable, seems to 
me to be most important. I can entirely under- 
stand how Dr. Fitz arrived at the figures that he pre- 
sented in his paper on ‘ Some Surgical Tendencies 
from a Medical Point of View.” I infer that cases 
were taken from hospital records kept by various men 
with more or less accuracy, and I think that we all 
recognize that hospital records of this description are 
not to be depended upon. Correspondence with 
patients or their friends gives, from circular letters, 
only a point of view which is biased by what the patient 
or his friends expected to gain from a given opera- 
tion, and that too gives information that may be mis- 
leading. 

If a patient has a foul, stinking cancer of the breast 
that is certainly going to kill her, she should have the 
comfort of being rid of this offensive mass. I think all 
of the gentlemen present appreciate the relief that is 
afforded a patient by such an operation —- a relief to a 
patient that was first taught me by the chairman of 
this meeting. 

_ The amount of operating that will give relief to an 
individual patient in an apparently hopeless and inop- 








erable case must be decided in each individual case. 
I sympathize entirely with Dr. Munro’s position in 
reference to the removal of malignant disease. I 
operate on patients whenever I hope they will be 
benefited. Another matter that should be consid- 
ered in this relation is that the patient himself should 
have something to say upon the subject of whether he 
is to be operated on or not. <A clear, concise, humane 
statement of the condition usually brings forth a de- 
cision on the part of the patient or his friends as to 
operation. The mental relief that is given to a 
patient by the removal of malignant disease, even if 
only a respite of life is given, cannot be over-esti- 
mated. 

Dr. F. B. Harrineron: There can be no question 
but that surgery is frequently of the greatest bene- 
fit in eases of hopeless malignant disease bringing 
temporary relief from suffering and hope for the hope- 
less. 

In expressing this idea Dr. Cheever did not also 
state that surgery not infrequently cures malignant 
disease. This cannot be said of any form of drug 
treatment. I believe there is always a period at which 
carcinoma is a purely local disease. Why is it that 
the results of operations in carcinoma of the breast 
are so much more favorable as regards non-recurrence 
than they were twenty years ago? 

There are two reasons: one of which is thoroughness 
of operation, and the other, of equal or greater impor- 
tance, is the early recognition and removal of all breast 
tumors. The profession and the laity are awake to 
the importance of investigation whenever a tumor 
appears in the breast. As a result, the number of early 
operations has increased and permanent cures are now 
more frequent. 

If we can learn to make early diagnosis in disease of 
the tongue, the rectum, the stomach, gall bladder and 
the intestines and ean teach the public to realize the 
importance of early interference, our results will show 
a much larger per cent of cures in malignant diseases 
in these parts. 

Our efforts should be early recognition and prompt 
and thorough removal. 

Surgery is the course we must pursue until a better 
one is found, and this will probably be some form of 
preventive inoculation. 

Dr. Munro in closing said, that he did not operate, 
by any means, in all cases that applied. In a few 
cases, almost moribund, where operation was done as a 
last resort, it had been done at the importunate request 
of the patient. Such cases as these should not be 
classified as exploratory laparotomies. The true con- 
dition was too obvious before operation. 

Dr. Cheever had said that life was not necessarily 
prolonged by operation, and that is undoubtedly true 
in an unknown proportion of cases, but even if the pa- 
tients do not live any longer, they are given a “ period 
of exemption ” from suffering, a term which so ably 
describes the result attained in many instances. 

The comfort that Dr. Cabot referred to in colostomy, 
drainage of the bladder, etc., is of very great importance 
in dealing with certain classes of disease, and there 
is no doubt that the x-ray affords astonishingly 
marked relief from suffering in advanced malignant 
disease. 

The education of the laity to the realization of the 
benefit to be obtained from surgery, as emphasized by 
Dr. Harrington, is one of the duties of the physician 
and surgeon. The fact that in tumors of the breast 
there is already progressive inclination for women to 
seek earlier advice with a view to operation is one of 
the best indices that surgery has accomplished some- 
thing tangible. 
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Friedberger & Fréhner’s Veterinary Pathology. 
(Authorized translation.) Translated and 
Kdited by M. H. Hayrs, F.R.C.V.S. With 
Notes on Bacteriology by Dr. G. Newman, 


D.P.H. Volume l. London: Hurst & Black- 
ett, Ltd. Chieago: W. T. Keener & Co. 1904. 


lor many years, Friedberger and Fréhner’s 
‘ Lehrbuch der speciellen Pathologie und Thera- 
pie der Hausthiere”’ has been considered by 
competent judges to be the best treatise on the 
diseases of animals and their treatment. It is 
not alone of inestimable value to the practitioner, 
but it must be regarded as an important addition 
to medical literature to which the research scholar 
gladly turns. The work has already been trans- 
lated into French and Russian and is used as a 
textbook in these countries. 

An English translation should, therefore, be 
hailed with delight, as there is no really good 
English work covering the practice of veterinary 
medicine. It is consequently disappointing to 
find that the volume under consideration has 
been edited, as well as translated, by Captain 
Hayes. The translation of a standard work is 
most commendable, but to edit it also and commit 
faults of omission and addition, and even to mis- 
translate, is regrettable. It would seem better 
if Captain Hayes had written a book himself 
and made no mention of translation, for many 
persons overlook the word “ edited” and are 
misled in the belief that the volume is a transla- 
tion of a most important work. 

The title, ‘ Veterinary Pathology,’ seems 
unwisely chosen, since the book is a treatise on 
the practice of veterinary medicine and not a 
pathology, though far more attention is given 
to pathological anatomy than is usual in books 
intended for the practitioner. 

In the German work, we find the infectious 
diseases in the last part of Volume IT, while Vol- 
ume I of Captain Hayes’ book is given up to 
these, or rather to “‘ infective diseases,” as he 
‘alls them, meaning thereby “ one that is caused 
by a living micro-organism which is capable of 
becoming developed in the animal body,” as 
we are told in his last chapter on “ the terms 
infection and contagion.” 

The sixth German edition is before us, pub- 
lished in 1904. There is some doubt whether 
Captain Hayes took this as the basis of his English 
work, or the fourth German edition, published 
in 1896. Presuming that he has chosen the 
latest, we turn for comparison to the chapter on 
tuberculosis in the sixth German edition. With 
practically the same number of lines to the page, 
the original gives seventy-one pages to this im- 
portant disease, the translator but fifty-two. 
On page 152, the translator says of the tubercle 
bacillus, “‘ It iS easily stained with aniline dies, 
and can be cultivated at the temperature of the 
body on gelatine obtained from the blood serum 
of cattle.’ As the tubercle bacillus is one of 
the few organisms which does not stain readily, 
and as we never heard of that particular kind of 





gelatine, we turn to the German work, page 320, 
and read: “ The bacilli stain with basic aniline 
dies, and are thus acid-fast and also alcoholic- 
fast.”” The following sentence speaks of the 
cultivation of the tubercle bacillus upon brain 
agar and brain serum, but we see no mention of 
the above named gelatine. 

We believe that it has not yet been established 
that the tubercle bacillus produces spores, con- 
sequently it is a surprise to read (page 152) that 
they “‘ form small oval resisting spores.”’ The 
original work does not mention the subject of 
spores in the corresponding paragraph. Again, 
in speaking of the resisting power of these bacilli 
to various agents, the translator says that this 
“is due to the fact that the bacilli form resting 
spores” (page 153), while the German line reads: 
“although the bacilli probably do not form 
spores ”’ (page 321). Such translating or editing 
seems inexcusable. It not only tends to make 
one stamp the work as valueless for the student, 
but it places the authors in a false position in the 
eyes of more experienced readers. 

The last one hundred pages in each of the two 
volumes of the original contains an exhaustive 
bibliography of each subject discussed in the text. 
This adds immeasurably to the value of the work 
for the investigator. Captain Hayes omits the 
bibliography, and inserts at the beginning of his 
volume a page on weights, measures and degrees, 
with comparative tables and methods of con- 
verting centigrade to Fahrenheit, and vice versa. 
This is of importance, as he makes use of the 
metric system in his text. At the end of the 
volume are twenty-six pages devoted to “ Notes 
on Bacteriology,” covering the classification of 
bacteria, their products, channels of infection, 
immunity and technical methods. Also, two 
pages on “‘ The terms infection and contagion.” 

While the volume under consideration is un- 
fortunately not what it might have been had a 
proper translation been made without editing, it is 
nevertheless a very valuable textbook for the stu- 
dent and practitioner of veterinary medicine; per- 
haps, indeed, the best in the English language 
for this purpose. Yet we cannot refrain from 
again calling attention to the fact that Captain 
Hayes has taken great liberties with the authors’ 
words, probably in many instances replacing them 
with his own theories, which are far from being 
as sound as those of Friedberger and Fréhner. 


A Textbook of Diseases of Women. By CHARLES 
B. Penrose, M.D., Ph.D., formerly Professor 
of Gynecology in the University of Pennsyl- 
vania. Fifth edition, thoroughly revised. Oc- 
tavo volume of 550 pages, with 221 original 
illustrations. Philadelphia, New York, Lon- 
don: W. B. Saunders & Co. 1904. 

This fifth edition of Dr. Penrose’s work main- 
tains the reputation of the book as a good clinical 
manual. New matter and several new illustra- 
tions appear and the presswork and binding are 
of the usual high order of merit. We are sorry 
to note the absence of any mention of chorio- 
epithelioma, a disease which has assumed a good 
deal of prominence of late years. 
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THE ARTICULAR SURFACES OF LONG BONES 
AS A SIGN OF SEX. 

In the Shattuck lecture of 1894 Dr. Thomas 
Dwight, Professor of Anatomy in the Harvard 
Medical School, spoke of the relatively small size of 
the female joints as a guide to the sex of bones, 
but the numbers were hardly large enough to be 
convincing. Nevertheless, Dr. Dorsey applied 
the method to prehistoric bones of which the sex 
had been determined from the pelvis with con- 
firmatory results. Since then Dr. Dwight, 
continuing his work on this interesting and dif- 
ficult subject has tried to get a series that should 
be satisfactory, using the articular heads of the 
humerus and of the femur of dissecting-room 
subjects, and has published his results in The 
American Journal of Anatomy, for December, 
1904. The measurements were made with the 
articular cartilage intact. The largest diameter 
of the head of the femur was taken, but the elon- 
gated shape of the head of the humerus requires 
both a vertical and a transverse diameter, which 
were kept in separate series. After one hundred 
bones of each sex had been measured a chart 
was prepared, but though convincing, the curve 
was very irregular. To correct this fifty addi- 
tional measurements of each sex were taken, and 
then fifty more; so that there are now measure- 
ments of four hundred bones equally divided 
between the sexes, only white adults being used. 
The relative scarcity of female subjects and the 
necessity of rejecting many on account of joint- 
disease or of injury in dissection, prolonged the 
work through several years. The results seem 
to establish the principle. The average difference 





in the two diameters of the head of the humerus 
and in those of the head of the femur is not far 








from 6 mm. The height of the head of the 
female humerus is to that of the male as 87.5 is 
to 100, the transverse diameter of the same is 
87.2 and that of the femur 88.2. In short a 
difference between the sexes of about 12%. 
Details are more curious and more convincing. 
Thus “ there is only one male with a vertical 
diameter of the head of the humerus below that 
of the average female and only two females with 
the same diameter above that of the average 
male. Taking the transverse diameter of the 
head of the humerus we find two males below 
the female average, and three females above the 
male average. With the head of the femur we 
have but one male below the female average and 
but one female above the male average.” The 
binomial curve is, however, much more valuable 
than averages and the ‘plotting of the curves 
gives very striking results. 

For simplicity we shall discuss but one series 
of measurements, taking the first, that of the 
vertical diameter of the head of the humerus. 
It is deduced from the curve that in the thirty-six 
smallest bones there was no instance of a male 
one; in the smallest ninety-four, but one instance; 
in the smallest one hundred and thirty-three but 
four; and in the smallest one hundred and seventy- 
one but nine. The larger half showed corres- 
ponding results. There was no female bone 
among the fifty-one largest; but three among the 
one hundred and thirty-five largest; and but ten 
among the one hundred and sixty-five largest. 
By a slight manipulation the bones may be 
divided into a longer and a shorter half of two 
hundred each. Of the smaller haif one hundred 
and seventy-seven were female and only twenty- 
three male. These figures of course are reversed, 
for the longer haif. A remarkable fact deduced 
from the study of the curves is that if a very 
few erratic individuals be suppressed, there is 
very little overtapping of the male and female 
curves; thus, considering still only the same 
measurement, that of the vertical diameter of 
the humerus, if nine male and ten female speci- 
mens be eliminated, only 4.75% of the whole, 
there remain but sixty-four bones 16.8% of the 
remainder that overlap (that is to say that pre- 
vent the sexes from being arranged on opposite 
sides of a certain diameter) and this overlapping 
is limited to diameters of 45 and 46 mm. That 
is to say, after putting out of consideration this 
trifling proportion, less than 17% of the remainder 
measure 45 or 46 mm. and excepting these every 
male bone has a larger diameter than 46 mm. and 
every female bone one less than 45 mm. The 
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transverse diameter of the head of the humerus 
is if anythiag stronger in confirmation of the law 
than the vertical one. The head of the femur 
is rather less so, for after taking away precisely 
the same proportion as above there remain 3 mm. 
of overlapping instead of two. But even the 
worst is very convincing. 

Everybody knows that men’s bones are larger 
than women’s, but it is shown that the relative 
length of male and female bones offer no criteria 
of sex approaching the value of these measure- 
ments of the joints. A striking illustration is 
given by a photograph of the humerus of a very 
puny young man beside that of a woman said to 
have been uncommonly muscular. The male 
one is a trifle longer, but its shaft is the more 
slender; and yet in view of this law the sex is 
clear at once from the greater size of the head 
of the bone. 


ati. 
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POPULAR DISSEMINATION OF MEDICAL 
KNOWLEDGE. 


Tue tendency which has of late become notice- 
able and is destined ultimately to have consider- 
able influence upon the relation of medicine to 
the community is the popularization of many 
matters which a few years ago did not get beyond 
the pages of scientific publications. However 
much we may regret the superficial popular 
knowledge of matters which should pertain to 
the practice of medicine, we cannot fail to see 
certain distinct advantages arising from the 
dissemination of well-ascertained medical facts. 
The investigations of the past few years have 
lent themselves to the encouragement of this 
tendency. There can be no doubt that it is well 
for the community at large to appreciate fully 
the relation of the mosquito to malaria or to yel- 
low fever, that the contagiousness of consumption 
must be continually impressed by every means 
in our power, and that the common facts of hygi- 
ene, about which the people in general are poorly 
informed, should have wide circulation. 

We, therefore, see now as never before articles 
appearing in semi-scientific publications, or even 
in the daily papers, which a few years ago would 
have been altogether exceptional. This is cer- 
tainly as it should be. Not many years ago, 
when our knowledge was of so empirical a charac- 
ter that useful statements of a practical sort could 
hardly be made, it was clearly unwise to dissemi- 
nate among the uncritical our half-knowledge. 
With the progress of investigation, however, 
this is changed, and now we have in our posses- 


sion many facts which it is imperativeiy necessary 
should be made known to the public for the gen- 
eral benefit of the community. It has become 
the duty as well as the privilege of the physician 
to express in a way which will give it the widest 
circulation knowledge useful to the public health 
in the broadest sense of that term. We have, 
therefore, papers and articles, circulars from 
boards of health, publie lectures and _ exhibits, 
all intended to teach the lesson of the prevention 
or the treatment of widely prevalent diseases. 
This tendency will in no sense infringe on the prin- 
ciples long established in the medical profession, 
but rather serves to bring the profession as a 
whole into closer relations with the work of other 
departments of knowledge without in the least 
affecting the relationship between individual 
patient and physician. 

As an example of this altogether commendable 
tendency we would again call attention to the 
series of lectures now being given before the Lowell 
Institute by Prof. W. T. Sedgwick on the gen- 
eral topic of the “ Sanitation of Cities.”” Professor 
Sedgwick brings to this task a peculiar knowledge, 
gained through long study of biological problems 
in their practical application. His discussion 
of the subject, so far as it yet appears, is a pecu- 
liarly happy statement of scientific facts in popu- 
lar language. This course of lectures serves to 
illustrate our point that the laity is more and more 
being given the opportunity to learn from authori- 
tative sources about matters which intimately 
concern it. In final analysis the public naturally 
is most vitally interested in tuberculosis or malaria 
or sanitation, and it is altogether fitting than 
when, through the painstaking work of investi- 
gators, certain facts are determined ,they shoud be 
spread abroad in popwar form. The dignity of 
the medical profession wit! certainly not suffer 
thereby, as some at times seem to have feared. 


2 
> 





REPORT OF THE MASSACHUSETTS HOSPITAL 
FOR EPILEPTICS. 

Tus institution is attracting an increasing 
degree of public attention, partly on account of 
the renewed interest which is being taken in the 
study and treatment of epilepsy and partly 
because of the excellent work which is being done 
there. Dr. W. N. Bullard for the board of trus- 
tees calls attention to the needs of the institution 
and to the improvements which have been made 
during the past year. Two new buildings have 
been opened for the reception of patients, each 





planned to accommodate sixty males capable of 
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farm and similar work. An increasing amount 
of out-of-door work has been done during the 
year by patients, such as road making and grad- 
ing, which the position of the buildings necessi- 
tates. The trustees again insist upon the value 
of occupation in the treatment of epilepsy. As 
the institution develops no doubt this element 
of its work will become increasingly complex, 
and finally of use not only to the institution and 
to the patients engaged in it, but also indirectly 
to the community outside. 

Next in importance to the treatment of patients 
is the development of knowledge regarding the 
disease itself. It is pointed out very rightly 
that comparatively little time is at the disposal 
of the resident physicians for original work after 
their routine duties have been performed, and 
also that money is necessary adequately to carry 
out many lines of investigation. In problems 
of so subtle and difficult a character as epilepsy 
presents the outcome of any investigation, as 
Dr. Bullard suggests, is uncertain and, therefore, 
not particularly impressive to those unacquainted 
with the exigencies and difficulties of scientific 
work. We are, however, increasingly impressed 
with the opportunities which hospitals of this 
character offer for study of the best sort, and it 
is a gratification to note that these opportunities 
have been cultivated by the physicians of the 
hospital. Sixteen articles have been written, 
many of them requiring much special investiga- 
tion and covering a wide field of subjects relating 
more or less directly to the general problem of 
epilepsy. A number of autopsies have been 
performed, considerable pathological material 
collected, and in general there is no question that 
the spirit animating the institution is one of 
thorough-going scientific endeavor, which has 
already produced results and which cannot fail 
to produce more as time goes on and the oppor- 
tunities for research increase. 

The superintendent, Dr. Everett Flood, in his 
report calls attention to the somewhat appalling 
fact that the entire number of epileptics in Massa- 
chusetts cannot be estimated at less than ten 
thousand, of whom at least 10% desire treatment 
away from home. As hospital facilities increase 
and prejudice wears away, there can be little 
doubt that a larger percentage will seek hospital 
treatment, where experience has already shown, 
better results can be attained than at home. One 
of the problems of the future, as it has been of 
the past, is the proper classification of the chronic 
sick in our various public institutions. For 
example, in the hospitals throughout the state 








there are one hundred and forty-nine epileptics 
who should be cared for at the hospital for this 
disease. This transference of patients and the 
proper classification of our various dependents 
is a work which may well occupy the attention of 
those in authority. 


os 
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THE TUBERCULOSIS QUESTION AND THE 
LONG ISLAND HOSPITAL. 

As a consequence of Dr. W. T. Councilman’s 
detailed statement, published recently in the 
Boston Herald, and to which we alluded in our 
issue of last week, an impression appears to have 
arisen that the design is to convert the Long 
Island Institution into a hospital for tuberculosis. 
This naturally is not the fact, and a careful read- 
ing of Dr. Councilman’s statement will show that 
his plan, as outlined, is to place a hospital for 
tuberculosis on Long Island along with the hos- 
pital already there established. For many years 
there has been on Long Island a hospital for 
chronic disease accommodating between two and 
three hundred patients in connection with the 
almshouse, and including in its numbers many 
persons suffering from tuberculosis. This hos- 
pital must continue to exist whatever may be 
done with the tuberculous patients already there 
and those who may come in the future. As 
previously stated on more than one occasion, 
we are in favor of establishing at Long Island a 
municipal hospital for the treatment of tuber- 
culosis, but the further fact should not be lost 
sight of that the development of a hospital for 
chronic disease in general has now been going on 
for many years, and has finally reached a stage 
when more rapid growth may be expected in the 
near future. The city needs and must have an 
adequate hospital for the chronic tuberculous. 
It also requires no less urgently a hospital for 
sufferers from other forms of chronic disease, 
whose needs, as Dr. Councilman says, are as 
great as those of the consumptive and whose 
sufferings are often greater. These patients must 
be taken care of with unceasing attention in the 
future and the existence or non-existence of a hos- 
pital for tuberculosis on the same island caa in no 
way alter this fact. This plan suggested by Dr. 
Councilman, and evidently misinterpreted by 
various writers in the daily press, is to enlarge 
the existing hospital for the accommodation of 
tuberculous patients as may be needed to meet 
the requirements. This is a logical development 
of the hospital already established, and in no 
way intended to supersede it by another for a 
different purpose. 











88 


BOSTON MEDICAL AND SURGICAL JOURNAL 


[JANUARY 19, 1905 





rye) 
is 


MEDICAL NOTI 

THe LARGEST UNIVERSITY IN THE WoRLD. — 
Berlin University is said to be the most numer- 
ously attended seat of learning in the world. 
It contains 7,774 matriculated and 1 


matriculated students. 


2°29 
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Q non- 
The philosophical faculty 
embracing philology and natural sciences, num- 
bers 3,572 students: medicine, 1,111; law, 
2,756, and theology, despite the eminence of its 
professors, only 335. America sends 123 students, 
Africa 8, Australia 1 Asia 37. 


» 
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BOSTON AND NEW ENGLAND. 

Acutr Ixrecrious Disrases IN Boston. — 
For the week ending at noon Jan. 18, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 35, scarlatina 34, typhoid fever 8, 
measles 10, smallpox 0. 

The death-rate for the week ending Jan. 4, 


1905, was 22.33 of total deaths reported. 


MEASLES IN MELROSE. — Measles has broken 
out in Melrose, Mass., to such a degree that the 
schools may be closed. Upwards of one hundred 
cases have been reported sinee Jan. 1, and it is 
thought that the height of the epidemic has not 
yet been reached. 


A CENTENARIAN. — James O’Brien, who is 
said to have reached the age of one hundred and 
four years, died Jan. 12, in Charlestown, Mass. 
He came to this country at the age of fifty-five, 
and was a laborer until toward the end of his 
life. He finally gave up work at the age of ninety. 


Boston Morrtauity Statistics. — The num- 
ber of deaths reported to the Board of Health for 
the week ending January 14, was 232 : 
92 
“) 


iS against 
6 the corresponding week last year, showing a 
decrease of 4 deaths, and making the death-rate 
for the week 19.67. The number of cases and 
deaths from infectious diseases was as follows: 
Diphtheria, 48 cases, 8 deaths; searlatina, 34 
cases, 2 deaths; typhoid fever, 8 cases, 1 death; 
measles, 8 cases, no deaths; tuberculosis, 46 cases, 
28 deaths; smallpox, no cases, no deaths. The 
deaths from pneumonia were 48, whooping cough 


2, heart disease 22, bronchitis 10, marasmus 2. 
There were 10 deaths from violent causes. The 


number of children who died under one year was 


32, 


under five years 57, persons over sixty years 
54, deaths in public institutions 67. 
NEW YORK. 
TRAINING ScHooL FoR Nurses, BELLEVUE 


HospitaL. — The graduating exercises of the 


New York Training School for Nurses at Bellevue 
Hospital, which the oldest in this country, were 
held on January 10. Diplomas were awarded to 
sixteen, and Prof. William M. Sloane of Columbia 
University made the address to the class. In 
her annual report the president of the school, 
Mrs. William Chureh Osborn, stated that district 
visiting in the homes of tuberculous patients 
and attention given in the special clinic for this 
class of patients had constituted a new line of 
work during the past year. Another feature 
introduced in the course was the practical teach- 
ing of dietetics in the new diet kitchen of Bellevue 
Hospital. With an increase of many hundred 
patients at Bellevue each year — 2,000 in 1804 — 
an increasing number of nurses has beeu required. 
The three old buildings in East 26th Street, oppo- 
site the hospital, now occupied by the school, 
have become over-crowded, and land has been 
purchased on 25th Street for a new building, 
which will be put up as soon as the requisite funds 
‘an be secured. 


A New Rep Cross Hosprtrau. — William T. 
Wardwell, President of the New York Red Cross 
Hospital, is to give $100,000 for the purchase of 
a site for a hospital. This, it is expected, will be 
located on the upper Westside, in the vicinity 
of Fort George, where the population is increas- 
ing very rapidiy and a hospital is needed to meet 
its demands. The nearest one to the position 
named, at least on the lower side of the Harlem 
River, is the J. Hood Wright Memorial Hospital, 
at 131st Street and Amsterdam Avenue, fully 
three miles distant. The training of nurses will 
be made a special feature of the new iastitution. 
At present the Red Cross Hospital occupies 
modest premises, in an ordinary Cwelling-house, 
in West 82d Street. 


MopeL TENEMENT Houses. — Henry Phipps, 
the former associate of Andrew Carnegie, has 
announced his intention of devoting the sum of 
$1,000,000 to the construction of model tene- 
ment houses. He proposes to organize a society 
to take charge of the matter, and has asked 
twelve prominent citizens to serve as trustees. 
Among the latter are Mayor McClellan, Robert 
W. DeForest, recently Tenement-house Commis- 
sioner, Isidor Strauss, the founder of the Strauss 
milk charity, Charles Stewart Smith, ex-presi- 
dent of the Chamber of Commerce, and Dr. E. 
R. L.. Gould, President of the City and Suburban 
Homes Company and recently City Chamberlain. 
In a letter to these gentlemen in which he out- 
lines his plan Mr. Phipps says: “ I should like 
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the buildings to have all the jight and air possible; 
to have them fire-proof and thoroughly sanitary, 
and, as far as possible, to have spaces around 
them in waich the children could play.” He 
states that his object is to make this money do 
as much good as possible. He would preciude the 
idea, however, that by living in these houses ten- 
ants would become objects of charity. His wish 
is that the rooms should not be rented at a price 
below the market rate, and he would expect the 
tenements to be so planned as to earn about 4% 
on their cost, after allowing a proper amount for 
maintenance and repairs. It is understood that 
Mr. Phipps will himself be president of the sceiety, 
Mr. Strauss, vice-president, and Mr. DeForest 
chairman of the executive committee. Four of 
the trustees are especially well qualified for the 
position, as they were members of the State Tene- 
ment-house Commission of 1900, which framed 
the present tenement-house law, and one of them, 
Mr. DeForest, was not only a member of this 
commission, but also the organizer of the new 
Tenement-house Department of New York City. 





Obituaries. 





PHOEBE A. SPRAGUE, M.D. 


Ar the December meeting of the New England 
Hospital Medical Society, the following resolu- 
tions upon the death of Dr. Phoebe A. Sprague of 
Springfield were passed: 


It becomes our sad duty to record the loss by 
death of another of the earlier members of our 
society, Dr. Phoebe A. Sprague of Springfield, 
Mass. 

Although living at such a distance from Boston, 
she attended the meetings of the New England 
Hospital Medical Society whenever the exacting 
duties of her practice permitted. 

Be it therefore resolved, That in the death of 
Dr. Sprague the cause of women physicians has 
lost a most loyal and valued worker, — one who 
ever gave untiringly of her best, who was self- 
sacrificing almost to a fault, and who was ever 
the wise and efficient counsellor of the suffering 
and the poor. 

Resolved, That these resolutions be placed 
upon the minutes of the Society, that they be 
published in the Boston MEDICAL AND SURGICAL 
JOURNAL, and that a copy of them be sent to the 
family. 

Emity PAGELSEN Howarp, M.D., 
Mary Aumira Situ, M.D., 
Committee. 

After a life of three score years, the greater part 
of which was devoted to publie service, Dr. 
Phoebe A. Sprague of Springfield, passed away at 
her home in Holley, N. Y., last December. Dr. 
Sprague, who was one of the most well-known 





of the earlier women physicians in Massachusetts, 
was born in the town in which she died, in 1845. 
She received her general education in the public 
schools, later attending the Brockport Collegiate 
Institute. She began her medical training at the 
Women’s Medical College of Chicago, and after 
graduating served as interne at the Chicago 
Hospital for Women and Children. She moved 
to Springfield, Mass., in 1873; and at once, by her 
thorough, skilful and conscientious work, forged 
ahead into a position of prominence in that city’s 
medical fraternity. 

Speaking of Dr. Sprague’s life there, the Spring- 
field Republican says: 

‘‘ She gave herself to the needs of her patients 

with the same great generosity which distinguishes 
worthy members of the profession always. While 
a member of the Hampden County Medical 
Society, she served on its board of censors; she 
was obstetrician at the Home for Friendless 
Women, and for years she was a member of the 
Board of the Union Relief Association. She 
was not only useful and faithful in her service 
on the board, but was at all times ready to give 
her medical advice and attention when it seemed 
necessary. It was regarded as a distinct loss 
when, a few years ago, Dr. Sprague was compelled 
by the failure of her health to resign,'and then to 
leave the city. She lived a strong, a sweet and 
a noble life.” 
In 1896, Dr. Sprague took an extensive post- 
graduate course in New York City, so as to be 
sure of being thoroughly modern and up to date 
in her professional work. After giving up her 
Springfield practice, Dr. Sprague returned to the 
town of her birth; and there became an active 
worker in the Woman’s Club, contributing many 
pamphlets and papers which were widely circu- 
lated. At the time of her death, she was a mem- 
ber of the Board of Managers of the Western 
House of Refuge for Women of New York. She 
was also a member of the New England Hospital 
Medical Society, the Massachusetts Medical 
Society, the Massachusetts Board of Registra- 
tion in Medicine, the Orleans County Medical 
Society of New York, the G. A. R. Relief Corps, 
and of Rebeckah Lodge. She was also serving as 
Worthy Matron in the home chapter, O. E. 8., 
in Holley, the chapter being known as Sprague 
Chapter in honor of its having been founded by 
her. 





HENRY MARTIN WELLS, M.D. 


Dr. Henry Martin WELts, medical director 
United States Navy, retired, diea at his residence 
in New York on Jan. 12, at the age of seventy 
years. Dr. Wells was born in Massachusetts and 
entered the medical service of the Navy in 1861. 
In the early part of his career he was on duty in 
several of the most important naval engagements 
of the Civil War. He was first assigned to the 
Naval Rendezvous and Hospital at Boston, and 
then served for two and a half years on the 
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West Gulf blockading squadron. He was present 
under Farragut, in the actions against Fort Jack- 
son and Saint Philip at New Orleans, and before 
Vicksburg and Port Hudson. In June, 1864, 
he was promoted to the position of passed 
assistant surgeon, and while serving in the Brazil 
squadron, from 1865 to 1868, was commissioned 
a surgeon. In 1880 he was assigned to duty at 
the Naval Observatory and Hospital, Brooklyn, 
N. Y., and in 1884, at the conclusion of this serv- 
ice, he was made medical inspector, and placed 
in charge of the Museum of Hygiene in Washing- 
ton. In 1891, he was commissioned Medical 
Director, and in January, 1897, retired. Not- 
withstanding his distinguished services, Dr. 
Wells was most modest and unassuming in his 
demeanor. He was a man of genial disposition 
and quiet tastes, and after his retirement was 
never so happy as when fishing in the remoter 
districts of Maine, where he was in the habit of 
spending his summers. 


— - -- ~<—- 


THOMAS H. MANLEY, M.D. 


Dr. THomas H. Maney of New York died on 
Jan. 14. He was a native of Ireland and was 
graduated from the medical department of the 
University of the City of New York in 1875. He 
had been president of the Celtic Medical Society 
and of the Medico-Pharmaceutical Society, and at 
the time of his death was visiting surgeon to the 
Harlem and the Metropolitan Hospitals. Dr. Man- 
ley read many papers before medical societies and 
was a frequent contributor on surgical subjects, 
to periodical medical literature. He was also 
professor of surgery in the New York School of 
Clinical Medicine. 
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Correspondence, 
THE TRIP OF THE “ATHOS” CARRYING 
DELEGATES TO THE PAN-AMERICAN 
CONGRESS. 
CARRIBBEAN SEA, Jan. 7, 1905. 
On Boarp R. M. 8. ‘ OrtNoco. 


(From our Special Correspondent.) 





” 


Many of the delegates to the Pan-American Congress 
at Panama went thither via New Orleans. They were in 
luck. We who were persuaded to go in a special steamer 
called the “ Athos,” belonging to the Di Giorgio line, have 
not only missed the Pan-Amercan, but will miss nearly all 
of the American Health Association meeting at Havana. 
Tuesday, the 27th of December, was the time advertised 
for the sailing of the “ Athos ” from Baltimore, and some 
three hours after the advertised time (noon), she was seen 
by the waiting delegates being towed up to the dock. A 
steamer more unfit for the accommodation of passengers 
could not be imagined; paint only a few days old, coal 
dust everywhere, and sanitary conveniences appropriate 
to the thirty-five year old tramp steamer that she was. 
However, it was explained to us by the fruit importing 
firm who owned her that she would be put in order imme- 
diately after sailing and we were all bidden to go up 
town and wait for the fog to lift so as to sail at sunrise the 
next day. The sun rose as usual, but the‘‘ Athos ”’ still 
lay at the dock, and then we learned that the baker’s wife 
was sick — he had deserted. The engineer’s wife, not to 





be outdone, had suicided, and the owners were hunting 


up two men. Meanwhile the early bathers had found 
that the only bath tub was nearly rusted to pieces and a 
bath out of the question — result, a committee waited on 
the owners, a new one ordered and at noon the new tub 
appeared; the ship sailed, and temporary peace reigned. 
Evening came and with it a Sonal loan of electric light- 
ing plant, with no one connected with the boat to fix it. 
But a cabin boy had studied electricity and volunteered 
for repair work. As a result kerosene lamps were dis- 
tributed, three explosions narrowly averted, and a com- 
mittee of safety appointed. Said committee of safety, 
headed by Dr. W. W. Keen of Philadelphia, soon found 
out the total unpreparedness of the lifeboats for an 
emergency. The tins of ship biscuit were a mass of mold. 
A petition was presented to the captain asking for a fire 
drill as one had never been held on the ship. ‘“ But,” 
said an officer, “‘ it will take some time to teach the crew 
the stations.” It was held, however. Imagine a com- 
pany of noted physicians being asked to take a trip of 
twenty-three days on a steamer whose sanitary conditions 
were not perfect. The less said about them the better, 
except to mention the fact that the sanitary steam pump 
broke down for a period of one day. The fan blower 
for the engines followed suit, losing several hours of 
valuable time. 

But with all the lack of nearly every convenience known 
to ordinary ocean travel, and meals which in their nature 
partook of picnics, the company tried to make the most 
of the occasion. Here is the list of physicians: Drs. W. 
W. Keen, Philadelphia; A. E. McDonald of New York; 
Dr. and Mrs. J. 8S. Platt, Port Huron; Dr. and Mrs. J. W. 
Putnam, Buffalo; H. A. Kornemann, Newark; Ramon 
Guiteras, New York; Dr. and Mrs. W. W. Wishard, Indian- 
apolis; B. Rosalie Slaughter, Washington; Dr. and Mrs. 
G. M. Shileth, Pittsburg; Drs. S. R. Miller, Knoxville; 
R. C. Tillinghast, New York; Seneca Egbert, Philadelphia; 
W. 8. Bryant, New York; Dr. and Mrs. D. A. Shirres, 
Montreal; Irving L. Walker, Islip; H. L. Hammond, Dan- 
ville, Conn.; Walter G. Chase, Boston; Joseph W. McFar- 
land, Philadelphia; A. M. Simmons, Baltimore; Ernest 
J. Stevens, Philadelphia; W. E. Allen, Baltimore; Drs. 
Garcia and Ramos, official delegates of Mexico. 

Now it occurred to Dr. Ramon Guiteras, the general 
secretary and leader of the expedition, that as we should 
miss the opening exercises, he might hold a mock congress 
on the evening of the 3d, synchronous with the opening at 
Panama. As Dr. MeDonald, the celebrated alienist, in 
the course of a most witty speech said, that we had float- 
ing hospitals and floating kidneys, so why should we not 
have floating congresses, therefore the Pan-American was 
declared open on board the “ Athos.” 

During the two following days papers were read by some 
of the delegates. The paper of Dr. Seneca Egbert, the 
hygienist, is worth more than passing notice as is also the 
discussion which followed. It is entitled, ‘‘ Typhoid Fever 
in Relation to the Urban and Rural Population of the 
United States.” From a large number of charts compiled 
by the Census Bureau and which were interestingly ex- 
hibited he derived the following conclusions and lessons: 

(1) That although proper education in sanitary matters 
is essential and necessary throughout the whole country, 
it is especially important in so far as it relates to the 
causation and dissemination of typhoid fever in the locali- 
ties particularly indicated in the charts (certain localities 
in the south and southwest). 

(2) That it is the duty of the medical profession in these 
particular localities not only to do all they can to educate 
the public along these lines, but also to impress their 
typhoid patients with the necessity of the utmost care 
as to disinfection, both during the illness and long after the 
convalescence. r 

(3) That the medical practitioners should not only join 
hands with all progressive citizens, but be the first to urge 
the improvement, purification and care of public water 
supplies, and should like wise use every reasonable means 
to induce those depending upon private sources, whether 
in town or country, to protect themselves against the 
danger of infection. 

(4) That it is likewise the duty of the members of the 
profession to help secure for their respective localities and 
states, uniform and satisfactory methods and laws govern- 
ing the registration of vital statistics, not only because 
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these are direct agents for the increase of sanitary informa- 
tion and knowledge, but because they also always react to 
bring about marked improvement in the sanitary condi- 
tions of the people supplying the statistical data. 

Dr. Egbert also made a strong plea for the enforcement 
of laws requiring registration of cases and deaths. In the 
discussion following, Dr. A. E. McDonald of New York, 
the alienist, said: ‘‘ It occurs to me to suggest that any 
influence upon the accuracy of Dr. Egbert’s tabulations 
arising from difference in quality and methods of care and 
treatment of typhoid cases as between city and country 
is more than offset by another element operating in the 
opposite direction. The tabulations are based, of course, 
upon reports of cases diagnosed or dying from the localities 
where diagnosis is determined or deaths occur. In cities 
many of the eases of typhoid owe their origin to residence 
in suburban localities, though the development does not 
take place until after patients’ return. I opine that the 
number of cases will prove comparatively insignificant 
where the process is reversed — where the disease is con- 
tracted in the city, but manifested in the country. In 
the city of New York, typhoid is for the most part an 
autumnal disease occurring in those who have spent their 
summer vacation in resorts where sudden popularity and 
consequent influx of patrons have been in excess of nec- 
essary measures of precaution and sanitation. Of course, 
so far from invalidating the essayist’s conclusions, this 
fact, if it is a fact, tends to strengthen them and to prove 
that tvphoid is a disease of suburban rather than urban 
origin. Dr. Egbert’s present researches are most inter- 
esting and valuable and I venture to suggest that in their 
continuance additional value and interest may be derived 
from their extension in the directions which I have indi- 
cated.” 

Dr. W. Sohier Bryant of New York said Dr. Egbert’s 
carefully computed statistics prove conclusively the de- 
ductions which must come from comparison of the liability 
to typhoid infection in city and country. The city has 
the minimum liability owing to the co-operation of many 
individuals who provide unpolluted food and drink. 
Public sentiment requires a certain degree of cleanliness 
in personal habits. The country, on the other hand, has 
the maximum liability to infection owing to the isolation 
of ignorant individuals who must depend on themselves 
for unpolluted food and drink. Many more flies are found 
in the country in proportion to the population than in 
cities. Besides, in the country flies have much greater 
opportunity to spread the infection abundantly provided 
by the bestial personal habits of the population. Dr. 
Egbert’s figures show that relative personal cleanliness 
and attention to the ordinary proprieties of the toilet 
have a marked bearing on the prevalence of typhoid fever. 
This is proven by the preponderance of the disease in that 
portion of our country where the personal habits of the 
people are the least cleanly. 

The importance of flies in the spread of typhoid infec- 
tion might be emphasized more than has been done by the 
preceding speakers. The danger from flies increases with 
the carelessness of the population in the matter of toilet. 
This danger is least in cities and greatest in a recruiting 
camp. During the summer of 1898 I had medical charge 
as Brigade Surgeon of a portion of the camp of the Seventh 
Army Corps at Jacksonville, Fla. One regiment appeared 
to be infected with typhoid fever nearly to a man. The 
cause was clearly flies. This observation enabled me to 
be the first to draw the attention of the military authori- 
ties to this unnoticed source of infection, which was able 
to give rise to an appalling epidemic. All the water for 
the Seventh Army Corps was piped from the city of Jack- 
sonville, which was supplied by deep artesian wells. The 
milk supply was from many widely separated sources. 

Dr. D. A. Shirres of McGill University, Montreal, read 
his paper entitled “ Regeneration of the Axones of the 
Spinal Neurones in Man, Demonstrated Clinically and 
Pathologically.”” The case occurred in a male, thirty-five 
years of age, a sailor, who fell from the mast, a distance of 
thirty feet, producing fracture and dislocation of the tenth 
and eleventh dorsal vertebra, followed by symptoms of 
a transverse division of the cord, flaccid paralysis, loss of 
sensation, abolition of the superficial and deep reflexes. 

€ was operated on four hours after injury. There were 
found the above stated injuries. A complete severance 








of the cord was detected when the dural sheath was opened, 
a separation being present fully half an inch between the 
divided ends. The case was looked upon as hopeless, and 
the patient was returned to bed. At the time of operation 
stimulation was administered electrically to the anterior 
and posterior roots of the lower separated end, which 
gave a distinct response in the muscles of the leg, which 
tended to show that the lumbar enlargement was more 
or less healthy. For four months electrical treatment, 
combined with massage, was carried out, at the end of 
which time the reflexes had not returned. A flaccid state 
still remained. This went to prove Bastian’s, Bruns’ 
and other opinions, that total transverse disease of the 
cord was followed by flaccid paralysis. Eleven months 
after the accident the dural sheath was again opened, the 
anterior and posterior roots electrically stimulated, giving 
typical contractions of the muscles of the leg, three inches 
of a large dog’s cord was transplanted and sutured to the 
divided ends of the cord. In two months the patient was 
able to detect the passage of the catheter, shortly followed 
by knowledge of evacuation of feces, or entrance of finger 
into rectum. Subjective sensations first appeared in the 
right foot, shortly followed in the left, extending up in a 
short time to knees and then the thighs. Four months 
after operation Achilles’ reflex could be demonstrated. 
Three weeks later patient died from general sepsis result- 
ing from abscess in right kidney. Histologically a mass 
of nerve fibers could be demonstrated connecting the two 
segments of the patient’s cord. The lumbar enlargement 
and corda equina appeared more or less normal unless 
degenerations of the upper motor neurones. 

Dr. J. W. Putnam of Detroit read a paper entitled: 
“ Paranoia as it relates to Insanity.” 

Thursday evening at ten o’clock found us at anchor off 
Colon, and Friday morning at ten the delegates set off for 
Panama on the train, where they will arrive in time for the 
closing exercises. Now there have occurred several 
deaths from yellow fever recently in that city, officially 
one per day, the last victim being the wife of the secretary 
to the chief engineer of the canal, and I notice an item in 
the paper announcing the death of two Japanese acrobats 
in the same hospital. The inference is natural that these 
were from yellow fever. The British steamer ‘“ Orinoco,” 
which sailed yesterday for Jamaica, refused many pas- 
sengers because they had spent the night in Panama, and 
it was necessary for the writer and Dr. Shirres to obtain 
consular attestation that we had not spent the night there 
before being received as passengers. The “ Athos,” with 
many delegates to the congress at Havana, will make that 
city in four days and not in two as advertised. Whether 
her passengers will be quarantined and thus add another 
delay to her unlucky trip is a question. 


Very truly yours, 
Water G. CHaAse, M.D. 


ms 
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AS TO FEES. 
Boston, Jan. 12, 1904. 

Mr. Eprror: Quite a number of cases have recently 
come to my notice of nurses, masseuses and others similarly 
situated who have felt the necessity of consulting some 
distinguished specialist. While most of these have been 
treated with the utmost kindness, courtesy and consider- 
ation, and charged little or nothing yet not a few others 
equally as deserving have been given short shrift, and 
in asking how much they were indebted, have been told 
that: “ My fee is $15, but I will make a discount to you 
and call it $10.” 

Now when we consider that the period of active use- 
fulness of these individuals is seldom over ten years, and 
that they are not kept profitably busy more than half of 
that time; that most of them have relatives at home 
more or less dependent upon them, and that they them- 
selves have already rendered much gratuitous service to 
the poor, and that they are even more likely to bring a 
patient than to be one themselves, —in view of all these 
possibilities they ought certainly to be treated with the 
utmost leniency. 


Respectfully yours, 
Douetas GRAHAM, M.D. 
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RECORD OF MORTALITY 
FOR THE WEEK ENDING SATURDAY, JANUARY 7, 1905. 
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Deaths reported, 3,602; under five years of age, 968; princi- 
pal infectious diseases (smallpox, measles, scarlet fever, 
cerebrospinal meningitis, diphtheria and croup, diarrheal 
diseases, whooping cough, erysipelas, fevers and consumption) 
698; acute lung diseases 765, consumption 366, scarlet fever 33, 
whooping cough 16, cerebrospinal meningitis 28, smallpox —, 
erysipelas 13, puerperal fever 13, measles 15, typhoid fever 33, 
diarrheal diseases 74, diphtheria and croup 96. 

From whooping cough, New York 5, Chicago 7, Philadel- 
phia 1, Providence 1, Cambridge 1, Haverhill 1. From scarlet 
fever, New York 22, Chicago 3, Philadelphia 2, Baltimore 3, 
Providence 1, Boston 1, Framingham 1. From cerebrospinal 
meningitis, New York 24, Boston 2, Worcester 1, Somerville 1. 
From erysipelas, New York 8, Chicago 1, Philadelphia 2, 
Boston 2. 

In the seventy-six great towns of England and Wales, with an 
estimated population of 15,271,287, for theweek ending Dec. 24, 
1904, the death-rate was 19.4. Deaths reported 5,674; acute dis- 
eases of the respiratory organs (London) 236, whooping cough 
$2, diphtheria 72, ineasles 134, small pox 1, scarlet fever 35. 

The death-rate ranged from 10.2 in Whillesden to 32.6 in 
Hanley ; London 17.6, West Ham 15.2, Brighton 20.2, Southamp» 
ton 19.0, Plymouth 17.4, Bristol 19.0, Birmingham 20.5, Leices 
ter 11.4. Nottingham 21.6, Birkenhead 18.2, Liverpool 19.1 
Wigan 21.6, Bolton 22.8, Manchester 26.5, Salford 21.6, Halifax 
22.8. Bradford 22.5, Leeds 19.8, Hull 20.1, Sheffield 21.9, New- 
castle-on-Tyne 25.5, Cardift 17.2, Rhondda 25.6, Merthyr Tydfil 
17.2, Hornsey 14.8. yi: 





METEOROLOGICAL RECORD. 
For the week ending January 7, in Boston, according to 
observations furnished by Sergeant J. W. Smith of the United 
States Signal Corps: 
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*QO., cloudy; C., clear; F., fair; G., fog; H., hazy; S., smoky; 
R., rain; T., threatening; N., snow; —, below zero. ft Indicates trace 
of rainfall. g@>- Means for week. 


CHANGES IN THE MEDICAL CORPS U. S. NAVY 
FOR THE WEEK ENDING JANUARY 14, 1905. 


R. M. YOUNG, assistant surgeon. Resignation accepted to 
take effect Jan. 21, 1905. 

J.S. TAYLOR, passed assistant surgeon. Detached from the 
* Relief” and ordered to the ** Ohio.” 


SOCIETY NOTICE. 

BostON MEpDICAL LIBRARY MEETINGS. — The Boston 
Medical Library Meetings in conjunction with the Suffolk Dis- 
trict Branch of the Massachusetts Medical Society. Program 
of Meeting of Section for Medicine on Jan. 25, 1905: A Study 
of the Objective Methods of Diagnosis of the Stomach ina 
Medico-Surgieal Clinic, with Report of Cases: Dr. H. F. 
Hewes. The Recent Surgical Conceptions of Non-malignant 
Disease: Dr. J. G. Mumford. Discussion, Dr. F. Pfaff, Dr. 
J.C. Munro, Dr. F. B. Lund, Dr. E. P. Joslin and Dr. C. L 
Seudder. 

GEO. G. SEARS, Chairman. 
EK. A. Locke, Secretary. 





RECENT DEATHS. 


Dr. CHURCHILL CARMALT of New York died on January 8, 
in the thirty-ninth year of his age. He was graduated from 
the College of Physicians and Surgeons, New York, in 1891, 
and for some time was the assistant and associate in practice 
of the late Dr. T. Gaillard Thomas. 

Dr. Louis C. d’ HOMERGUE, a retired physician of Brook- 
lyn, N. Y., died on January 12, at the age of seventy. He was 
a veteran of the Civil War, and for many years occupied a 
clerical position in the Bureau of Vital Statistics in the Brook- 
lyn Department of Health. At one time he was also one of the 
regular staff of physicians of that department. 


OPERATIONS: BOSTON CITY HOSPITAL. 


The following operations will be done and cases shown in 
the amphitheater of the Boston City Hospital on Jan. 20, 
from 10 A.M. until 12.30 p.M.: Suturing Fractured Patella; 
Radical Cure Umbilical Hernia; Wiring Ununited Fracture 
of Femur; Amputation of leg; Diabetic Gangrene; Explora- 
tory Laparotomy. 


BOOKS AND PAMPHLETS RECEIVED. 


Clinical Lecture on the Symptomatology and Treatment of 
Trifacial Neuralgia. By Charles H. Frazier, M.D. Reprint. 

Report of a Case of Decapsulation of the Kidney (Edebohl’s 
Operation) for Chonie Parenchymatous Nephritis. By James 
Tyson, M.D., and Charles H. Frazier, M.D. Reprint. 

Outlines of Physiological Chemistry. By S. P. Beebe, Ph.D., 
and B. H. Buxton, M.D. New York: The Macmillan Co. 1904. 

Medico-Chirurgical Transactions. Published by the Royal 
Medical and Chirurgical Society of London. Vol. 87. 1904. 

Manual of Serum Diagnosis. By Dr. O. Rostoski. Author- 
ized Translation by Dr. Charles Bolduan. First Edition. 
New York: John Wiley & Sons. London: Chapman & Hall, 
Ltd. 1904. 
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THE PSYCHOLEPTIC CRISES.* 
BY DR. PIERRE JANET OF PARIS, 
Professor of Psychology in the College of France, Director of the 
Psychological Laboratory of the Salpétriére Clinic. 

The president of your society has been kind 
enough to invite me to present to you this 
evening a short review of certain studies of 
mine, and | am very glad indeed to do so. It is 
an honor for me to lay before you a specimen 
of the researches we are making at the College 
of France and at the Salpétriére in one of the 
laboratories connected with Professor Ray- 
mond’s service, and I shall be glad of your criti- 
cism and advice. We are all aware of the mutual 
enlightenment and control which come of inves- 
tigations carried on in different parts of the 
scientific world. 


z. 


After several years’ experience in dealing with 
a large number of patients tormented by obses- 
sions, impulsions, manias of interrogation, ties 
and phobias of different sorts, — patients whom 
I have come to group together under the generic 
name of psychasthenies, — I have been led to 
consider the majority of these symptoms as 
secondary, and to regard as the essential feature 
of the disease, as the source of the obsessions, 
impulsions and phobias certain profounder dis- 
turbances of the feelings, the will and the per- 
ception. 

It was difficult to establish the priority of 
these latter disturbances in certain subjects 
already advanced in the evolution of the neurosis 
and in whom all the symptoms appeared massed 
together. Consequently, I was led to seek out 
particularly the inchoate cases, ‘in which these 
fundamental troubles showed themselves in an 
isolated manner to a high degree before the devel- 
opment of the phenomena which I considered, 
either rightly or wrongly, as secondary. In this 
Way my attention was particularly drawn to a 
certain group of facets which were undoubtedly 
already known, but which seemed to me pecu- 
liarly suitable for the explanation of the more 
complex cases. 

The first thing that strikes one about the pa- 
tients of whom I am to speak to you, is that 
their mental troubles do not develop slowly and 
insidiously as in the ease of the ordinary psychas- 
thenic, but ratner stormily, reaching a climax 
sufficiently quickly to constitute a veritable 
crisis. From, this point on, these troubles are 
relatively uncomplicated and exert their influ- 
ence almost exclusively upon the acts of the 
patient and upon his perception of exterior or 
interior reality. For these crises, affecting ap- 
parently the patient’s acts and percepts alone, 

propose to adopt the name “ psycholeptic 
crises,’ with the conviction that the facts I have 
still to lay before you will justify this designation. 

* Paper read by invitation before the Boston Society of Psychi- 
“y and Neurology at the meeting held Oct. 20, 1904. 


‘ranslation by J. W. Courtney, M.D., Boston, Corresponding 
Member of the Neurological Society of Paris. 





Allow me to relate to you a few of these cases 
before summing up their psychologic character- 
istics, which, indeed, are also their essential 
clinical characteristics. 

We will find our first cases, in fact the most 
clear-cut, among the psychic outbreaks some- 
times occurring in epilepsy. Ottolenghi' has 
described phenomena of this sort under the name 
of “‘ the twilight state of epileptics.” Haskovec ? 
has reported an example of it which is very 
interesting from our point of view. Pick#* (of 
Prague) has recently described several cases of it 
that seem to me to fall into the same group. 

I have myself called particular attention to 
the same sort of phenomena in various of my 
writings; you will find them especially discussed 
in a chapter of my most recent work (‘‘Obsessions 
et la Psychasténie’”’) ‘ in which I endeavored to 
study the relations existing between psychas- 
thenics and epilepties. 

Here is a résumé of two of these observations: 

OsBsERVATION I. A young girl of fifteen, 
Hot., whose epilepsy began at the age of eight 
years by attacks of vertigo with deglutitory ties 
and who has had classical attacks of grand mal 
since puberty, has suffered now for some time 
from the following singular crises: All of a sudden 
she ceases work and indeed all activity; she re- 
mains motionless upon a chair and when one 
insists upon her getting up and doing something, 
she replies plaintively: ‘‘ I ask nothing better 
than to work, but I don’t see clearly — shall I 
always be blind? ” 

She came to the laboratory in this state and I 
was able to make out that she had absolutely no 
visual disturbance.. We will come back to the 
examination of the different forms of sensibility, 
but I will say in passing that the movements of 
the eye and the sensation of these movements 
were no more affected than the visual azuity, 
the perception of colors or the field of vision. 
Even with her eyes closed, the patient was fully 
aware of the movements of the eyeballs and of 
the direction in which they turned. As I have 
shown elsewhere the only thing present during 
this period was an abnormal feeling relative to 
the reality of the visible outside world and a 
doubt about the existence of things, joined to 
the fundamental abulia. 

The child came out of this state at the end of 
a few days through a complete epileptic attack. 

OBSERVATION II. The second observation, 
to which I have already referred on various ocea- 
sions, is perhaps even more complete than the 
first. Is— , a young woman of twenty-two, 
has had outspoken epileptic seizures since puberty, 
at the rate of two or three per month. On one 
occasion, following an abortive seizure of which 
she felt only the beginnings, she entered suddenly 
into the following condition: she saw and heard 
everything as usual, and here again it was impos- 
sible to make out even the slightest alteration 
of the special senses, of tactile sensibility or, what 
is more important, of kinesthetic sensation and 
visceral sensibility. Still, although she felt 
everything as usual, she began to doubt every- 
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thing. She no longer felt sure whether what 
she saw existed or not. Looking at her mother 
she would say: ‘‘ I should like to believe that 
this woman is my mother, but I can’t; I can’t 
even get it into my head that this person is alive.” 
She also had doubts of herself. ‘“ Perhaps I 
have lost my own self; I am not sure that I am 
alive. ...” She believed nothing that was 
said to her, discontinued all work and was unable 
to fix her attention. 

This state lasted four days and then seemed 
to disappear, at least in part, in consequence of 
some emotion. The patient felt better, came 
back somewhat to reality and was overjoyed 
thereat. She was still unable to do any work, 
however, and could not fix her attention volun- 
tarily upon anything. On the sixth day it all 
began again. She again felt herself in a dreamy 
state and doubted everything. This time she 
grew impatient of her abnormal condition, ex- 
perienced a feeling of malaise, of suffocation, 
and complained of being greatly distressed. 
She made futile efforts to attain to a feeling of 
reality and took on an interrogating mania. Had 
this state been further prolonged, the patient 
would have reached the full development of the 
‘* disease of interrogation and anxiety.” But 
the seventh day brought an epileptic attack and 
the situation was relieved. After the seizure 
she returned to her normal condition, and the 
bizarre state above described recurred only 
three times during her life, although she contin- 
ued to suffer from the major form of epilepsy.° 

We see, then, occurring in epileptics these 
sudden mental troubles, which involve the per- 
ception of the outside world and of self, with 
transformation of the entire personal activity. 


Il. 


Such observations are fairly rare concerning 
epileptics properly so-called or, at least, have 
not frequently been made; for the study of the 
mental state of epileptics leaves much still to be 
desired. On the other hand, they are very 
common when we turn to the consideration of 
the class of patients I have grouped together 
under the name of psychasthenics. Doubtless, 
in many cases, the mental state which character- 
izes them, with its abulias, inability to fix the 
attention, doubts on the reality of things or 
of self, and all the secondary troubles which 
come from them, develops slowiy and insid- 
iously. In the train of an infectious disease, 
a confinement, a fatigue or an emotion, the 
mental state undergoes a gradual degradation 
and the patient is unable to tell you just when 
his trouble began. But one must not think it 
is always so. Much oftener than is generally 
supposed, there is a definite beginning and, as 
certain patients have toid me, the troub:e comes 
upon them suddenly “ like the blow of a stick ” 
and they are rapidly changed. 

I might recall to your attention many earlier 
observations in this connection, where the same 
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You may remember that celebrated case of Ball’s: 
‘“* Our patient,” says this author, “‘ was employed 
in a bank; he worked well and steadily until 
suddenly one morning in June, 1874, about 10.30 
o’clock, he became conscious of a sudden change 
in the appearance of objects; they entirely lost 
for him the element of reality.”” Here is the 
patient’s own story of his condition: “ In June, 
1874, I felt almost suddenly and without any pain 
or- giddiness, a change take place in the way I 
saw things. Everything looked odd and strange, 
although forms and colors were not lost.” This 
trouble gradually disappeared, but began again 
five years later in the same sudden way and in a 
more serious form: ‘‘In December, 1880, I felt 
myself dwindling, disappearing; after a time 
nothing was left of me but my empty body with 
its same old form. Since that time my person- 
ality has completely vanished — everything 
around me has grown more and more strange 
until now I not only do not know what I am, 
but I can’t get a mental grasp upon the thing 
they call existence, reality.’’ ® 
lor further details of the case, such as the loss 
of volition, the annihilation of activity and the 
feeling of automatism, I will refer you to Ball’s 
original work. 
I, myself, published some time ago some 
curious and absolutely comparable cases, the 
most remarkable of which I will venture to detail 
to you. A young girl of eighteen, Bei —, of 
neuropathic family, be it said, had clandestinely 
maintained illicit relations with a young man 
of the neighborhood for some time, without any 
disturbance of her mental health. One day her 
eye fell upon a paragraph in a newspaper, which 
told the story of two young lovers whose conduct 
had brought about the ruin of their families. 
The story seemed to fit her own case exactly. 
It upset her completely and she felt as though 
she had received a blow upon the head. This 
feeling as of a violent blow upon the head is very 
characteristic; it has been observed repeatedly 
in patients whose mental condition has been 
suddenly upset. In her emotion, Bei — felt the 
need of getting outdoors. Once in the open, 
she viewed herseif with amazement, for she 
experienced a most peculiar feeling. Beyond 
a certain discomfort in the back of the head, 
she had no sense of bodily illness; she saw clearly, 
heard well, could move without difficulty and 
was keenly aware of her movements; she went 
about looking for herself under the impression 
that she had disappeared and that things of the 
moment no longer had anything to do with her 
personality. From that time on she incessantly 
repeated the same thing: “ But where am I? 
What has become of me? It isn’t I who walk 
and talk and eat. I lack something to give me 
real existence.” And so she went on, incapable 
of making up her mind to anything, crippled i 
her activity, lost to all notion of time, oblivious 
to present existence. 

With your permission, I will refer you to the 
published study of this and another similar case — 
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on the various forms of sensibility, particularly 
the muscular and kinesthetic, which were found 
absolutely intact.’ 

To these older cases it would be easy to add a 
very large number of new ones, in which the 
circumstances were identical. Many psychas- 
thenies of the obsessed or the phobic types, whose 
trouble now seems chronic, tell you with great 
precision that their whole troubie began suddenly, 
at a definite time. Here, for example, is the 
ease of a young woman of thirty-three, Dob —, 
a typical agoraphobe of many years’ standing. 
Time will not permit me to give you her present 
trouble in detail, but she stubbornly maintains 
that she knows precisely the moment it all began. 
“ T was, ”’ she says, ‘“‘ a child like another, simply 
very timid. One day when I was about ten 
years old, I was sent on an errand to a nearby 
store. I didn’t expect to find anybody there 
except the proprietress, but when I got in I saw 
two people talking together and it made an im- 
pression on me I can’t explain. Suddenly, vio- 
lently and without any warning whatsoever, I 
felt a sort of dizziness and everything went queer. 
It seemed as though I could no longer do anything, 
as if I could no longer control myself and was 
going to do something silly; I was like one in a 
dream. The first time this didn’t last long, 
at least, not like the whole feeling, but I have 
never since been like my old self.” 

Those of you who have done me the honor to 
wade through my works on the obsessions may 
perhaps be familiar with a person I call John, — 
a character, I venture to say without hesitation, 
well worthy of your acquaintance; in fact, the 
most astonishing embodiment of tics, mental 
crotchets, phobias and obsessions imaginable. It 
is very curious indeed to hear him tell with a 
precision that never falters the story of the onset 
of his miseries. When he was about fifteen years 
old he was given to masturbation. One day, 
after performing the act, he experienced a feeling 
so remarkable that after the lapse of twenty years 
he still speaks of it shudderingly. He was very 
tired at the time and the orgasm had been brought 
about only with great difficulty. ‘‘ He felt. some- 
thing give way in his head [always the same 
“blow upon the head ” idea] and then the whole 
universe seemed misty. Things appeared to him 


to lose their reality, as though he had suffered a. 


tremendous degradation of his strength and of 
his vitality. He could no longer accomplish 
any act that called for the slightest degree of 
attention; he could make no effort of attention; 
In fact he wasn’t capable of any definite feeling. 
In the wake of these phenomena there followed 
a perfect horde of terrors, anxieties, ruminations, 
ete. One might easily group about these two 
cases a large number of others in which the dis- 
ease was ushered in by a similar crisis. 

Along with these patients you will find a much 
More numerous cohort who have had in the 
course of their lives, not merely a single definite 
crisis of this sort, following which they never fully 
Tecovered, but a great number of such crises punct- 
uated by intervals of almost normal existence. 








Séglas had already laid stress upon the ap- 
pearance of certain characteristic troubles 
which presage ‘“ crises of obsession.” These 
periods manifest themselves as an attenuated 
form of mental confusion. For two or three days 
there is an exaggeration of certain neurasthenic 
symptoms; the patients don’t know themselves; 
no longer find themselves as before. The atten- 
tion is very defective, hard to fix, easy to tire; 
the memory is sluggish and untrustworthy. 
Motor volition is affected and abulia betrays 
itself by an incoercible apathy.® 

I have myself called special attention to these 
states, which I call the psychasthenic periods. 
Save in certain exceptional patients who are 
continuously for years a prey to obsessions and 
phobias, it is easy to observe that these incidents 
are not perennial, but have a beginning and an 
end. In certain periods of relative health it is 
obvious that the same facts, the same thoughts, 
may arise without in any way provoking the 
incidents to which they formerly gave rise. 
There is evidently at certain times a predisposi- 
tion to the obsession and one which is character- 
ized by a great number of mental troubles inde- 
pendent of the obsession itself. I dwelt strongly 
on this point in my discussion of the case of 
Kl —in whom for several days disturbances of 
sleep, headaches and abnormal feelings precede 
and announce the obsession: ‘‘ I feel that I am 
as nothing; I have entirely lost my will-power, 
and anybody can do with me as he wishes, for I 
have become a mere machine; I can neither read 
nor understand; . . . people seem queer and I 
want to get angry with them, their heads look so 
odd. ...1 grow stfange, incomprehensible to 
myself, and I ask myself questions upon a perfect 
horde of things.” In this patient, Kl — , events 
take place with a certain gradation, although the 
attack often begins at night by a peculiar head- 
ache and, at times, develops quite rapidly. But 
there are other patients in whom exactly similar 
phenomena come on abruptly and reach their 
maximum ina fewhours. I have seen it so hap- 
pen in dipsomaniacs. D—,a man of thirty, thus 
states his case: “‘ From time to time it seems to 
me as if I suddenly give out. I am no longer 
good for anything; I can’t even understand what 
I read. Everything gets confused and strange 
. . and this condition,” he adds, “ is unbear- 
able.’ In my opinion it is simply to escape from 
it that he seeks an excitation in drunkenness, and 
the dipsomaniacal impulse is entirely secondary, 
as indeed is demonstrated by its late appearance, 
long after the onset of the crises of depression.'® 

One might also cite the case of Das —. While 
in a state of almost normal health it suddenly 
comes over her that she is dying, that she has 
been buried alive: “ I am in alethargy, I dream 
my life, I am asleep in a coffin, I am not alive 
nor are the people about me; I am not sure that 
what exists is quite real. . . .”’ She doesn’t go 
on complaining of this feeling long, for in a short 
time there come on phobias of deglutition and 
obsessions relative to handkerchiefs and corks 
she thinks she has swallowed. 
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It would be useless to take further time upon a 
large number of other cases of a similar nature, 
which could easily be got together. Those 
already given are sufficient to demonstrate to 
you how frequent this type of crisis is in psychas- 
thenics, either at the début or in the course of 
their disease. 


Ill. 


All these crises are singularly alike and | have 
often been surprised to hear patients of entirely 
different social levels employ identical expressions 
and hit upon the same bizarre metaphors; all 
of which shows how exactly alike all their feelings 
are at bottom. 

The best classification I can offer you is based 
upon the duration of this mental trouble and 
upon its evolution. From this point of view 
there would be two clinical types — the first with 
a sudden onset and termination, the second 
also sudden in its onset but terminating quite 
imperceptibly, after running an almost indefi- 
nitely prolonged course. As the first form is 
the most curious and the least well known, it 
may not be amiss to give you the history of 
Mar —, a young girl of twenty-seven. This 
patient is at first glance very perplexing; she 
complains of constant severe vertigo. ‘I 
seem to faint away,” says she, “ three or four 
times a day.”’ Now these crises, to the onlooker, 
are very singular; there is no real vertiginous 
state, no more does the patient faint away; she 
has no convulsive movement and presents none 
of the phenomena of anxiety. In a word, it all 
goes on in the patient’s feelings. She groans, 
ceases all activity and interests herself not at all 
in exterior things: ‘“ It seems to me that I go 
away and come back to myself; everything grows 
small around me, I grow small myself. I become 
totally different ; I grow so small that soon I won’t 
occupy any space at all.’ Then as we inquire 
into this change of stature, she goes on: ‘No, 
there isn’t any change in volume, my hand re- 
mains just as large as ever, but it’s less real, less 
alive, it’s adream hand. It’s as if I stood outside 
of life. Others are interested in the things I 
see, not I; it’s like a sort of review. Things 
seem to be done simply to be seen and touched, 
but not to be lived with.” (Note that there is 
never any real anesthesia in the case and, as she 
says, that this expression of littleness is pure 
imagery.) Her clearest cut impression is of 
losing her personality, of dying, of vanishing, of 
being annihilated: “‘ My hands are no longer 
mine, my feet do not belong to me. That’s why 

I no longer walk, talk and act. One day I stopped 
eating because my mouth was no longer mine 
and what I ate ceased to be real.” 

The most extraordinary thing about this young 
woman, a thing I have rarely seen so well marked, 
is the shortness of the duration of this state. 
After a quarter of an hour, or twenty minutes 


into the same condition, which fills her with 
horror, she would be absolutely free from trouble, 
She is not even in any sense amnesic, for she 
remembers with the utmost clearness everything 
she has been through and felt. 

About these strictly typical cases, one might 
range psycholeptie crises of the same sort, which 
are short-lived and seldom give rise to secondary 
phenomena. Obviously this is the form of the 
disease that most closely approaches epilepsy, 
and a form which, if I be not mistaken, I have 
seen most often in genuine epileptics. The other 
variety will be made up of crises of longer dura- 
tion, which may last for years. In the case of 
John, for example, the crisis seems to have come 
on at the age of seventeen, and has existed now 
more than fifteen years with the same charac- 
teristics. It is the commonest form in psychas- 
thenics and the one which is oftenest the point 
of departure for phobias and obsessions. 


IV. 


It is very difficult to define and especially so to 
interpret phenomena we understand so incom- 
pletely, and I have no illusions on the value of 
the theories we are able to furnish by way of 
explanation of them. We should simply array 
the symptoms which seem to us characteristic, 
in order to reach a general conception, a point 
of departure for future stuaies. 

It is primarily essential, in my opinion, to put 
in evidence the negative peculiarities of these 
crises, Which are too often overlooked in hypothet- 
ical interpretations. In the first place there is 
no delirium properly so-called, and not even any 
mental confusion; the patient expresses himself 
clearly and reasons intelligently. One even 
notices an increase in the memory for the past 
and in the subtlety of the reasoning faculty. 
This characteristic is important for diagnosis and 
should be considered in the discussion of the 
intellectual theories of obsession, for it shows us 
that both the obsession and the delirium are far 
from being primary. 

A second negative characteristic of still greater 
importance is the absence of any actual motor 
trouble. The subject moves perfectly, in every 
way; in fact, his movements are exaggerated. _ It 
is important in this connection to examine into 
the movements of the sensorial organs, which 
are perfectly within the subject’s control, a point 
to which I ealled attention above in speaking of 
the movements of the eyes. In like manner the 
tendon reflexes and even the cutaneous are 
normal throughout. 

Negative characteristic number three is also 
of considerable importance. This consists 1 
the fact that the different forms of sensation, 
at least as far as we can determine by the meats 
at’ our command, seem to be perfectly intact. 
The discussion of this point is delicate and 1m 
portant; I must refer you to the study I have 
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certain degree of analgesia or rather a certain 
disposition on the part of the patient to neglect 
agreeable or painful impressions; for example, 
a certain indifference to heat or cold rather than 
a real anesthesia. But aside from these few 
exceptional and ill-defined facts, it should not 
be forgotten that all forms of sensation are pre- 
served without exception. Ido not speak merely 
of the special senses of sight and hearing, but also 
of cutaneous, muscular and visceral sensibility. 
Really, it is only too easy to connect the bizarre 
feelings expressed by patients apropos of their 
personality to alterations of the cenesthesia; 
the affirmation of this relation has been so often 
made by all philosophers and all the older alien- 
ists that I could not help making my first investi- 
gations in that direction. Hence I pray your 
attention to the great pains | was at in my first 
observation — that of Bei —, for example, to 
verify the condition of the muscular sense. | 
employed every means to determine that in fact 
this person perceived the movements of her limbs 
and that she appreciated differences in weight 
almost as well as I did myself. Even the move- 
ments of the eyes, when made with closed eye- 
lids, are accurately appreciated by this subject, 
and she knows very well in what direction her 
glance isturned. Visceral sensibility is very hard 
to measure and it is perhaps on this account that 
we are inclined to explain all symptoms possible 
on the ground of visceral anesthesia. All I 
can say is that my patients have been rigor- 
ously questioned and examined on this point and 
that all have appeared to feel hunger and thirst 
and all abdominal needs in a normal way. I 
earnestly beseech authors studying similar cases 
to ascertain with precision and gauge these various 
forms of kinesthetic and muscular sensibility 
before voicing explanations which are over-easy. 

Indeed it appears that we might easily explain 
the troubles presented by our patients by apply- 
ing to them certain very simple philosophic 
notions which were formerly very clearly ex- 
pounded by Maine de Biran and more recently by 
Ribot. The feeling of personality, said these 
authors, is made up mainly of the ensemble of 
our visceral and muscular sensations; moreover, 
the sensations of the movements of our members 
are intermingled with all other sensations in order 
to add the cognizance of the position of objects, 
of their resistance and their reality. Since our 
patients complain of a doubt of self and of the 
reality of objects, one might say simply that 
theirs is a profound disturbance of cenesthesia, 
that is to say, of their visceral and kinesthetic 
Sensations. One might even go farther: it is 
to-day admitted, at least for a time, that cenes- 
thesia with its constituent sensations and move- 
ments is subserved by certain sensorimotor 
regions of the cerebral cortex. Hence one may 
hastily conclude that the psycholeptie crises are 
caused by trouble suddenly arising in these regions, 
and the whole disease assumes a much simpler 
appearance. Adopt this temporary explanation 
if you find it more convenient; it is really of no 
gteat consequence. I have been striving to 








focus upon the clinical syndrome, not to discuss 
its hypothetical interpretation. But permit me 
simply to point out to you that disturbances in 
the psychomotor sphere are ordinarily made man- 
ifest and open to diagnosis only through such 
symptoms as paralyses of various kinds and vis- 
ceral and kinesthetic anesthesiz, whereas in our 
patients none of these phenomena has ever been 
observed; hence the above explanation, while 
perhaps convenient, is still purely philosophic. 


V. 


The positive characteristics which are con- 
spicuous in the psycholeptic crisis and should 
characterize it, may be divided into two groups: 
First, the peculiar feelings expressed by the 
patient and the disturbances of action. 

In mental diseases we are compelled to give 
heed to the feelings of the patient, even when we 
can’t very well explain to ourselves the raison 
d’étre of such feelings. The frenzied ideas of 
patients have been carefully analyzed, but it 
seems to me that the same work has not been 
pushed to an equal extent with reference to the 
obviously vaguer feelings described by these 
psycholeptic subjects. I have been reproached 
for being unmindful of descriptions, divisions and 
distinctions in analyzing the bizarre feelings of 
these persons, who always have the sensation 
that what they do is insufficient or unfinished, 
who are under the constant impression that they 
are dreaming or who complain so queerly of no 
longer being capable of any emotion and suffer 
because they do not suffer. These reproaches 
hardly apply, for in psychic phenomena as well 
as in physical matters, knowledge can be gained 
only from countless observations made with 
precision and properly classified. One does not 
find fault with a naturalist who describes innu- 
merable varieties of a species of molluse or a 
genus of plants. We also must arrange our 
catalogue of psychologic facts, and there can be 
no harm in describing the subdivisions of the 
feeling of unreality and the different varieties 
of that of erroneous apperception. Such a labor 
is indeed often more useful than the premature 
construction of theories upon phenomena half 
understood. 

In the matter at hand, I have been struck by 
one peculiarity invariably present in the feeiings 
experienced during the crises. It is always a 
question of a fundamental feeling; action, per- 
ception and emotion are incomplete, unfinished; 
the mind does not carry out its processes to their 
normal completion; it stops short of its former at- 
tainments in the development of phenomena. To 
express this fundamental idea I took the liberty 
to coin the expression “ feeling of incompletion.” 
This expression seems to me more accurate than 
the term“ feeling of imperfection,” which wrongly 
implies a desire for a perfection above the aver- 
age; it also seems to me more correct than the 
term “‘ feeling of insufficiency,” for it is not a 
question of any insufficiency, but rather of the 
absence of any definite and complete termina- 
tion. The idea expressed by the word ‘‘complete”’ 
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seems to me the principal one and ought to enter 
into the;designation of these feelings expressed 
by patients apropos of their perceptions and 
emotions as well as of their actions. 

In certain ones these feelings seem to be par- 
ticularly en rapport with a group of facts. For 
example, the first patient I described to you 
complained particularly of not seeing objects 
in their normal aspect; it was above all a ques- 
tion of a disturbance of the feeling of reality in 
visual perception. The second patient seemed 
to present the disturbance both in the visual and 
auditory perceptions. Others, singularly enough, 
have special difficulty in a category of perceptions 
which are little understood — the perceptions 
of other people, the sort that lead us to think that 
we have to do with thinking beings like ourselves 
and not with inanimate objects. In certain crises 
one patient will say tome: “I no longer see living 
beings, lam surrounded by people who are dead; 
you do not appear to me to be alive; physical 
objects continue to be almost real.” 

There might be room for discussion as to the 
part played by ideas in such language. I cite 
it simply as an example of the systematization in 
the feelings of incompletion. Even in these cases 
it is not difficult to see that the alteration is always 
more general. Questioned about other phenom- 
ena to which they have called no attention, 
patients admit that they really do have feelings 
of queerness and strangeness with regard to 
them, and it is often easy to discover the causes 
which have had the attention in such or such 
direction and determined the particular systema- 
tization. 

The majority of subjects, moreover, are far from 
talking in this way; on the contrary they are 
disposed to complain of everything. All their 
perceptions lack reality, just as all their actions 
are incomplete; in a word their feelings of incom- 
pletion are much more general. 

The second important group of symptoms 
takes in, according to my idea, the disturbances 
of action. The alteration of movement itself or 
of the sensation of movement is not the essential 
factor in these crises, as has been claimed by the 
authors above mentioned; it is rather the altera- 
tion of action, which, in my opinion, is not at all 
the same thing. 

In this domain of action we might go on de- 
scribing almost to infinity all sorts of disturbances 
of the will, the resolution and the attention. If 
the crisis is somewhat prolonged, there may be 
observed every variety of abulia, irresolution, 
slowness of action, feebleness of effort, disorder 
of action, incompletion; also the absence of all 
resistance, and particularly the complete sup- 
pression of certain especially difficult actions, as 
is observed in the social or professional abulias. 
At times it is not only the social and professional 
activities which are annihilated, but every sort, 
and the subject remains inert indefinitely. Other 
disturbances are especially connected with the 
disappearance of the attention, with the inca- 
pacity to take in new situations. The descrip- 
tion of all these disturbances would lead us into 


the analysis of many details,;which I consider 
indispensable in a natural history of psychic 
phenomena, but which it suffices to summarize 
here. 

These groups of negative and positive symptoms 
which we have just summarized enable us to differ- 
entiate and diagnosticate the psycholeptie crisis. 
The absence of genuine motor disturbances, 
of all paralysis, of all alteration of the reflexes 
and of sensibility, permits us to rule out most of 
the graver cerebral lesions. The disturbance of 
the attention bears only upon present or recent 
events and-leaves intact the reasoning power and 
the memory of the past, a fact which allows us to 
eliminate the states of mental confusion and stu- 
por. The differentiation from the hysterie crisis 
might cause greater perplexity were it not for the 
observed fact that after the psycholeptic form 
the patient retains a very clear memory of what 
he has been through. He may have no knowl- 
edge of outside events to which he has not paid 
attention, but he can describe with great readiness 
the impressions he has felt. In the hysterical 
crisis amnesia plays a much greater réle and the 
mental state is by no means the same. There 
is no feeling of incompletion and the abulia is 
not the same; furthermore the patient’s activity 
is dammed up in a given direction rather than 
suppressed. It is a question of mechanism, of 
suggestion and of the limitation of the field of 
consciousness, a combination which brings about 
a different kind of mental alteration. 

I will not dwell upon the diagnosis between the 
mental outbreaks of epilepsy and what I call the 
psycholeptic crisis. In many cases I believe this 
diagnosis to be difficult, for the phenomena bear 
a strong resemblance to one another and, as we 
have just seen, may be encountered in the same 
patients. It may be said, however, that in the 
genuinely epileptic cases the mental disturbance 
is in general more profound, the intelligence 
disturbed to a greater extent and the consequent 
amnesia more marked. 

VI. 

Unquestionably it would be more important 
to get together all the characteristic features of 
the psycholeptic crisis in a general theory which 
would aid in a better understanding of them. In 
the present state of our understanding of the 
workings of the central nervous system such an 
accomplishment seems to me impossible, and if I 
take the liberty to offer you in conclusion some 
general reflections, I beg of you not to consider 
them as an explanation, but rather as a résumé of 
my observations, which may be of some service 
in guiding further researches. For a similar 
purpose I wish to call your attention to certain 
researches of mine upon what I have ventured to 
call “‘the functions of the real.” 

It seems to me evident that the operations of 
our minds, be they as they may, can manifest 
themselves in two different ways, susceptible, let 
it be understood, of innumerable intermediary 
degrees. At times these operations deal almost 
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mously simplified. These are the operations 
bearing upon abstract ideas, general ideas, imagi- 
nary conceptions and representations, and even 
upon the reproduction of past events. At other 
times these same operations work in a way that 
seems to me quite difficult, 7. e., where they bear 
upon events which are present and real and pro- 
duce a knowledge of complex events which are 
actually taking place in the universe at the 
moment; also where they produce reactions in 
us which are likewise perfectly real acts, that is 
to say, acts capable of determining modifications 
in the world as it exists. 

Psychologists have long contended that these 
operations of the mind are identical in the two 
cases, that it is always a question of grouping and 
associating images in a systematic manner. The 
hypothesis which I suggest for disposing of a 
large number of pathologic facts is that these two 
classes of operations are not at all identical from 
a physiologic standpoint. The first are simple 
and easy for two reasons: primarily because 
they are a repetition of syntheses previously 
achieved, and secondarily because they deal 
with abstract elements few in number and 
enormously simplified. 

The second, on the contrary, are difficult, not 
only because they demand new syntheses, but 
particularly because they act upon rich and infi- 
nitely complex elements. This difference might 
even be expressed, if one so desired, in anatomi- 
cal terms. The first or more simple operations 
would call for the operation of only a small num- 
ber of cortical centers and particularly for the 
centers for sensorial images; the second would 
demand the intervention of much more numerous 
centers, and in particular the association of sensi- 
tivo-motor centers with the preceding, a more 
difficult association, in which the association 
centers, such as they are accepted to-day, would 
have a more important role to play. 

There is still another way of viewing this oppo- 
sition between the two groups of operations. As 
is well known, the most difficult functions are 
those last formed in the evolution of beings. 
These are the still unstable functions not yet 
registered in well-differentiated and thoroughly 
specialized nervous centers. This being so, is 
there any more difficult function than that of the 
present action? At every moment of life there 
is a situation which is new, at least in some aspect ; 
life never absolutely repeats itself, and every 
action is in part a new adaptation. The notion 
of evolution must not be applied solely to the 
past; the process goes on incessantly; it is present 
every moment, and at every moment we are con- 
structing organs and functions which will be 
automatic later on. The adaptation to the 
present moment is the last goal of all evolution. 
That is why this action presents a difficulty 
altogether peculiar and may be considered one of 
the higher operations. If one were very desirous 
of formulating an anatomical translation of these 
psychologic conceptions, one might also say with 
Hughlings Jackson, that it is a matter here of 
bringing into play a higher center which is in a 











formative stage and excitable only with difficulty. 
In a word, for all these reasons and regardless of 
the point of view which may be taken, I propose 
to divide psychologic operations into two groups: 
the one, a higher group, which calls to a certain 
extent for a greater tension of the nervous system 
and includes the functions of the real; the other 
of lower order and calling for less tension, to 
embrace the abstract, indifferent functions, bear- 
ing upon the past and the imaginary rather than 
upon the present and the real. Such an hypothe- 
sis, justified by extensive observation allows us, 
1 believe, if not to explain, at least to sum- 
marize the complex disturbances which we have 
just reviewed. 

Events take place as if the patients had mo- 
mentarily lost the faculty of effecting the higher 
operations of high tension, while preserving the 
power to bring about properly and even with 
exaggeration the lower or low tension operations. 
Contrast the development of the imagination in 
such patients, their memory and reasoning powers, 
with their feebleness of will and inability to give 
attention to things of the moment. Have you 
noticed what a markedly retrospective type of life 
they live? They are obsessed by the past, they 
have ways of thinking which recall childhood, 
previous civilizations; or they seem to have be- 
come incapable of living the life of the moment. 
Reverting to the other form of expression, one 
may say, events take place as if in these patients 
the higher centers which preside over the complex 
and recently formed association of sensorial and 
motor centers could no longer enter into activity, 
while the lower and simpler association centers, 
centers long formed, alone performed their func- 
tions. 

Viewing the matter thus, one might say that 
there is, in the crises above described, a lowering 
of cerebral activity, a fall, so to speak, of several 
degrees, which brings about the change described, 
and manifests itself to us by feelings of incom- 
pletion and by all the disturbances in the patient’s 
present activities. 

It is to reduce this interpretation to its lowest 
terms that I have proposed to designate these 
singular crises by the term ‘“‘ psycholeptic crises.” 
A similar term, ‘“ phenolepsy,’”’ was used by 
Meschede of Koenigsberg in 1894, in a somewhat 
different sense; of this I have retained only the 
central idea of psychic downfall, and have tried 
to define this notion by the various reflections I 
have placed before you. 

I ask your pardon, gentlemen, for closing this 
clinical recital with considerations which are 
obviously very hypothetical and which have no 
other object than to conveniently summarize 
certain complex facts and facilitate their study. 

It goes without saying that our present knowl- 
edge of nervous function is insufficient to enable 
us to know what modifications in the seat, the 
force, or perhaps the rapidity, of nervous vibra- 
tion correspond to these psychic degradations. 

I believe that for the present our task should be 
confined to the study of these diverse oscillations 
of the mental level among which we place psy- 
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cholepsy. We must not forget that we find com- 
parable phenomena in the normal and especially 
in the pathologie forms of sleep, in dreams, in 


exhaustion, and particularly in the emotional 


states. The psychologic and physiologic study 
of these facts is far from finished, and it appears 
to me indispensable for the explanation of the 
phenomena presented by our patients. Hence 
if there be anything of importance in what I have 
brought to your attention this evening, it is the 
clinical description of certain curious mental 
troubles which I have endeavored to compare and 
connect, in order to show you that the mental 
degradation which paves the way for the obses- 
sions and which must even play a part in the 
genesis of certain deliria, is not always effected 
gradually, but may come on abruptly and con- 
stitute a genuine psycholeptie crisis. 
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GASTRO-ENTEROSTOMY. 


(A PRELIMINARY NOTE.) 
BY JAMES G. MUMFORD, M.D., BOSTON, 
Assistant Visiting Surgeon to the Massachusetts General Hospital. 

OPERATIONS on the stomach were undertaken 
fearfully and carried out timidly for many years. 
We have not yet outgrown that mental attitude. 
Apparently the feeling has been, if you open the 
digestive tract you are doing a dangerous thing; 
do as little damage as possible and get the visceral 
wounds closed as soon as you can. 

Experience with operations for malignant 
disease of the stomach first opened our eyes to 
the fallacy of this over-cautious view. There 
are two operations usual in the case of gastric 
-ancer, — partial gastrectomy and gastro-enter- 
ostomy. At first sight one would suppose gas- 
trectomy to be far the more formidable, but 
operators have learned that in the long run, 
gastro-enterostomy for malignant disease results 
in a higher mortality than does gastrectomy. 

Setting aside the consideration of, and in the 
case of “ benign ”’ disease, looking for a radical 
operation for stomach drainage, for an operation 
which shall return the parts to an anatomical 
condition essentially normal, one sees that some 
form of gastro-enterostomy must be done. Fin- 
ney’s operation is valuable, for it returns the 
parts to a condition approximating the normal, 
but Finney’s operation is not always applicable. 
Rodman’s partial gastrectomy, combined with 





all cases of gastro-enterostomy, returns the parts 
essentially to the normal, but Rodman’s opera- 
tion seems needlessly radical for routine practice. 

None oi the other operations, as ordinarily 
performed, regularly restores the parts to any- 
thing like a normal condition. 

The object of this communication is to urge 
an operation I have practiced of late, an opera- 
tion elaborated out of the well-known procedure 
of Chaput. As originally done by Chaput, that 
operation consisted of: 

(1) Posterior gastro-enterostomy with the long 
loop; (2) Entero-enterostomy; (3) Section of 
the afferent loop between the two anastomoses. 

So far as it goes that operation is very satis- 
factory, but it does not restore the parts to their 
normal relations. Vicious circle sometimes ensues, 
the pylorus may resume its functions; the new 
gastric stoma may close. 

I advocate a fourth step, — invariable, routine, 
(4) Section of the pylorus. That adds nothing 
to the risks; vicious circle is rendered impossible; 
the duodenum, now side-tracked, becomes a mere 
duet, a continuation of the common bile duct. 

Doubtless this method of operating is not origi- 
nal, and it would be preposterous to describe it as 
a novelty; but since it offers a certain solution of 
the vicious circle problem, since it leaves the parts 
much as nature intended and since it is easy of 
accomplishment, I am urging it as a routine 
measure. 
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THE PROPHYLAXIS OF SYPHILIS.* 


BY WM. G. MACDONALD, M.D., BOSTON, 
Dermatologist to the Carney Hospital. 

AT the last Charitable Conference held at Bos- 
ton, one of the speakers said something to this 
effect: “‘ We will never accomplish much along 
some lines of charitable work, until we recognize 
the fact that certain diseases exist, and are willing 
to discuss them and their consequences as openly 
and as freely as we now argue other and kindred 
matters.”” These were not his exact words, but 
they express the lesson he intended to teach. 

Public health and publie charity cannot be 
disassociated. They walk hand-in-hand, and 
deal always with the same individual. Almost 
the whole of charitable work comes down to the 
preservation of health, the care of the sick, or the 
burial of the dead. Our hospitals are managed 
by health experts, but are founded, endowed 
and supported by charity. Yet, on the one 
question of venereal disease, charity closes its 
delicate ears with its daintily gloved finger tips, 
looks inexpressibly shocked and a little bit bored, 
and refers the whole matter to public health. 
The excuse is that these diseases are self-inflicted 
and can only come about by the depravity of the 
individual. Even if this be true, what matters 
it? When the Samaritan saw a stranger lying 
by the roadside, naked, bleeding and senseless, 
he did not ask who started the fight. Not at all; 
his every effort was devoted to the care of the 
sick man. But, in point of fact, the charge is not 

*Read before the Catholic Charity Conference, Oct. 29, 1904. 
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Fic. 1. — Operation of Chaput: (1) Gastro-enterostomy with 
the long loop. (2) Entero-enterostomy. (3) Section of the 
afferent loop between the two anastomoses. 
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Fic. 2. —Operation recommended : (1) Posterior gastro-enterostomy with long loop. (2) Entero- 
enterostomy (3) Section of afferent loop between the two anastomoses. (4) Section of the pylorus. 
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true. The cases of syphilis innocently contracted 
are almost innumerable. 

Many epidemics of syphilis have been reported, 
in which the first offending cause was most inno- 
cent. Dr. Commenge has tabulated a large num- 
ber of such cases, of which a few may be cited." 
For instance, Riccordi reported in 1863 the case 
of an abandoned infant taken to nurse; this child 
communicated syphilis to twenty-three individu- 
als. At Uboldo, in the same vear, another aban- 
doned child transmitted the disease to nineteen 
persons, including its nurse. At Capistrello, 
syphilis was propagated by a child at the breast, 
and through lack of knowledge on the part of the 
physicians and victims, lasted for eight years. 
At last, in 1867, it was recognized and investi- 
gated, and found to have already afflicted more 
than three hundred persons. In our own country, 
Dr. Buckley published in 1894 a treatise called 
“ Svphilis in the Innocent,” in which he cites a 
large number of cases, and places especial stress 
on those which resulted from vaccinal accidents. 
In these, however, the remedy was easy, and the 
practical disuse of humanized virus has eliminated 
them. In France, Fournier, probably the best 
svyphilographer in the world,concluded that at least 
one in ten cases of syphilis was extragenita:,? and 
this did not include the large number of married 
peoplewho might contract the disease genitally 
but innocently. Fournier collected a number of 
cases caused by unclean instruments in the hands 
of physicians. He cited one instance in which 
a specialist of Paris had contaminated as many as 
seventy persons. Tattooing has had many au- 
thenticated victims. Razors, lead pencils, pipes 
and cigars, many others. The practice of passing 
around water in the theaters is an abominable 
one. I have seen an usher, whose mouth was 
full of mucous patches, passing about these 
glasses. He probably sipped when he was thirsty. 
Last summer I treated a young girl who had a 
chancre in the mouth, innocently contracted. 
She was a bundle girl in one of the large stores, 
and presented herself with a chancre on the 
tonsil, probably caused by virus received into 
the mouth from the edge of a drinking vessel, 
and caught by the protruding gland on its way 
down the throat. She had well-defined secon- 
dary symptoms when I saw her. I warned her 
very carefully about kissing, about using the 
same cup as others, ete., but did not name the 
disease to her mother or herself. Some weeks 
after, she reappeared with an infected friend — 
a chancre on the tongue, and no history. After 
some groping, my first friend asked innocently 
iflending her chewing gum would be any harm, 
and said that I had neglected to warn her about 
that! 

In the face of such facts, can anyone doubt 
that there should be some education in syphilis? 
that there should be, even among ordinary 
people, a clear understanding of the nature and 
dangers of this disease? Why should not philan- 

| La Prostitution Clandestine & Paris, 1897. 


: raité de la syphilis, Fournier, 1898. 
Bulletin Médical, 15 et 19 mai, 1895. 





thropists discuss it openly in their conferences, 
even though the audiences were of both sexes? 
A disease so insidious and so treacherous, and so 
capable of entering into and contaminating the 
purest and best-behaved of families, sparing none 
from the grandsire to the swaddled infant, should 
be at least understood, so that its first advances 
might be recognized and checked. Once under- 
stood, and discussed without fear or shame, 
effective measures for its suppression will be 
taken. 

Some few months ago, Professor Lesser of 
Berlin reported the second conference, held 
March 6, 1904, of the German Society for Com- 
bating Venereal Disease.‘ This society was 
founded in October, 1902, and already numbers 
some four thousand members. At this confer- 
ence, it was particularly noticed that, notwith- 
standing the great strides made by the medical 
profession in the treatment and cure of venereal 
diseases, yet on account of the reluctance of the 
people at large to speak of them, but little had 
been done for their prophylaxis. It was then 
decided that, in the German Society Educational 
Pamphlet, there should be set forth, in a simple 
and comprehensive form, the nature of venereal 
diseases, their dangers, and the methods of 
guarding against them. In this connection it 
was voted that there should be set down the 
methods of protection which might be employed 
in extra-conjugal intercourse. This latter rec- 
ommendation would, of course, be at utter vari- 
ance with our line of thought. 

The sanitation of prostitution was also con- 
sidered, and Professor Lesser urged strongly the 
founding of free institutions for the treatment 
of venereal diseases. In conclusion, he very 
wisely counselled a slow and careful advance. 
Old prejudices and beliefs were not to be pushed 
away, but rather so worn down by gentle, con- 
stant friction that the light behind might be 
continually more perceptible. 

In France, the inscription of prostitution is an 
old story. With the inscription, comes the regu- 
lar physical examination, and removal to a hos- 
pital, if venereal disease of any kind be found. 
This works fairly well, but does not, by any 
means, cover the whole ground. In the first 
place the number of uninscribed prostitutes 
is very large, and secondly, a perpetual warfare 
is being waged against these venereal hospitals 
because they are prisons. Some of our most 
eminent authorities on syphilis have constantly 
objected to them on purely ethical grounds. 

In the British Islands the so-called Lock 
Hospitals may be found, scattered here and there, 
in garrison towns. As far as I have seen, they 
are of little service in the prevention of syphilis, 
since few if any of the inmates are in the acute, 
contagious stages of the disease. Those that I 
have noticed were soiled and dishevelled old 
remnants that were long ago taken from the 
bargain counter. There is no inscription in Brit- 
ish cities, at present, and, therefore, no official 
way of discovering the diseased prostitute. If 


4 Journal of Cutaneous Diseases, June, 1904. 
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there were, | question whether the English public | 
would allow compulsory detention on account of 
bodily illness. 

In a conversation the other day with Mr. John 
B. Martin, Penal and Charitable Commissioner 
of Boston, a man of much experience in these mat- 
ters, and one of broad and well-balanced views, 
he suggested a plan which would well cover a 
part of the field, and which is not as yet in use so 
far as I know. His suggestion was as follows: 
that, whenever, hereafter, a man or woman be 
convicted of an offence which may call for either 
fine or imprisonment, he or she should be physi- 
cally examined, and if venereal disease be found, 
then the punishment must be by imprisonment. 
This would be farther-reaching than would seem 
at first glance, since a large number of those ar- 
rested for petty offences are not only the very 
ones who are liable to be suffering from syphilis, 
but, also, the ones most careless about its trans- 
mission. 

It should also be the routine duty of every 
physician of an institution, whether it be jail, 
almshouse, or prison, to thoroughly and carefully 
examine each new inmate so that proper isolation 
might be secured if necessary. This examina- 
tion should take in every part of the body, and 
the trustees or superintendents of such institu- 
tions should provide suitable rooms, instruments 
and attendants for the purpose. 

The standing armies of Europe have proven to 
be about the only communities from which com- 
parative statistical estimates could be made, and 
Dr. Commenge has considered this subject rather 
carefully.*° He finds that, for instance, in the five 
years from 1888 to 1892 inclusive, there was a 
yearly average in the English army of about two 
hundred in the thousand taken into hospital for 
venereal diseases; while in the French army the 
proportion was but forty-four to the thousand, 
and that there were about thirty-seven English 
syphilitics to the thousand, averaged yearly, with 
only eight or nine French. Researches into the 
statistics of the German, Russian, Austro-Hun- 
garian and Roumanian armies show that the 
proportion of disablements under the British flag 
was greater than that of any other European 
nation. 

From these premises, Dr. Commenge draws the 
conclusion that the regulation of prostitution is 
the great safeguard against syphilis, but he for- 
gets many important accessories. The English 
army is drawn from a hard-headed Saxon or Celtic 
yeomanry, not much given to immoral practices. 
The young men are kept in as much ignorance of 
venereal disease as the young women. Suddenly 
they enlist, are sent to some of the English colo- 
nies, and are at once launched into semi-savage 
communities either without perceptible morals, 
or worse still, debauched by the traders of all 
nations who have preceded the army. Is it any 
wonder that these young men contract syphilis? 
Is it any wonder that, having contracted it, a 
sense of shame compels their silence until, un- 
wittingly, they have transmitted the disease to 





5 La Prostitution Clandestine 4 Paris, 1897. 





one or more of their comrades? In other words, 
the English youth suffer on account of a lack of 
proper education in matters which are only too 
familiar to their continental brethren. 

At the time of Dr. Commenge’s article, the 
American army was not to be considered. We 
had a handful of sturdy fellows, living in a few 
scattered garrisons, and subject to all the inclem- 
encies of our northwest winters. Immoralities 
had little chance among such folk. Now, how- 
ever, we are facing a different problem. With 
the acquisition of new territory comes the demand 
for an enlarged army, and instead of the quiet, 
moral influences of the northwest. we must send 
our youth to tropical countries, to come in 
contact with indolent, semi-civilized, unclothed 
peoples. Weshould not send them uneducated. 

Now, what should we do for those at home? 
We should teach them, in as kindly and proper 
way as possible, the dangers, near and remote, of 
improper sexual intercourse, and not leave this 
important part of their education to bitter ex- 
perience and the lying pamphlet of the traveling 
quack. Suppose, for instance, the emergency 
association included some consideration of syphi- 
lis in its regular lectures given to policemen, 
firemen and others. If to this were added an 
enumeration of the many innocent ways in which 
syphilis might be contracted, together with an 
insistence that false shame should be thrown 
aside, and that the sufferer should apply at once 
for medical aid, much good might be done. It is 
of the utmost importance that lectures on this 
subject should be given to our militia by their 
regular medical officers, and that a thorough 
understanding of their teachings should be de- 
manded of the men. And this, especially, before 
any regiment could be considered eligible for 
foreign service. 

As to the question of proper isolation, each 
community must look out for itself. In Boston, 
a few years ago, the city government appropriated 
a small sum for the building of a hospital for 
chronic, contagious diseases. Nothing was done, 
however, toward the actual, practical pushing 
of the work, and our present mayor dropped the 
whole scheme because he very wisely considered 
that the sum appropriated was too insignificant 
to be of any use, and he did not care to plunge 
into unknown financial depths for the sake of a 
new enterprise, when so many of the existent 
departments and institutions needed much more 
money than he was able to spare. 

Long Island, to be sure, has a well-furnished 
hospital, but Long Island’s institutions are 
primarily and always almshouses, and its inmates 
must be stigmatized as paupers. It is impossible 
that an institution working under laws which are 
intended to discourage applications for admission 
should be of much service in the controlling of 
contagious disease. 

No one can enter the Long Island Hospital 
unless he or she has a pauper settlement in Boston, 
either acquired from parents, or through a res!- 
dence of five years consecutively, during which 
time at least three years’ payment of all state, 
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county, city, or town taxes must be made.® This, 
naturally, bars out the great majority of active 
syphilitics who are essentially birds of passage, 
and destroys the whole object of a contagious 
hospital, namely, the protection of the commu- 
nity. As a matter of fact, like the lock hospitals 
of England, the Long Island hospital treats, for 
the most part, those who are beyond the active 
and contagious stages of the disease. 

It would seem possible, however, to reconstruct 
our present system so as to separate absolutely 
the hospital from the almshouse. They could 
exist as two separate and distinct institutions, 
under absolutely different names and manage- 
ments, even though they occupy the same island. 

In point of fact, according to the law of 1902,’ 
no person under treatment for syphilis, or other 
chronic contagious disease, and, consequently, 
a source of expense to town or commonwealth, 
can be deemed a pauper. Under this law, then, 
the pauper settlement act would be of no conse- 
quence to the individual. Circulars might be 
addressed to physicians requesting them to send 
such of their patients as might be a menace to 
the public health, to this hospital. Its geographi- 
eal situation might do much toward answering 
objections as to bodily detention, as, on an island, 
there might be much bodily freedom with ae 
danger of absolute departure. 

The general public would need to be wteeied 
to the fact that we here possessed a desireable 
place for treatment, but as in the case of the 
South Department of the City Hospital, this 
knowledge would come by a little gentle and 
judicious management, and a real advance would 
be made in the prophylaxis of syphilis in this 
community. Other communities would soon 
profit by our example. 
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THE ETIOLOGY OF PULMONARY TUBER- 
CULOSIS CONSIDERED IN RELATION 
TO ITS THERAPEUTICS.* 


BY LOUIS F. HIGH, M.D., 

Medical Director, Pineshire Sanitarium, Southern Pines, N. C. 

Our acceptation of the theories with regard 
to the causative relation of certain germs in the 
production of particular diseases has led us too 
far afield in some instances. The exciting cause 
has been exalted almost to the point of sole cause 
in eases in which the predisposing factors are 
most important. This is particularly true of 
tuberculosis. 

While most disease germs require none or but 
indifferent modification in the physiological 
processes of the body for their growth, the tubercle 
bacillus is a notable exception to that tule. There 
arefew known pathogenic micro-organisms that 
require such definite conditions for. the mainte- 
nance of their vitality and proliferative capacity. 
Though the limitations of favorable environment 
are narrow, clinically, it appears that a slight 


» Revised Laws, Chap. 80. 
’ Acts of 1902, Chap. 213, Section 2. 


1 Mgt before "the Medical Society of Virginia at Richmond, Oct. 











physiological deviation of a particular kind is 
sufficient to meet the requirements of the parasite. 
Proof of this is seen in the large per cent of 
recoveries found post-mortem in whih the disease 
had not been suspected during life. The favorable 
nature of their environment having changed the 
bacilli had perished leaving a cicatrix as evidence 
of the feebleness of their struggle against an 
approximately normal resistance. 

It is asserted by various observers that from 
50 to 98% of all persons have tuberculosis at 
some period of life. As the mortality rate of 
the disease is about 15% of mankind’s total 
death-rate it is at once seen that by far the larger 
part of those in whom it develops recover without 
treatment or without any directed to the real 
cause of the disorder. Again, it appears that 
the tubercle germ has a very slight hold upon life, 
and can only reproduce itself under very certain 
and particular conditions. It has been experi- 
mentally demonstrated that the greater number 
of bacilli contained in phthisical sputum and in 
the cavities are incapable of further growth. 

The difficulty of growing vigorous cultures 
from bacilli contained in pieces of old tissue 
infested by the organism indicates that many of 
those so situated have lost their vitality. Even 
when cultivated under favorable conditions and 
at a proper temperature upon dead media and 
shielded from all deleterious influences, they die 
within a relatively short time. 

Furthermore, it has been shown that the bacilli 
of greatest virulence are more difficult to culti- 
vate and that their growth is seantier than in the 
case of bacilli of less virulence.” 

Finally, sufficient has come to light from the 
investigation of the bio-chemistry of the bacillus 
and analysis of the therapeutic resources that 
have shown decided influence over its control, 
to prove that the conditions for its multiplication 
are limited and transitory. 

That so large a per cent of recoveries follows the 
simple procedure of keeping patients constantly 
surrounded by an air supply of absolute purity 
is evidence which, in the present state of our 
knowledge, admits little doubt that the con- 
sequences of impure air as a result of deficient 
ventilation is the underlying cause of pulmonary 
tuberculosis. 

It has been demonstrated again and again 
that the remedy which dispels the sallow skin, 
pale face, cold feet and hands, weak pulse, feeble 
power of digestion and assimilation with the 
attendant loss of nerve-energy, all of which are 
prime characteristics of deficient oxygenation, 
is the same that arrests tuberculosis when applied 
sufficiently early and continued under proper 
conditions sufficiently long. 

Herein have therapeutics cast a ray which has 
illumined and shown the primary, the pregermic 
cause, the physio-chemical condition without 
which tuberculosis practically does not exist. 
The catabolism of suboxygenation is resolved 
from dyscrasia into disease by such even and con- 

1 Nothnagel’s Encyclopedia, p 
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stant gradations as to establish a cause and effect | 
relation. 

No advancement made in the study of tuber- | 
culosis to the present, except, indeed, it be the | 
discovery of the bacillus, so positively points | 
out the principal factor in its etiology as does | 
the degree of success which everywhere attends | 
the open-air treatment of pulmonary tubercu- | 
losis when properly carried out. 

It is now known, though not generally appre- | 
ciated, that the symptoms of the devitalization | 


induced by deficient absorption and distribution | 


of oxygen are those of incipient tuberculosis. 
The only notable difference relates to the rather 
constant temperature phenomenon and the pos- 
sibility of a slight cough in the last-named dis- 
order. 

This view of the origin of tuberculosis is not 
new for it was foreshadowed by Hippocrates, 
advocated by Celsus, and has for no considerable 
period since the latter’s day lacked for a small 
and indifferent sort of support. Still the notion, 
for it hardly amounted to more, was of little 
practical value until Brehmer’s day when in 
1859 he began the actual demonstration of what 
was with him a theory, by inaugurating the open- 
air treament. The results of his method sur- 
passed any plan that had been previously pur- 
sued. The plan was slow of adoption, probably 
for the reason that it was at variance with pre- 
conceived ideas relative to the fancied necessity 
for the even temperature of which history speaks. 


Little progress had been made in the general | 


adoption of this plan until within the past few 
years, though happily it is growing in favor. 
For this advancement we are largely indebted 
to Dr. Trudeau who was its American pioneer 
and is its present chief exponent. 

Dettweiler, a pupil, supplemented Brehmer’s 
method by adding the rest cure or enforced in- 
activity in the open air. His results were more 
brilliant than his master’s. So it appears that 
each of these men who were the originators of 
the most successful treatment of tuberculosis, 
looked beyond the possibilities of the then un- 
known bacillus and directed the energy of their 
efforts to the eradication of a fundamental degen- 
eracy of which the disease was the final expression. 

Notwithstanding our results of to-day are some- 
what better than those of the first advocates of 
the method, which we of the present follow, 
they have not improved to the extent hoped 
for from knowledge imparted by our acquaint- 
ance with the bacillus. 

I would not be understood as meaning to be- 
little the part taken by the bacillus in its destruc- 
tive réle nor do I favor relaxing in the slightest 
degree any effort for the collection and destruc- 
tion of phthisical sputa. I even hope for the 
time when the tuberclegerm will do as some others, 
namely, produce a substance which will destroy 
the quality of the soil which renders its own 
growth possible. 

But I do believe it is incumbent upon us as a 
present duty from which there is no turning 
away, to go beyond the findings of the microscope 


and consider as a reason for the universal preva- 
lence of the disease the incalculable extent of 
physical degeneration of medium degree, due 
to the simple lack of clean, pure, unbreathed out- 
door air, on account of which grows this great 
scourge. 


a 


POINTS PERTAINING TO THE MANAGEMENT 
OF DIABETIC AND NON-DIABETIC 
GLYCOSURIA. 


BY HEINRICH STERN, M.D., NEW YORK. 


(Concluded from No. 3, p. 74.) 
(6) THE RIGID ANTI-DIABETIC DIET. 


THE anti-diabetic regimen is instituted for 
three reasons: (1) To re-establish the glycolytic 
function of the various organs; reduction or 
withholding of sugar-forming ingesta tend to 
|recuperation of this function (2) to prevent the 
-hyperglycemia which gives rise to numerous 
|Secondary phenomena, and (3) to prevent loss of 
‘body energy during the digestion of material 
juseless for the diabetic economy. In the anti- 
| diabetic diet the sugar-forming substances must 
be reduced to the extent necessary to cause entire 
|cessation of the glycosuria, or if this proves 
‘impossible, to bring about its diminution to the 
‘lowest attainable degree. 
| While the glycosurie phenomenon may dis- 
_appear or become materially reduced after the 
|temporary reduction or withdrawal of the carbo- 
hydrate in many instances, it becomes necessary 
to entirely withhold the starchy ingesta for more 
protracted periods, or even to curtail the amount 
of proteid substances in instances of the graver 
type of the diabetic affection. 

Speaking of the rigid anti-diabetic diet, we 
must, therefore, remember tnat this does not 
only mean the complete withdrawal of the carbo- 
hydrate material from the food, but also the 
reduction of the albuminous nutritives. Fatty 
substances are the only ingesta which do not, 
as a rule, produce sugar. Hence, as far as the 
qlycosuric condition per se is concerned, there 
hardly ever seems to stand any contra-indication 
in the way of the ingestion of fatty substances. 
Moreover, as the caloric value of fat is a very high 
one, it being 9.3 for each gram, it may serve 
admirably as a protector of the body albumin in 
ease the carbohydrates are withheld from the 
nourishment. 

The rigid anti-diabetic diet must be so regulated 
that loss of body substance does not ensue at all, 
or if it ensues, that it must be kept at a minimum. 
In lean diabetics, it should be our prime endeavor 
to keep the patient in nitrogen balance, and to 
prevent all possible loss of body material. In the 
obese diabetic, there will not be any actual harm 
done if the egress of nitrogen surpasses its ingress 
for a short period, and if the individual loses some 
kilograms in absolute body weight. Of course, 
if this can be prevented, so much the better, for 
I do not believe that an obese diabetic, or for 
that matter any obese individual, affected with 
a disease, while under fire, that is, while the dis- 
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ease is active, should lose in body weight. Re- 
duction of body weight should always be a vol- 
untary one and should never be the result of a 
wasting disease. 

The deficit of calories due to withholding of the 
carbohydrates and that due to the reduced inges- 
tion of proteids, must be supplied by fatty sub- 
stances. 

There is no doubt that the amount of food 
valued at from 35 to 40 or 45 calories per day 
and kilogram of body weight, which is the accepted 
standard of the German authors in the treatment 
of diabetes and other conditions of malnutrition, 
often exceeds by far the actual demand of the 
diseased organism. While overfeeding would 
a priori be indicated in cases of under alimenta- 
tion, we have to remember that many individuals 
in this condition are declining bodily, because 
they cannot digest, elaborate and assimilate the 
normal amount of food stuffs. To tax such an 
organism with a nutriment of the high caloric 
value as advocated by the German clinicians 
would certainly produce ill results on many 
occasions. ‘This is especially the case when the 
high calorie value of the food must be furnished 
by fats, as is essential in the diabetic. We may 
accept it as a fact that a diabetic resting or 
leisurely occupied does not consume more nour- 
ishment than a normal individual performing 
medium or hard work. I have found that such 
an individual may thrive well on from 30 to 35 
of total ingested calories, and on from 23 to 28 
of assimilable calories per day and kilogram of 
body weight.’ 

Granting that the diabetic needs 28 calories 
per day and kilogram of body weight, and know- 
ing that he may be kept in nitrogen balance by 
from 1.2 to 1.5 gm. of albumin per kilogram, 
therefore, 21.85 to 23.08 calories have to be 
supplied by fat substances. A diabetic weigh- 
ing 70 kilograms should therefore ingest per 
day of albumen 344.4 to 4380.5 calories, and of 
fat 1,529.5 to 1,615.6 calories, which together 
amounts to 1,960 calories. 

Whenever the rigid anti-diabetic diet is to be 
instituted which, by the way, should be done in 
every case of apparent diabetes for a limited 
space of time,— in those cases which are not 
characterized by extreme leanness of the patient 
and in whom acetone bodies are not found in the 
urine,— it should not be done abruptly, that is, 
the carbohydrates should be slowly withdrawn 
and the amount of proteids (if a reduction appears 
necessary) should be gradually diminished. It 
is absolutely essential that this point be borne in 
mind. Furthermore, it must never be forgotten 
that a rigid diet, although it may be pursued with 
the best of results for months and months in 
certain instances, always remains a temporary 
measure only. It should be continued two or 
three weeks after the cessation of the glycosuria, 
or if this does not vanish entirely, until it becomes 
certain that it cannot become completely eradi- 
cated. Under no circumstances should it be 
continued if it is followed by a marked decrease 
in body weight. 





fat (butter) diet, as advised by von Noorden, he 








There are two means at our disposal to enhance 
the value of the rigid diet in the very grave cases. 
The one is by the complete exclusion of the albu- 
minous substances every third or fourth day, 
and by substituting therefor green vegetables, 
poor in carbohydrates, and into which are incor- 
porated large amounts of fat. The other con- 
sists in instituting a fast day every week, second 
week or third week on which the patient should 
be abed and partake of light broth and some 
whiskey or brandy only. 


(7) THE DIET IN THE PRESENCE OF ACETONE 
BODIES. 


It is the consensus of opinion of many observ- 
ers that a rigid anti-diabetic diet should not be 
instituted in the presence of acidosis. My per- 
sonal experience does not entirely tally with 
that opinion. We know now that the acetone 
bodies do not originate from albumin, neither 
from disintegrating body albumin, nor from 
ingested proteids. That diminished carbohy- 
drate feeding is not the sole cause of acetonuria as 
maintained by von Noorden, I have already 
shown on another occasion.’ Acidosis, hence, 
can be only the result of two factors: the acids 
are either of synthetic production, or they are 
due to fat decomposition. I am of the opinion 
that acidosis is often the result of the last named 
factor. This will be evinced by the following 
case: 

The patient, forty-five years old, has been a 
diabetic since his thirty-ninth year. Between 
March and May, 1903, his affection, which had 
been of a comparatively mild type for five years, 
began to assume a grave character. On Feb. 22, 
1903, while under the diet which he had pursued 
for the past three years, and which contained 
150 gms. of carbohydrates per day, he weighed 
147.5 lbs., and his urine contained neither glucose, 
acetone nor diacetic acid. On May 10 his weight 
had declined to 146} lbs., and his urine (the 
amount of which had not been ascertained) ex- 
hibited 1.5% glucose, but the tests for acetone 
and diacetic acid showed neither. On May 25, 
while under a rigid meat-fat régime, he excreted 
4% or 90 gms. of glucose, but no acetone or dia- 
cetic acid. On June 8, the diurnal amount of 
excreted glucose had diminished somewhat, but 
there were traces of acetone, and the ferric 
chloride reaction was fairly pronounced. His 
weight was 145} lbs. About June 25 he con- 
sulted Professor von Noorden at Frankfort, who 
informed me that he had found 2.3% or 56 gms. 
glucose, and 1.5 gms. acetone in the twenty-four 
hours’ urine, and that the ferric chloride reaction, 
although faint, had occurred. While abroad, he 
underwent treatment at Carlsbad and at some 
other places. 

Upon his return, on Sept. 13, he weighed 144 
Ibs., his urine contained large amounts of glucose 
and some acetone, but no diacetic acid. On 
Sept. 3, he excreted 181.6 gms. glucose, a small 
amount of acetone, but no diacetic acid. On 
Sept. 25, after two days of green vegetable and 
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excreted but 83.4 gms. glucose, but over 2 gms. 
acetone and also some diacetic acid. On Sept. 29, 
his weight had declined to 1434 Ibs., the glucose 
output to 54.97 gms., the amount of acetone had 
not materially changed, the ferric chloride reaction 
was positive. Keeping the patient under a very 
rigid diet (complete exclusion of carbohydrates 
diminished amount of albumin, no egg albumen, 
only the yolks) he weighed 145} lbs. on Oct. 5, 
and had excreted during the previous twenty-four 
hours about 43 gms. glucose, and traces of ace- 
tone; diacetic acid was not detected. With- 
drawing all fatty substances except the yolks 
of eggs, he weighed, on Oct. 12, 148} Ibs. The 
glucose output had diminished to 38.18 gms.; 
acetone had entirely disappeared. Diacetic acid 
was not present. 

Olive oil added to the diet at a later date was 
followed by a slight output of acetone; addition 
of butter, tried on various occasions, caused pro- 
nounced acetonuria. Beef fat, in the amounts 
ordinarily employed, remained without influence 
upon the acetone excretion. The patient weighed 
1524 Ibs. on Nov. 30, and passed as little as 10 
gms. glucose on Jan. 10, 1904. His urine re- 
mained entirely free from acetone until the end 
of February. Since that time, small amounts of 
acetone as well as of diacetic acid are met with 
occasionally. His present weight is 1493 lbs. 
Since the middle of October, 1903, his diet con- 
sists of meat and fish and their natural fat sub- 
stances, of gelatine, green vegetables, almond 
cake, coffee and some brandy. The daily caloric 
deficit is made up by the yolks of eggs, of which 
he had as many as fourteen per day. These are 
incorporated into gravies and vegetables, and 
added to the coffee and brandy. 

A similar experience in some kindred cases 
prompts me to propound the following diet for 
diabetes complicated by acidosis: ! 

Sunday. — Albuminous substances to the 
amount permitted in the rigid diet. Fatty sub- 
stances from 12 to 15 calories per kilogram of body 
weight, yolks of eggs and ox fat preferred. Green 
salads and some green vegetables. Alcohol, if 
necessary, about 0.5 ec. per kilogram of body 
weight. Coffee or tea without milk. Water or 
carbonated waters ad lib. 

Monday. — Green vegetables, boiled in water, 
prepared with salt, pepper or other spices, into 
which are incorporated the yolks of eggs. From 
10 to 30 yolks should be consumed per day. 
Fennel or aniseed tea, also common breakfast 
tea or coffee without milk are permitted. No 
liquors. Waters ad lib. Bed rest, if necessary. 
Tuesday. — Essentially the same as on Sunday. 
Wednesday. — The same. 

Thursday. — Like Monday. 
Friday and Saturday. — Like Sunday. 


(8) THE DIET IN THE PRESENCE OF KIDNEY 
_ AFFECTIONS. 


Kidney affections associated with chronic 
glycosurias are mostly secondary to the latter. 
They frequently occur late in the disease of which 








glycosuria is a symptom. I am of the opinion 


that these kidney lesions are, in the great majority 
of instances, of independent production, that is, 
that they would have also occurred if a glycosuric 
condition had not been present. Of course, a 
kidney lesion may occasionally be the result of 
the continuous irritation exerted by the uron 
loaded with glucose and other irritating sub- 
stances. 

The eventual association of a kidney affection 
with glycosuria need not seriously be taken into 
account, when an antidiabetic regimen is to be 
instituted. It should be our endeavor to first 
counteract the glycosuric condition which, as 
stated before, may occasionally stand at the 
foundation of the kidney disease. It will be 
found that the proteid diet, even if continued 
for a few months, will not often exert that un- 
toward influence upon the condition of the kidney 
which we are wont to believe it has. Further- 
more, the end products of the fatty substances 
which latter predominate in the rigid anti-diabetic 
diet, do not aggravate an existing kidney lesion. 
Again, some diabetics advanced in years, those 
in whom kidney affections occur more frequently 
than in younger individuals, exhibit considerable 
tolerance for milk or milk preparations. If the 
degree of the glycosuria is low, and if the patient’s 
weight remains stationary, milk may be admitted 
to the dietary. We should never forget that we 
want to treat the patient and not a disease, or 
the symptom of disease. Concerning the albu- 
minuria due to kidney lesion we know that a diet 
of eggs yields less urinary albumin than one of 
meat. We also know that a regimen consisting 
of eggs and milk often produces less albumin than 
an exclusive milk diet. Fish and alcoholic 
beverages have the tendency to increase the 
degree of the albuminuria. 

While the diet does not play that important 
role in the treatment of kidney diseases that it 
does in that of diabetic glycosuria and while 
there is, as a rule, no special need to consider the 
kidney lesion, if an anti-diabetic diet is to be 
instituted, we should see that this is as bland 
and non-irritating as possible. 


(9) THE MANAGEMENT OF THE DIABETIC IN THE 
COMATOSE STATE. 


There prevails an idea that diabetic coma is 
the most frequent termination of diabetes. This 
assumption, however, is unfounded. A search 
made by me of all the original death certificates 
of individuals who have died from diabetes melli- 
tus in the City of New York during 1899, revealed 
the fact that of a total mortality, from this disease 
of 202, but 60 cases, 7. e., about 30%, terminated 
in coma. 

We will not err very much by maintaining that 
a goodly number, probably even the majority, of 
these 60 cases of coma, were not of the specific 
diabetic type. Not every comatose state asso- 
ciated with diabetes is by virtue of this assocla- 
tion diabetic coma. A number of authors have 
given us statistical data concerning the frequency 
of coma, but have omitted to discriminate be- 
tween the specific diabetic coma and that which 
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is the result of complications co-ordinate or inter- | 
current with diabetes mellitus. 

The comatose condition in connection with 
diabetes is pseudo-diabetic only, if it does not 
exhibit the specific features which will be de- 
scribed hereafter. 

Exhausting diseases, like phthisis pulmonum 
and hepatic cirrhosis, frequently terminate in 
coma. When one of these maladies, or a septic 
infection occurs, together with diabetes, and 
death supervenes by coma, the latter in most 
instances, is of the atypic, that is, the non- 
dyspneic type. The coma is most always of the 
latter type when affections of the central nervous 
system concur with glycosuria or the diabetic 
condition. 

Chronic interstitial nephritis or pyonephritis 
does not infrequently occur, together with dia- 
betes. Uremic coma differs from true diabetic 
coma, in its non-dyspneic character. 

Nevertheless, that which is considered true dia- 
betic coma is not characteristic of diabetes alone. 
The designation “‘ dyspneic coma” should re- 
place that of ‘ diabetic coma” on account 
of its more pointed significance and as it does 
away with the idea that it occurs in diabetics 
exclusively. 

In the peculiar dyspnea, which is the charac- 
teristic symptom of typical coma diabeticum, 
the patient breathes with difficulty, although 
there is apparently no obstruction to overcome. 
Every respiratory muscle is strained. The thorax 
expands perfectly in all directions. The breath 
is drawn in perfectly, intensely, deep and long; 
it is expelled also perfectly, but the expirations 
are of shorter duration. The breathing intervals 
gradually become shorter and sometimes more 
superficial, particularly in cases where the patient 
has been unconscious for some time. At first 
the circulation remains unaffected, and cyanosis 
is rarely present. The co-ordination of extreme 
systemic asthenia with the vigorous respiratory 
movements is a striking and singular clinical 
picture. 

The pulse, which is weak and regular, does not 
exceed one hundred at the beginning of the coma, 
but cannot always be exactly ascertained in the 
fully developed dyspneic coma on account of its 
extreme weakness. 

The body temperature is very low from the 
beginning of the typical coma and, as the coma- 
tose condition develops, it gradually declines 
farther; a temperature of 31° to 33° C. (87.8° to 
91.5° F.) is not unusual. If, in the prodromic 
stage, or at the onset of the coma, there is an 
increase in temperature, it is always caused by 
a complication. In most cases the pupils are 
dilated, although, occasionally, they may be 
more or less contracted, and pupillary reflexes 
may continue to exist until the comatose condi- 
tion is completely established. 

The stage of somnolence is nearly always pre- 
ceded by gastro-intestinal disorders or febrile 
affections, headache, anxiety, mental excite- 
ment, vertigo, delirium, jactitation, pains in the 





abdomen or in the hypochondria, or other dis- 








turoances. Some of these symptoms may even 
be observed in the comatose condition. Similar 
disturbances, though not so well pronounced, are 
often precursors of the characteristic dyspnea. 

During the prodromic stage the amount of 
excreted urine is rather increased, but diminished 
as soon as the coma sets in. Urine excreted 
during diabetic coma -generally contains an 
excessively increased percentage of ammonia, 
and albuminous substances are nearly always 
present just prior to and during that state. 
Numerous casts are frequently found in the coma 
of true diabetes, but the amount of urinary 
albumin does not stand in any relation to the 
number of casts. These casts are of the true 
type and possess a characteristic appearance; 
their outlines are smooth, short and broad; they 
are pale, hyaline and often decidedly granulated. 
Leucocytes or kidney epithelium rarely covers 
them. They occur even frequently in the pro- 
dromal stage of the coma. Diacetic and oxy- 
butryiec acids are frequently present in the urine. 

This symptom-complex may even occur in 
apparently mild cases of diabetes, and diabetic 
coma may be produced by the most insignificant 
causes, such as digestive disturbances, long- 
continued proteid-fat diet to the exclusion of 
carbohydrates, constipation, exertion, both 
bodily and mental, local inflammations and ab- 
scesses, chloroform anesthesia and similar causes. 
A patient of mine had three attacks of genuine 
diabetic coma, in every instance the result of 
over-eating. 

The comatose condition may set in without 
any warning or indication that could be relied 
upon. 

Death generally ensues within twenty-four or 
forty-eight hours after the full development of 
the dyspneic coma. 

I shall not dwell upon the treatment of those 
comatose conditions which occur during the 
course of diabetes, but which do not exhibit the 
specific dyspneic character. Such comatose 
states must be treated in accordance with the 
affections of which they are the consequence. 

Treatment of dyspneic coma should be dietetic, 
medicinal and adjuvant. The dietetic treatment, 
as a matter of course, is always one of a pro- 
phylactic nature, for when the comatose state 
is fully established, food, excepting, perhaps, 
some occasional liquids, cannot be administered. 
Maintaining that the oxybutyric acid and the 
other bodies calling forth acidosis are frequently 
the result of fat decomposition, we should with- 
draw the fatty substances other than the yolks 
from the nourishment and replace them for 
the time being by carbohydrates, even if the 
intensity degree of the glycosuria becomes 
augmented. Milk and its preparations may be 
permitted, and plain water, or alkaline mineral 
waters, may be freely ingested. 

The medicinal treatment should principally 
be concentrated upon the prevention of the coma. 
For this purpose sodium bicarbonate in doses 
from 15 to 30 grams a day should be adminis- 
tered the moment the ferric chloride reaction 
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ensues in the urine. As this becomes more 
intense, or if the diacetic acid continues to be 
present, the dose of sodium bicarbonate should 
be gradually increased, even to 50, 100 and more 
grams a day. A combination which has given 
me better results in the prevention of a fatal issue 
of acid intoxication than sodium bicarbonate 
alone is the following: 


R_ Sodii Bicarbonici 
Jalcii carbonici prec., aa iss 45 
Sodii pyrophosphorici liss 10 


athe 


From 10 to 50 grams of this combination 
should be taken every day in plain or carbonated 
water for a protracted period. 

When coma seems imminent, and during the 
comatose state, from 2 to 6 grams of precipitated 
calcium carbonate, suspended in water by the 
addition of 25% its weight of acacia, and adminis- 
tered every two, three or four hours by entero- 
clysis, has proved very useful in my hands.° 

The administration of the calcium carbonate 
by the rectum should always be preceded by a 
high and thorough lavage of the bowel. 

In fully developed dyspneic coma, sodium bi- 
carbonate, even if introduced intravenously, 
remains without influence upon the condition. 
Calcium carbonate administered in the manner 
just mentioned, in my experience, is the only drug 
which has actually dispersed instances of well- 
progressed dyspneic coma. 

Among the adjuvant treatments I would like 
to mention venesection, which has prolonged life 
in a few instances of dyspneic coma under my 
observation. Among the other, massage to the 
abdomen and to the cardiac region may serve a 
good purpose. Oxygen administration may be 
resorted to if the actual comatose condition is 
seen in its incipiency. 


(10) HYGIENIC MEASURES IN THE TREATMENT OF 
DIABETIC GLYCOSURIA. 


All hygienic measures tending to support the 
deteriorating organism of the diabetic must be 
called into play in the management of this affec- 
tion. Besides his nutrition, on which we have 
already dwelt to some extent, the atmosphere, 
the climate, the place of living, the mode of occu- 
pation, the habiliment, etc., should be adapted 
to the specific requirements of the diabetic. 

The very first thing which ought to be done 
with the patient when and wherever circum- 
stances permit it, is to send him to another soil 
and to another climate.! The more the latter 
differ (within the proper limits) from those 
whence he came, the more pronounced and the 
sooner will their beneficial influence be exerted 
upon the patient. That which is sound and 
healthy in an organism acclimatizes itself more 
readily than that which is degenerating within 
it. The process, of acclimatization is the most 
powerful stimulus which can be exerted upon 
animal matter; it influences not merely one organ 
and one function, but the whole system and all 
the vitality. The changed external conditions 





bring about a regeneration, and if an eventual 
deterioration has not progressed beyond a certain 
point, the regained vital energy will, in many 
instances, do away with functional disturbances 
and ward off or even prevent molecular death. 

I am in the habit of using air baths with my 
patients. At an ordinary temperature they sit 
undressed in their rooms or, what is still better, 
they perform gymnastics to promote an increased 
activity of the skin; only in exceptional cases do 
I let the patient expose himself to purposely 
heated air, but in every instance chilliness should 
be guarded against. Warm water baths or steam 
baths and massage are also valuable accessories 
in the stimulation of perspiration. Both expo- 
sure to the air and gymnastic movements, and 
the warm water and steam baths are excellent 
promoters of sleep. 

Warm underclothing, in the heated as well as 
in the cold season, is essential during all the 
stages of diabetes. The cutaneous surface should 
never be allowed to become chilled, so that the 
perspiration which is so essential for the well- 
being of the diabetic, is not interfered with. 

The mode of occupation of a diabetic is a 
serious matter. He must do something; he 
must not be left to himself to brood over his 
condition. He must, however, not take to a 
vocation which is physically or mentally exerting 
him, or by which he will forego his night’s rest. 
He should select a business or a trade not demand- 
ing much physical strength, nor extraordinary will 
power, nor great vital resistancy. The first day 
of the week should truly be a day of rest to him. 
He should arrange for two periods of vacation: 
one at the height or the middle of the summer, 
and one in mid-winter. Both should be as long 
as possible so that the changed surroundings may 
become remedial factors. In the summer time 
a stay in a wooded mountain region is to be pre- 
ferred; in the winter time a sojourn in southern 
climates often prepares the diabetic organism for 
future endurance and energy. In grave cases 
of diabetes the patient must retire from work 
and devote his whole life to the amelioration of 
his condition. 
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ASCENDING RENAL INFECTION. 


J. A. Sampson ' in a long article publishes the 
results of his own experiments, and also the con- 
clusion he has arrived at by a study of the litera- 
ture of the anatomy, physiology and pathology 
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up the ureter. Among other interesting deduc- 
tions made is the following: That portion of the 
upper wall of the ureter which forms part of the 
bladder wall, that is to say, the V-shaped piece 
lying back of the orifice as seen in a longitudinal 
section of a distended bladder, he calls the ure- 
teral valve. Pressure on this valve by the fluid 
distending the bladder brings the anterior wall of 
the ureter in contact with the posterior wall and 
so occludes the lumen, thus preventing reflux 
up the ureter. When this valve is injured by 
inflammatory processes the ureteral orifice re- 
mains patent and the valve cannot close the ure- 
ter. This is very clearly shown by a longitudinal 
section of the vesical portion of the infected 
ureter from a patient dying of unilateral ascend- 
ing renal infection. 


FUNCTIONAL KIDNEY TESTS. 


Voelcher and Joseph ? presented a new method 
of functional test for the two kidneys separately 
without ureteral catheterization or the use of 
the segregator. It consists in injecting a stain, 
indigo carmine into the body, which stain is 
eliminated exclusively by the urine, is non-toxic 
and passes unchanged through the body. The 
technic preferred is to inject into the gluteal 
muscles 4 cc. of a fresh, warm 4% solution made 
with .4 gm. of indigo carmine in 10 cc. normal 
salt solution. Twenty to thirty minutes after 
injection a cystoscope is inserted and even a 
novice can see the jets of strikingly blue urine 
emerging from the mouths of the ureters. 

Differences in the behavior of the two clouds 
from the two ureters can also be noted.* 

Mortality of kidney operations has diminished 
from 28% in 168 cases to 8% in 98 cases since 
the introduction of the new functional kidney 
tests in Kiimmell’s clinic. 

Kapsammer‘ says that ureteral catheteriza- 
tion may bring about a reflux polyuria which 
may disturb the cryoscopy tests. He believes 
the normal average amount of urine is 5 cc. to 
each kidney per minute, and that in perform- 
ing these tests the amount of urine should be 
observed and compared with the normal average 
amounts passed. He thinks that cryoscopy is 
not of great diagnostic value, but that it serves 
to suggest that something is probably wrong 
if the freezing point is a good deal below 
normal. 


EPIDURAL INJECTIONS FOR INCONTINENCE OF 
URINE. 


Cathelin ® cites the experience of the world 
after four years of trial with this method of 
treatment. He says its harmlessness is estab- 
lished by the fact that in over two thousand cases 
there have been no mishaps. Of the incontinent 
cases 75% have peen cured and others have been 
improved. Almost never has the result been 
entirely negative. The technic remains the 
Same and Cathelin believes the results obtained 
are due to the traumatism and compression of 
the injected fluid. 





SURGERY OF NEPHRITIS. 


Bakes ® says Edebohl’s operation would attain 
its object better if the decapsulated organs were 
wrapped in omentum or were pushed down 
between the roots of the mesentery. He adopted 
the former alternative successfully in a case in 
which he removed the capsule by the Edebohls’ 
method and then drew up the omentum through 
a slit in the peritoneum parallel to the upper 
edge of the ascending colon. The omentum, 
after it was drawn through, was wrapped about 
the entire kidney. Hall and Herxheimer? pub- 
lished the results of their experiments upon dogs 
and rabbits. They conclude that while they 
cannot produce an interstitial nephritis and so 
reproduce the actual conditions observed in 
man, there is, so far as they can tell, no reason 
for doing the operation in cases of degenerative 
nephritis. Asakura ® concludes on the contrary, 
that a new capsule and new vessels are promptly 
formed; and Stursberg ® found equally favorable 
results, and says the new vascular formations 
found apparently had a distinct effect on the 
renal blood supply. Thelemann ” experimented 
upon dogs. He admits the formation of a new 
capsule, but denies any permanent vascular 
change for the better. Gifford, N. H.," gives 
the following summary of his experiments on 
animals: 

“ Following the decapsulation of kidneys in 
rabbits, in normal dogs, in dogs with induced 
nephritis, in dogs with infarcted kidneys and in 
dogs with normal kidneys but with additional 
work thrown upon them, I find the following 
conditions: 

“(1) In all my cases of two days and under 
and in my controls the entire thickness of the 
capsule had been removed over two thirds of 
the surface by the operation of decapsulation. 

‘‘(2) There is a certain amount of intracapsular 
tension in undecapsulated kidneys, normal or 
with nephritis, as shown on removal of capsule. 

‘““(3) There is an immediate increase in size of 
decapsulated kidneys persisting up to one month 
at least; afterwards, a decrease to approximately 
normal size complete at end of six months. 

‘“‘(4) There is congestion, moderate in degree, 
most marked in the intertubular blood vessels 
in cortex, lasting three to five days after the 
operation. 

‘““(5) No histologicai change in the renal epithe- 
lium follows the operation of decapsulation of 
kidneys. 

““(6) A new capsule, very vascular, at first, two 
to four times thickness of old, is well marked at 
end of eight days. At end of six months it 
returned to approximately the normal thickness 
and vascularity. The new capsule arises chiefly 
from the connective tissue cells of the intertub- 
ular connective tissue, but in part from the 
retro-peritoneal connective tissue which is pre- 
septent in the new bed of the kidney. 

‘“(7) No new blood vessels are formed which 
anastomose with those of the kidney. 

“‘(8) The increase in size is due primarily to 
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the increase in blood supply, possibly resulting 
from the removal of the capsule.” 

Haven Emerson ® gives an admirable résumé 
of the experimental work done up to date (except 
Gifford’s which he had apparently not seen) 
and then describes his own experiments. He 
concludes that decapsulation may and usually 
does cause the interstitial nephritis; that new 
blood vessels are formed in the adhesions, but 
that they are of temporary existence and later 
are occluded by cicatricial contraction. The 
ultimate result is a new capsule like the original, 
except in its tendency to persistent and uneven 
contraction. He believes that the possibility 
of obtaining more than a temporary improve- 
ment in a kidney by decapsulation seems at 
present slight. 


HYPERNEPHROMA. 


Bierring and Albert ™ report five cases and then 
devote the bulk of their paper to the secondary 
manifestations of these tumors. They assert 
that these secondary growths occur chiefly in 
the liver, lungs and bones and arise by metas- 
tasis or by implantation; that metastasis by way 
of the renal vein is by far the most common and 
that extension by the way of lymphatics is rare, 
but not unknown, as had been previously stated 
by Thorndike and Cunningham “ and they cite 
cases to prove this statement. They also cite 
one of their cases in proof of the fact that these 
secondary deposits may result from implanta- 
tion of a detached portion of the parent tumor, 
in this case deposited upon the serosa of small 
intestine. As regards the pathological charac- 
teristics of these secondary growths they were 
found in every instance to correspond with 
those of the parent growth, but they cite a case 
in which a medullary hypernephroma had given 
rise to many metastases, most of which were 
also medullary in character, but one of which, 
involving the region of the renal vein, was made 
up entirely of cortical cells. 


ANASTOMOSIS OF THE VAS DEFERENS. 


Vulliet * shows an illustration of the vas 
deferens of a dog resected and then sutured. 
The permeability of the vas is. clearly shown. 
He did this successfully three times out of four 
in dogs, and these results in man are even more 
promising. Bogoljuboff* refers to Razumow- 
sky’s experiments, and says the best technic is 
the establishment of anastomosis between the 
vas and the head of the epididymis or the upper 
half of its body. Posner and Cohn ” have oper- 
ated upon six cases where the vas was obliter- 
ated by mumps or other inflammatory processes 
after an interval of several years (four to twenty- 
seven). They say that the stricture in these 
cases is usually multiple. They recommend the 
routine examination of semen obtained by pros- 
tatic pressure in cases after acute epididymitis, 
and prompt medical measures if there is evidence 
of obliteration. These measures are massage 
by Zabludowski’s technic, and iodine internally. 





NEW OPERATIONS. 


Garceau * reports an interesting case of stone 
in the ureter which he wished to attack through 
the vagina, but the distance was too great so he 
incised the anterior cul-de-sac, pushed back the 
peritoneum between the bladder and _ ureters, 
everted the broad ligament backwards and then 
caught stone with the crooked tip of the finger 
and foreed it down toward the vaginal outlet 
where it was easily cut down upon and squeezed 
out through a comparatively small incision. 
Witherspoon * describes an operation to reach 
the lower ureter by an extraperitoneal route. 
This he accomplishes through an incision four 
inches long over the lower end of the rectus 
muscle beginning over its insertion at the pubes 
and extending upward parallel to its fibers. He 
goes through the rectus by blunt dissection, and 
comes down by the peritoneum which is gradually 
pushed over by the dissecting finger toward the 
median line. The operation is aescribed in detail 
and its steps illustrated by three photographs. 
Wiener * advocates a quick, suprapubic pros- 
tatectomy under nitrous oxide anesthesia, de- 
scribes his technic and reports six cases. Pringle *! 
describes three cases in which urethral defects 
were remedied by grafting portions of an ox’s 
urethra. 

Crawford * advocates the removal of stones 
from the lower end of the ureter by suprapubic 
incision into the bladder, and then digital 
dilatation of the ureteral outlet. In his case 
after an hour’s constant work with the finger 
the orifice of the ureter was dilated enough to 
allow the passage of a stone 1? inches jn diameter 
without lacerating the wall of the bladder. 

Ruff #3 mentions the Katzenstein method for 
anchoring an undescended testis, and modifies 
it in this way: After bringing down the testis, he 
stitches the inguinal canal in such a way as to 
make some pressure upon the cord sufficient to 
produce without injury venous congestion and 
a consequent enlargement which prevents its 
slipping back. He describes but a single suc- 
cessful operaation. 


X-RAY CHANGES PRODUCED BY ITS USE ON THE 
TESTES. 


Frieben * calls attention to the fact that all 
the male guinea pigs and rabbits experimented 
upon proved sterile after exposure to x-rays, and 
adds that of the other organs none showed changes 
except the testes which were always found de- 
creased in size from one third to one half. The 
microscope revealed that the epithelium of the 
seminiferous tubules had practically vanished 
and no spermatogenesis could be shown. There 
was no evidence of inflammatory process. 


RARE CASES. 


Murphy ® reports a case of acute epididymitis 
in an undescended testis in which gonococci were 
demonstrated in the excised organ. Rosen- 
stein 2° describes a case in Israel’s clinic operated 
for prostatic enlargement by the usual Bottim 
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method. During the operation the bladder 
ruptured with the sound of an explosion. It is 
believed that the steam manufactured by the 
cautery heat was responsible for this result. 
Rosenstein says there is no remedy and advocates 
prostatectomy in consequence. 


PERINEPHRITIS IN CHILDREN. 


Townsend?’ brings forward the following 
points in connection with this subject: The 
condition is arare one. Quotes Kuster’s writings 
in support of this statement. The latter had 
been able to collect but 230 cases of the condition 
in persons of all ages in 1897. It is especially 
rare in children. The best classification of the 
cases he considers that of Schmid, which is accord- 
ing to their being due to a direct primary infec- 
tion of the perirenal tissues or to an indirect one 
coming from more distant parts of the body. 
The bacteria found in connection with the con- 
dition locally are staphylococci, streptococci and 
pneumococci, also the typhoid, tubercle and 
colon bacilli. In 80% of the cases of primary 
direct infection suppuration occurs. In second- 
ary indirect infections abscess always results. 
A few cases of bilateral perinephritis have been 
reported. 

Symptoms. — The first symptom is usually 
severe pain in the renal region near the spine. It 
may, however, be felt in the front of the abdomen, 
or radiating down the thigh as a sciatic pain, or 
again as the pain of lumbago, or again in the axil- 
lary line. The spine is usually held rigid, and 
when suppuration has occurred and also it may be 
prior to it, the leg is often flexed as in the psoas 
abscess of Pott’s disease. Chills, rigors, fever, 
are the rule amongst the early symptoms, so also 
is constipation. Abscess usually points, if not 
interfered with, either in the loin near the spine, 
or it may simulate ordinary psoas abscess and 
appear in the more usual or unusual places in 
which the latter is noted in different cases. The 
conditions most easily mistaken for it are Pott’s 
disease, and acute osteomyelitis of the vertebre. 
The latter can often be distinguishedfromit by the 
marked tenderness on pressure over the affected 
part of the spine, which is not present in peri- 
nephritic abscess. The mortality of the cases 
treated surgically is very much less than that 
when the cases are treated expectantly. 


PRIMARY CARCINOMA OF THE  PROSTATE.7S 


The condition is stated by the writer to be 
more frequent than is generally thought. A 
considerable number of prostates believed to 
have been simple senile hypertrophy have, upon 
more thorough examination, proved to be car- 
cinomatous. Albarran and Halle found 14 can- 
cerous prostates out of 100 which were supposed 
to be merely senile hypertrophies of the gland. 
The metastases in connection with cancer of the 
gland are frequent and extensive. When they 
occur they are always far in excess of the extent 
of the disease in its primary seat in the gland. 
The favorite locations are the glands and the 
bony skeleton. The glands usually involved are 





the pelvic, inguinal and iliac. The mesenteric, 
axillary, supraclavicular, hepatic and medias- 
tinal have also been observed as being involved. 
Metastasis takes place through the lymphatic 
channels, and into the inguinal chain, probably 
secondarily from the pelvic glands or rarely from 
the corpora cavernosa, and not directly from the 
prostate. 

The metastases in the bones are as a rule gen- 
eral, rarely are only one or two bones alone 
affected. In a case of Cone’s the distribution 
was characteristic; it occurred in three lumbar 
vertebre, in the ilium, tibia and one rib. In 
34 cases in which the skeleton was implicated 
collected by Kaufmann, the lumbar vertebre 
were involved in 27, ilium in 21, ribs in 19, femur 
in 23, sternum in 12, and tibia in 6. 

Hawley makes the only factors that are of avail 
in making the diagnosis in the early stages of the 
disease, the presence of the three phenomena 
which, however, he does not assert to have more 
than a relative value and to be more than very 
suggestive. These three things are pain in or 
about the prostate, areas of hardness and “‘nodos- 
ity” palpable through the rectum, and tenderness. 
Duration of the disease is from six months to 
about two years, its malignancy is exhibited more 
by the metastatic colonies and their activity than 
from that of the primary focus of the disease. 

The treatment is referred to in an interesting 
way by the writer. He says: “ Theoretically, 
removal of the prostate in early cases should 
result in radical cure by reason of its tendency to 
remain sessile and embedded in the gland.” 
The operative experience of forty years from the 
first case of Billroth in 1859 to 1899 was one of 
uniform failure and furnished a good example of 
what pathology is constantly demonstrating, viz.: 
that excision of mature malignant growths can 
rarely be complete, and in this case surgery failed 
because of the inability to recognize the condition 
in an early stage of development. In the last 
years, however, the prospect has become some- 
what more encouraging. Thus Oraison has 
collected 23 cases from the French clinics, 
which were treated by perineal prostatectomy in 
the early stages of the disease. Of these cases 
10 or 43% remained well for four years or more. 
In 3 only is recurrence known to have taken place. 
Four died from operation, and the remaining 6 
recovered from operation, but have been lost 
sight of. | 

To operate in any but the earlier stages of the 
disease is a grave mistake and absolutely hope- 
less so far as the possibility of a cure is concerned. 

Contra-indications to operation are stated to 
be anything that shows that the disease has ex- 
tended beyond its original seat. This cannot 
be determined short of exploration by operation, 
and is not to be positively ascertained always 
then. 

Prostatectomy with removal of the entire pros- 
tatic urethra, cutting across the membranous 
urethra at its junction with the prostatic urethra 
and removal of the gland by intracapsular (that 
is to say within the outer sheath), the writer con- 
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siders the only eflicient method to apply to cases 
of cancer of the gland, no matter how limited the 
disease may be. 


REMARKS UPON THE TREATMENT OF BLADDER 
TUMORs.”® 


In this abstract of the writer’s original article, 
it is stated that he has collected 367 cases 
of tumors of the bladder, from eight statistical 
series by as. many writers Of these, 99 were 
in women. The writer leans toward the view 
that in males the larger number of new growths 
in the bladder proceed from the prostate as the 
original site of the disease which is held to be the 
case by Motz who places the proportion as high as 
73% of all male cases. 

With regard to treatment the writer holds that 
total extirpation of the bladder is the only one 
that is worth while, in all cases of malignant 
disease in which any operation is justifiable, and 
advises that in cases of a nonmalignant nature 
it is better not to attempt to carry the incision, 
bv which the growths are removed from the 
bladder wall, so deeply into the latter as has been 
advised by some operators, but to include in the 
incision a larger area of the mucous membrane 
from which the tumor springs than is customary. 


PROSTATIC ABSCEss.” 


The article contains an analysis of 35 cases of 
the above-named condition treated by Korte. 
In the majority of cases the origin was gonorrhea; 
once tuberculosis. The condition is often spon- 
taneously relieved by having the abscess open 
into the urethra; this or opening into the rectum 
bv no means always ends so happily. The most 
trying and sometimes serious complications may 
result in either case ; for example, when the rupture 
is in the urethra it may lead to cystitis, to pyelitis 
or to urinary infiltration. The suppurative 
process sometimes extends to the perineum, the 
testicles or epididymis, and may burrow up be- 
neath the peritoneum or burst through the latter. 
The writer counsels not to open the abscess from 
the rectum, but that it should be approached 
from the curved prerectal perineal transverse 
incision, a thorough exposure of the gland and its 
abscess and its free opening. Fistula will not 
result unless the urethral wall has been injured. 
Of the whole number of the 35 cases of Korte, two 
died. Surgical treatment in the above described 
manner is strongly recommended. The opening 
of the abscess into the rectum is very apt to be 
followed by urethro-rectal fistula. 
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fieports of Societies. 


AMERICAN PUBLIC HEALTH ASSOCIATION. 


ProcEEDINGs of the Thirty-second Annual Meeting 
held at Havana, Cuba, Jan. 9, 10, 11, 12 and 13, 1905. 

The Association met at the Atheneum Club, under 
the presidency of Dr. Cantos J. Fryuay of Havana. 

Following the transaction of routine business, such 
as the election of over a hundred new members, etc., 
the reading of papers was begun. 


PURIFICATION OF THE ST. LOUIS WATER SUPPLY BY 
USING FERROUS SULPHATE AND CALCIUM HYDROXIDE 
AS A COAGULANT, FOLLOWED BY PLAIN SEDIMEN- 
TATION. 


This paper was read by Dr. C. A. SnopGrass of 
St. Louis, Mo., and was of particular interest, for the 
reason that it set forth a simple, practical and inex- 
pensive method of handling large quantities of surface 
water. It called attention to the fact that from the 
year 1832, the time at which the first water works 
system of St. Louis was installed, until 1904, the water 
supply of St. Louis had been unsatisfactory, and that 
in a few months’ time a complete transformation of 
the quality of the water had been secured. The com- 
parative cost with other proposed methods was most 
striking. One of the proposed methods called for an 
original outlay of $31,000,000; another $2,700,000, 
while the present plant required only $10,000 for its 
construction. This plan of operation was shown to 
cost $4.50 less per million gallons than any other pro- 
posed plan. 

he exact and extensive chemical and bacteriological 
data added to the physical properties proved conclu- 
sively that a water of a high degree of potability was 
being secured. The removal of suspended matter 
was shown to average 96.9%, whilst the bacterial 
removal averaged 95% in many weekly analyses, 
showing an efficiency of 99%. Mineral analysis showed 
that there was nothing left in the water that could be 
inimical to health. 

Death-rate from typhoid fever during the last year 
had been materially lowered, but owing to the limited 
time of operation of the present system, no deductions 
from this point of view were insisted on. Reports 
from engineers and manufacturers showed that the 
treatment given the St. Louis water supply was highly 
satisfactory to their interests. It was the opinion of 
the writer that little or nothing would be gained by 
adding mechanical filtration to this system. 

Attention was called to the difficulties which were 
unavoidable in the institution of this plan into the 
previously existing plant, and it was claimed that 
with contemplated changes of a minor character the 
expense of operation would still be lowered and the 
efficiency increased. 
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COPPER SULPHATE METHOD FOR REMOVAL OF GERMS 
FROM WATER. 


Mr. F. 8. Hotuts of New Haven, Conn., contributed 
a paper in which he described a practical test of the 
copper sulphate method for the removal of germs from 
water supplies. 


REPORT ON PURIFICATION AND PRESERVATION OF WATER 
SUPPLIES. 


Mr. Geo. W. Futter of New York presented the 
report of the Committee on Purification and Preserva- 
tion of Water Suppiles. He stated that the principle 
of the use of sulphate of copper in treating water sup- 
plies was not a new one, as it had been used for thou- 
sands of years. 

With reference to filtration, he said the number of 
cities in the United States, with a population of 25,000, 
now using the filtration plan, was about 8%, those 
which had filters under construction 11%, those in 
which filters had been authorized 21%, and those in 
which filters were being considered as necessary 31%.. 
Statistics and arguments were advanced in favor of 
filtration as a method of purifying water supplies of 
cities. 

Dr. FRANK WARNER of Columbus, Ohio, stated that 
in considering the improvement of any public water 
supply, more attention should be given to the better 
protection of the water-shed. This feature was either 
neglected or overlooked in connection with modern 
purification plants. This was especially true of pollu- 
tion near the purification works, and the water should 
he delivered to the purification plant in as pure condi- 
tion as possible before purification. 

Mr. H. W. Ciark of Boston said that since the in- 
troduction of filtration at Lawrence, Mass., the city 
had increased in population from 45,000 to 75,000 and 
the percentage of deaths from typhoid fever had been 
materially reduced. 

Mr. Rozpert 8. Weston of Boston stated that other 
questions of purification of water must be settled before 
any one method could be universally used. 


DISINFECTION AND DISINFECTANTS. 


At the afternoon session the report of the Committee 
on Disinfection and Disinfectants was read by Prof. 
F. C. Roprnson of Brunswick, Me. The report was a 
review of the more important literature on the subject 
during the past year, especially in the foreign journals. 
As to experiments on disinfecting railway cars by 
formaldehyde, the results showed that in case of pas- 
senger cars it was practically impossible to completely 
sterilize all parts by the vapor of formalin, but still 
the experimenters think that it is the most practical 
thing to employ for that purpose. They recommend 
1,000 ee. of the liquid formalin to each car, but of 
course the cars are much smaller than those in use 
in the United States. 

As to chemical methods for sterilizing drinking water, 
V. B. NesrreLD recommends the use of tablets made 
from 14 gr. bleaching powder and $ gr. sodium bicar- 
bonate. He claims that these will each sterilize a 
pint of water in five minutes, or, better, ten. He 
removes the paste of chlorin by adding a tablet of 
sodium sulphate. He claims that by such use the 
most foul river water can be made free from disease 
germs and palatable. 

With regard to the disinfection of books, the report 
called attention to the danger of the spread of infec- 
tious diseases through library and school books. It 
was recommended that the danger should be met as 
far as possible by notices in libraries calling attention 
to the advisability of handling books with clean hands, 





of not touching the hands to the mouth after handling 
books until the hands are washed, and, in addition, sub- 
mitting books much used to the action of formaldehyde 
vapor once in a while. 

Remarkable results had followed the occasional use 
of weak solutions of formaldehyde on the floors of 
schoolhouses — solutions so weak that they gave no 
disagreeable odor. Infectious colds and other dust- 
borne diseases were much lessened among the scholars. 
The committee believe that the occasional use of such 
solutions on floors and surfaces in dwelling houses as 
well as public buildings would do a great deal towards 
improving public health. 


THE USE OF SULPHATE OF COPPER ALONE OR IN COM- 
BINATION WITH LIME FOR THE DESTRUCTION OF 
MOSQUITO LARV-E AS A DEODORANT AND AS A DIS- 
INFECTANT. 


Dr. A. H. Doty of New York contributed a paper 
with this title. The author’s investigation embraced 
the following points: First, the use of copper alone or 
in combination with lime for the destruction of mos- 
quito larvze; second, as a deodorant, and, third, as a 
disinfectant. 

[n summing up as to the value of copper alone and 
in combination with lime, as the result of his experi- 
mental work, he stated that in the destruction of mos- 
quito larvee and as a deodorant, the use of copper in 
combination with lime was more effective than when 
used alone. That this mixture destroyed mosquito 
larvie by rapidly removing from the water in which 
they were contained the organic matter or nourish- 
ment upon which they depended for life, and that this 
result was not due to a toxic effect produced by the 
copper or lime. Therefore, the range of usefulness of 
these agents, either alone or in combination, in the 
destruction of mosquito larve was limited. 

As to copper and lime as a deodorant, he believed 
it to be the most valuable and practical agent we pos- 
sess at present for this purpose. Its action as a 
deodorant was rapid and permanent. It was practi- 
cally harmless, cheap and easily made, and seemed to 
comply with the requirements of a typical deodorant. 
Its range of usefulness was extensive, as it could be 
employed equally well for deodorizing solids or fluids. 
Little could be said regarding the germicidal value of 
copper at the present time. 


THE DISINFECTION OF SCHOOL BOOKS. 


Dr. Water D. GREENE of Buffalo, N. Y., stated 
that the examination of the public school books early 
in 1902 revealed the fact that they were filthy, espe- 
cially those used by the lower grades. These books 
were furnished gratuitously by the city, and conse- 
quently there existed a tendency to use them until 
they were literally in pieces — a period covering several 
years. It was thought that these filthy books, worn 
and handled by so many diminutive individuals, might 
be, and probably were, a possible source of contagion, 
and it was decided to disinfect them. The books were 
placed on their edges with covers widely separated, 
upon tables and shelves in tightly sealed rooms. For- 
maldehyde gas was liberated in the room, six ounces of 
a comparatively fresh commercial formalin being used 
for every one thousand cubic feet of air space, the vapor- 
ization being induced by the use of wood alcohol being 
burnt in a receptacle containing the formalin. Bac- 
teriological examinations were made of the soiled 
leaves of books both before and after disinfection, and 
it was found that about 85% of all organisms were 
killed. For the three years immediately preceding 





this school-book disinfection — that is, 1899, 1900 and 
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1901 — the average number of cases of scarlet fever 
reported to the health department by physicians in 
Buffalo was 875 yearly, while the average yearly deaths 
for the same time was 36. For the three years follow- 
ing such disinfection, the average number of cases 
reported yearly was 528, and the number of deaths 
yearly for the same time was 18. He hoped the results 
of these investigations would stimulate health boards 
and health officers to disinfect the school-books of their 
respective municipalities. 


THE SOURCES OF INFECTION. 


Dr. Cuar_es V. CuHapin of Providence, R. I., after 
pointing out various sources of infection, directed 
attention to isolation and disinfection. He said that 
it was perfectly plain, if we could isolate every case of a 
given contagious disease until all infection had dis- 
appeared, the disease would not merely decrease, but 
it would be exterminated. If we could only control 
one half, one quarter, or one tenth of the foci of infec- 
tion, it was equally clear that the disease would never 
be exterminated, and it was not even certain that it 
would diminish. The relation of probable success 
to the efforts made must decide the extent of these 
efforts. It was the writer’s opinion that for most of 
the diseases, and for most localities, restrictive measures 
were either carried too far, or were not carried far 
enough. 


THE ACTUAL SANITARY CONDITIONS OF HAVANA AND 
THE FURTHER REQUIREMENTS FOR THEIR IMPROVE- 
MENT. 


Dr. Erastus Witson of Havana said that the pre- 
vailing annual mortality in the city of Havana previous 
to American intervention — 1898-1902 — approxi- 
mated 40 per thousand. The general cleaning up of 
public places and rigid house-to-house inspection and 
abatement of unsanitary domestic conditions, together 
with filling the puddle holes and irregularities in the 
macadamized streets, with the prohibiting of the ejec- 
tion of domestic wastes into the by-ways, obtained 
immediate and notable reduction in the mortality rate 
in the city. The continuation of the sanitary measures 
introduced by that intervention and the continued 
improvements of the pavements of streets had reduced 
the type of mortality and morbidity to about 50%, of 
its former rate, besides beautifying the city and making 
it infinitely more attractive for residents who were 
interested in health and general culture. 

The author called attention to a further requirement 
of sanitary science, which was radical and indispen- 
sable, namely, a modern system of sewers of proper 
section, regularly graduated in size and declivity from 
their incipience to outfall, impermeable throughout 
and connected with the closets of every house by lead- 
jointed, cast-iron pipes, uniting them to the sewer 
outside the domicile. 

Following Dr. Wilson’s paper, this resolution was 
offered and adopted: 

“ Resolved, That the Association congratulates the 
civic authorities, the physicians and the people of 
Havana in general upon the gratifying improvement 
made in its sanitary condition, and especially upon their 
work in freeing their beautiful city from any danger from 
that once-dreaded scourge — yellow fever — by their 
persistent and skillful campaign against the yellow fever 
mosquito. We aré especially gratified also that they 
do not propose to rest contented with what has been 
done, great as it is, but have already planned other 
sanitary improvements of great importance, including 
an efficient system of sewerage, which we wish them 








Godspeed in carrying out at the earliest practicable 
moment.” : 

Addresses of welcome were delivered by Dr. Cancio, 
Secretary of Public Instruction to President Palma, 
representing the Cuban government, and by Dr. Lin- 
coln de Zayas, representing the medical profession of 
Havana. 

(To be continued.) 


_—— 
—> 


fiecent Literature. 


Notes on X-Light. By W1itu1am Ro.uiins. 

versity Press. 1904. 

We have before us this handsome octavo vol- 
ume of 400 pages of text with a supplement of 
152 illustrations. In his brief preface, the author 
states that he has recorded in these notes “‘ some 
impressions derived from experiments made 
after the day’s work, as a recreation, yet with 
the hope of learning to design and construct 
apparatus for my friend Dr. F. H. Williams, who 
has done most to show the importance of X-Light 
in medical diagnosis.””’ Some of these papers 
were originally printed in this JouRNAL. 

This edition was privately printed for the 
author at the University Press, Cambridge, and 
fully justifies the claim of that press that it is 
a good specimen of the art of printing. 








Uni- 


Clinical Lectures on Mental Diseases. By T. 8. 
CLouston, M.D., Edin., F.R.C.P.E., ete. Sixth 
edition. pp. 738. Philadelphia and New York: 
Lea Brothers & Co. 1904. 


This is the first English text-book on insanity 
to reach a sixth edition, — proof positive that it 
is a great favorite with instructors, students 
and practitioners. Nevertheless, we look in vain 
for an adequate expression of the author’s views, 
which the preface rather leads us to expect, on 
the “ great changes that scientific opinion has 
undergone in the etiology, classification and 
pathology of mental diseases,” since its last edi- 
tion appeared. But, except for slight allusions 
to the supposed bacterial origin of certain mental 
conditions, a brief criticism of the term “‘ demen- 
tia precox,” a few new pages on the causes and 
nature of general paralysis and a number of excel- 
lent plates, the editions are practically the same. 
Now, there can be no question that the compara- 
tively recent work of the German and Italian 
schools of psychiatry, notably those of Krepelin, 
Ziehen and Wernicke, represents a new departure 
which has been widely accepted, in the interpre- 
tation of symptoms, symptom groups and disease- 
entities and more minute and accurate analyses 
of mental processes. This has led to a clearer 
insight into the whole nature and ultimate course 
of disease. It is, therefore, a distinct disap- 
pointment not to know more definitely the 
views of such a masterly clinician as Clouston on 
these recent conceptions of mental disease, for he 
is sure to have valuable opinions on the subject 
which would make a most serviceable addition 
to these unique, graphic and deservedly pop- 
ular lectures without in the least impairing their 
individuality. 
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TWENTY-FIFTH ANNIVERSARY OF THE 
BOSTON SOCIETY OF PSYCHIATRY 
AND NEUROLOGY. 


THE twenty-fifth anniversary of this society 
was appropriately celebrated Thursday evening, 
January 19, by a dinner held in Boston, largely 
attended by the members of the society as well 
as by guests from other cities. Dr. G. A. Blu- 
mer of Providence, the retiring president of the 
society, gracefully presided over the after-dinner 
exercises. 

Dr. Walter Channing, who was introduced as 
the “Father of the Society,” gave an account of 
its history from its inception in the year 1880 to 
the present time. The first meeting was held 
at the house of Dr. G. F. Jelly, and then, as since, 
considerable insistence was laid upon the social 
side of the meetings. The society was then called 
the Medico-Psychological Society, a name which 
it retained until a few years ago, when it received 
the title which it now bears. Dr. Channing also 
spoke of the vicissitudes through which the asso- 
ciation had passed, its approach to death in 1881, 
its acceptance later of men particularly inter- 
ested in neurology, its influence on state legis- 
lation, and its discussion of such important 
matters as expert medical testimony. 

Dr. Charles K. Mills of Philadelphia, introduced 
as one of the most distinguished neurologists of 
the United States, spoke of the debt which Phila- 
delphia owed to Boston in the foundation of the 
University of Pennsylvania and many of its 
prominent public institutions through the influ- 
ence of Benjamin Franklin. He also paid tribute 
to Dr. Isaac Ray, whom he characterized as the 
greatest alienist of the country, first lecturing on 
insanity in Philadelphia after Rush. 

The assemblage was then called upon to listen 








to an admirable poem from the pen of Dr. George 
L. Walton, who characterized the various presi- 
dents of the society, past and present, in happy 
verse, not always perfectly metrical, but not the 
less acceptable on that account. Dr. James J. 
Putnam was aptly introduced by the president 
as the most conscientious neurologist that the 
world ever saw, a sentiment with which the as- 
semblage appeared to be in fullest agreement. 
Dr. B. Sachs of New York brought the greetings 
of the New York Neurological Society, and dis- 
cussed in a serious as well as a jocular manner 
the difficulties experienced in New York in mgin- 
taining the enthusiasm which this special branch 
of medicine demands. Dr. J. W. Courtney added 
much to the gayety of the occasion, and Drs. 
Collins of New York and Knapp of Boston also 
brought their contributions to the evening’s enter- 
tainment. 

Among the matters which were seriously con- 
sidered was the possibility of combining in one 
society, men interested primarily in psychiatry 
and those interested more especially in neurology. 
The feeling has certainly been growing of late 
that these two branches of medicine should come 
into closer accord than heretofore, and the con- 
sensus of opinion was that this is both desirable 
and possible as has been demonstrated by the 
history of the Boston Society. However this 
may be, the evening marked a stepping-stone in 
the history of an organization which from all 
appearances is destined to exercise an increasing 
influence over matters which come within its 
province. Such a society naturally has close 
relationships with many civic matters, and there 
can be little question that it should exert a still 
wider influence on legislation which relates to 
the criminal and to the defective classes in the 
community. A closer co-operation between this 
society as an organized body and legislators 
would no doubt conduce to a greater rationality 
of legal enactment and to an improvement in 
many of the relations in which the state and 
the profession of medicine come into contact. 


+> 


AN ANTI-CARCINOMA SERUM. 


In the issue of the Medical News for January 
14, there appears a special article from the pens 
of Drs. Harvey R. Gaylord, G. H. A. Clowes and 
F. W. Baeslack on an anti-carcinoma serum. 
The paper is a preliminary report concerning the 
presence of an immune body in the blood of mice 
spontaneously recovered from cancer, and the 
effect of this serum upon growing tumors in mice 
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infected with the same material. During a visit 
to Copenhagen Dr. Gaylord obtained two white 
mice with growing tumors which had been inocu- 
lated from a strain of mice infected with adeno- 
carcinoma. Both of these mice died in transit, 
but inoculations of twenty-five white mice were 
made from the tumors. Of these inoculations 
60° from the second mouse were successful, and 
since then there have been a number of infected 
mice in various stages of the disease. Several 
months ago it was noticed that in a number of 
mice the tumors ceased growing and underwent 
retrogression terminating in the disappearance 
of the tumor without recurrence. Immunity 
experiments were begun, and it transpired that 
in a large number of mice, in which the trans- 
planted tumor grew in virulence, it showed no 
tendency toward retrogression. Investigations 
as to whether the blood of those mice which re- 
covered spontaneously possessed immunizing 
qualities led to positive results. It was shown 
that the blood serum of these mice, injected into 
others with growing tumors, intibited the growth 
of tumors and endowed the animal with immu- 
nity from recurrence. 

Control experiments showed that tumors were 
not influenced by normal mice serum equal in 
volume to the doses of immune serum. The 
authors, therefore, conclude that they have 
actually found a serum which is capable of re- 
tarding the development of malignant tumors, 
and also leading to a diminution in the cachectic 
symptoms ozcasioned bysuch tumors. A further 
conclusion is that mice cured by injection with 
immune serum likewise possess active immune 
qualities in their serum, capable of causing the 
disappearance of small tumors and the inhibition 
of large ones. The histological changes resulting 
in tumors checked in their growth are closely 
allied to simple atrophy, a connective tissue 
stroma in great measure taking the place of the 
epithelium. The concluding paragraph of the 
communication is as follows: 


A review of the literature shows that authentic cases 
of spontaneous cure of cancer in human beings are not 
unknown, and the correlation of our histological find- 
ings with those already noted in man lead us to the 
conclusion that a similar immunity undoubtedly exists 
against human cancer. Although our work thus far 
has shown us that great difficulties will undoubtedly 
be encountered, it is perhaps not too much to hope 
that a careful analysis of the facts obtained in our 
experimentation on mice may ultimately lead to a 
practical application of these facts with a solution of 
the question of the curability of cancer in human beings. 





We have no special comment to make on the 
foregoing. The work which has been done now 
for several years at the Buffalo Laboratory is 
well known. It has not met with universal 
acceptance; for example, the conclusions of 
the Harvard Cancer Research Commission are. 
diametrically opposite to those emanating from 
this laboratory. Evidently the end is not yet in 
this discussion, and we shall await with interest 
further confirmation of results, which in the 
present state of the inquiry are somewhat un- 
expected. 


tin 
> 


PAPER MILK BOTTLES. 


In a recent number of Sanitation Dr. A. H. 
Stewart of the bacteriological department of the 
Philadelphia Bureau of Health suggests a sub- 
stitute for the glass milk bottle, against which 
certain just criticisms have of late been raised. 
It is evident that the original expense of these 
bottles, their liability to break, the difficulty of 
cleaning, and the possibility of transmission of 
disease through their use, are all arguments which 
should be given weight. The advantages of 
glass on the other hand are self-evident. At- 
tempts hitherto to supply a substitute for glass 
bottles have in general been unsuccessful, chiefly 
through lack of strength and expense. 

Dr. Stewart has recently investigated a new 
paper milk bottle which he regards as a possible 
substitute for the glass bottles ordinarily used. 
These bottles are made of heavy spruce wood 
fiber paper in conical shape to facilitate nesting. 
The effort has been made, apparently with success, 
to make the bottles sufficiently strong, and, 





through saturation with paraffin, to render 
sterilization possible. Bacteriological _ tests 


showed that the bottles were wholly sterile, and 
that any original organisms that might have been 
present in the wood pulp were destroyed in the 
process of manufacture. A comparison of milk 
contained in these paper bottles and in glass 
bottles showed fewer organisms in the former 
in the proportion of about one to four. It was 
furthermore found that milk kept sweet upwards 
of two days longer in the paper bottles. The 
advantages which Dr. Stewart sees in the bottles 
are that they need be used but once, that they 
are more convenient for storage and packing, 
that they are lighter, that they are sterile, and 
that the annoyance of the re-collection of milk 
bottles is dispensed with. It is maintained that 
the ordinary washing of bottles is a farce, and 
that frequently dirty bottles are refilled. It is 
also possible with the paper bottles to facilitate 
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materially the delivery of milk because the 
carrying capacity of each wagon is almost doubled 
by their use. Various other advantages of the 
paper bottle are urged which, if they stand the 
test of experience, would seem inevitably to lead 
to the disappearance of the generally accepted 
glass bottle. 

The receptacles for tuberculosis in all well- 
appointed hospitals are now invariably made of 
material which may be burned after use, and we 
can see no reason why a similar provision,although 
no doubt less urgently required, should not also 
be made for milk, through which, as is well recog- 
nized, disease may easily be transmitted. Evi- 
dently destructible bottles, provided only they 
fulfil the first requirements of stability and 
cleanliness, should quickly become a substitute 
for those now in use. If Dr. Stewart’s enthu- 
siastie claims for the bottles which he has appar- 
ently carefully investigated are substantiated, 
we can easily see the beginning of a far-reaching 
and useful reform. 


—— — +>. _—_—— 
MEDICAL NOTES. 
LEPROSY IN THE PuHILIpprnes. — According 


to arecent monthly report of the Board of Health 
for the Philippine Islands it appears that a total 
of 3,628 lepers are now living in the Philippine 
Islands, divided very unequally among the vari- 
ous provinces. The Province of Cebu leads in 
numbers with 675 cases, followed by Mindanao 
with 143. But one province is wholly free from 
the disease. 


SANITATION OF CuBA. — The passage of an 
appropriation for the immediate sanitation of 
Cuban cities has been passed by the Cuban 
government, the amount being $326,000. The 
interest whieh the United States has taken in 
Cuban sanitation is not regarded as an affront, 
but the opinion is expressed that Cuba should 
carry out the work of sanitation on her own 
responsibility, regardless of recommendations by 
the United States. 


GERMAN CONGRESS OF INTERNAL MEDICINE. 
The twenty-secona Congress of Internal Medi- 
cine will be held at Weisbaden, April 12 to 15, in- 
clusive, with Professor Erb of Heidelberg as 
president. The main topie for discussion will 
be heredity, the biological report being by Dr. 
H. 1. Zeigler of Jena, and the relation of heredity 
to tuberculosis by Dr. Martius of Rostock. Other 
papers will, however, be presented on general 
medical topics. 





THE APPOINTMENT OF SURGEON-GENERAL 
AutrreD H. Krocu. — Surgeon-General Alfred 
H. Keogh, M.D., C.B., has been appointed Direc- 
tor-General of the English Army Medical Service. 
The election of Dr. Keogh is a recognition of a 
more liberal tendency than has hitherto prevailed, 
inasmuch as his selection was not based upon 
seniority of service. He is said to be under fifty, 
to have had a wide experience for a man of his 
age, and on several occasions to have taken part 
in proceedings of an important character wherein 
he has shown qualities of leadership which have 
led to his appointment over the heads of many 
officers in the service of more advanced years and 
rank. The London Lancet finds cause for con- 
gratulation in this appointment which repre- 
sents the adoption of a new and sound principle. 


Vaccination. — The following opinion of the 
Court of Appeals of New York State, relative to 
the vaczination of school children, published in 
the Bulletin of the Connecticut State Board of 
Health, is worthy of wide dissemination as a judi- 
cial statement of the facts regarding vaccination: 

“The appellant claims that vaccination does not 
tend to prevent smallpox, but tends to bring about 
other diseases, and that it does much harm with no 
good. It must be conceded that some laymen, both 
learned and unlearned, and some physicians of great 
skill and repute, do not believe that vaccination is a 
preventive of smallpox. The common belief, however, 
is that it has a decided tendency to prevent the spread 
of this fearful disease and to render it less dangerous 
to those who contract it. While not accepted by all, 
it is accepted by the mass of the people as well as by 
most members of the medical profession. It has been 
general in our state and in most civilized nations for 
generations. It is generally accepted in theory and 
generally applied in practice, both by the voluntary 
action of the people and in obedience to the command 
of law. Nearly every state in the Union has statutes 
to encourage or directly or indirectly to require vacci- 
nation, and this is true of most nations in Europe. It 
is required in nearly all the armies and navies of the 
world. Vaccination has been compulsory in England 
since 1854, and the last act upon the subject, passed 
in 1898, requires every child born in England to be 
vaccinated within six months of its birth. It is com- 
pulsory, or is aided, encouraged, and to some extent 
compelled, in the other European nations. It is com- 
pulsory in but few states and cities in this country, but 
it is countenanced or promoted in substantially all, 
and statutes requiring children to be vaccinated in 
order to attend the public schools have generally been 
sustained by the courts.” 

The opinion further states, that a common belief like 
common knowledge may be acted upon by the legis- 
lature and courts without proof, and the fact that it 

















118 BOSTON MEDICAL AND SURGICAL JOURNAL 





[JANUARY 26, 1905 





is not universal is not controlling for there is scarcely 
any belief that is accepted by every one, and what the 
people believe is for the common welfare must be ac- 
cepted as for the common welfare. ‘ While we do not 
decide and cannot decide that vaccination is a pre- 
ventive of smallpox, we take judicial notice that this 
is the common belief of the people of the state, and 
with this fact as a foundation, we hold that the statute 
in question is a health law, enacted in a reasonable 
and proper exercise of the police power.” 

BOSTON AND NEW ENGLAND. 

Acute Inrectious Diseases IN Boston. — 
For the week ending at noon Jan. 25, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 44, scarlatina 23, typhoid fever 20, 
measles 14, smallpox 1. 

Death-rate for the week on the total deaths 
reported, 1605. 


A CENTENARIAN. — Mrs. Margaret McFether- 
ies, reputed to be one hundred and two years 
old, died Jan. 5 in Springfield, Mass. Mrs. Me- 
Fetheries regarded her long life as due to her 
industrious habits. 


A Britt To REGULATE THE HEIGHT OF BuILD- 
incs.— Prof. William T. Sedgwick of the Massa- 
chusetts Institute of Technology has introduced a 
bill into the Massachusetts Legislature limiting the 
height of buildings in this state to one hundred 
feet. 

A CasE oF Leprosy. — A case of leprosy in 
the person of a young Chinese, who has been 
living in Newburyport, has been called to the 
attention of the Board of Health, by whose 
officials the diagnosis was definitely made, and 
the patient sent to Gallop’s Island. It appears 
that he has been a sufferer from the disease for 
about a year and a half. There are already 
two other lepers at Gallop’s Island awaiting 
final disposition. 

A Bitt To ReGuLaTE EXPERT TESTIMONY. --- 
A bill has been introduced into the State Senate 
for the regulation of expert testimony. The 
petition urges the necessity of legislation in 
respect to expert witnesses in the courts of the 
State of Massachusetts on the ground of expense 
to the state, of biased testimony, and of the un- 
necessary number of experts employed. The 
bill provides that expert witnesses shall not be 
paid amounts in excess of the ordinary witness 
fee unless the court awards a larger sum. The 
number of expert witnesses is also limited, except 
in special cases. Sporadic attempts have been 
made from time to time to improve the character 
of expert testimony, but hitherto without success. 








We are inclined, in general, to think that justice 
would be better subserved if the court had more 
choice in the selection of experts. 


Boston Mortauity Statistics. — The num- 
ber of deaths reported to the Board of Health for 
the week ending January 21 was 256, as against 
222 the corresponding week last year, showing 
an increase of 34 deaths, and making the death- 
rate for the week 21.74. The number of cases 
and deaths from infectious diseases was as follows: 
Diphtheria, 35 cases, 7 deaths; scarlatina, 23 
cases, 2 deaths; typhoid fever, 9 cases, no deaths; 
measles, 16 cases, no deaths; tuberculosis, 37 
cases, 19 deaths; smallpox, no cases, no deaths. 
The deaths from pneumonia were 51, whooping 
cough none, heart disease 25, bronchitis 6, mar- 
asmus 4. There were 22 deaths from violent 
causes. The number of children who died under 
one year was 40; under five years 53, persons 
over sixty years 76, deaths in public institutions 
79. 

NEW YORK. 

DeatTHs IN NEw York. — The number of 
deaths in New York City, according to the official 
record, increased from 67,864 in 1903, to 77.985 
in 1904. The principal causes assigned for this, 
in addition to the increase in population, are the 
‘Slocum ”’ steamboat aisaster and the increased 
mortality from pneumonia, Bright’s disease, and 
epidemic cerebrospinal meningitis. The number 
of deaths reported from pneumonia was 12,366, 
as against 9,714 in 1903. Since 1872, when there 
were 782 cases, in the old city (10ow the boroughs 
of Manhattan and the Bronx), there has bee. 10 
year which approached 1904 in the number of 
cases of cerebro-spinal meningitis reported. In 
1904 the number of cases of meningitis, including 
both simple meningitis and the epidemic variety, 
amounted to 3,044. 


SweatsHor Workinc.—The State Labor 
Bureau has commenced a vigorous campaign 
against tenement houses where ‘“ sweatshop” 
clothing is made which does not conform to the 
regulations prescribed in the act passed by the 
last legislature, which went into force Oct. 1. 
This provides that not simply the individual 
apartment, but the entire house where clothing 
is finished, must be licensed. Since October, 
the bureau has been sending out warning notices 
to thousands of landlords, proprietors and real 
estate agents, and on Jan. 10, twenty-two inspect- 
ors swooped down upon Elizabeth Street to seize 
and tag all the clothing reaching completion ia 
unclean and unsanitary houses. More of such 
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finishing work is done on this street, it is said, 
than in the entire state of Massachusetts. Any 
clothing found to be already affected by the 
condition of the premises is confiscated tem- 
porarily and turned over to the health depart- 
ment for disinfection. In Pennsylvania it is 
stated that all such clothing must be burned up. 


New BuiLpInc FoR MANHATTAN Eyer, Ear 
anp THROAT Hospitau. — Plans have been filed 
at the Building Department for a new nine-story 
building to be erected on 64th Street, just east 
of Third Avenue, for the Manhattan Eye, Ear 
and Throat Hospital, now at Park Avenue and 
4ist Street. The building will stand on a plot 
118 by 100 feet, and two wings will provide some 
parlors on each of the nine stories. The fagade 
will be of ornamental brick, with trimmings of 
stone and terra cotta, and the total cost is esti- 
mated at $600,000. 


ANNUAL MEETING OF OPHTHALMIC AND AURAL 
InstitTuTE. — The New York Ophthalmic and 
Aural Institute, of which Dr. Herman Knapp is 
executive surgeon, held its annual meeting on 
January 17. Some time ago it was resolved to 
move from the present location in 12th Street 
as soon as the money could be secured for a suit- 
able building up town. Two hundred thousand 
dollars was raised, and a site has been purchased 
at 64th Street and Central Park, West. At this 
meeting the trustees determined, however, not 
to commence building operations until the fund 
amounted to $350,000. 


LocaL AND NATIONAL HEALTH ConDITION. — 
At a meeting of the New York County Branch of 
the State Medical Association held January 16, 
the local and national health conditions, with 
the work of the respective departments, was the 
subject of discussion. The Health of the Nation 
was presented by Dr. Walter Wyman, Surgeon- 
General of the Public Health and United States 
Marine Hospital Service; the Health of the State, 
by Dr. Daniel Lewis, State Commissioner of 
Health; the Health of the City, by Dr. Thomas 
Darlington, President of the City Department 
of Health, and the Health of the Port of New 
York, by Dr. A. H. Doty, Health Officer. 


HospiraL SATURDAY AND Sunpay Assocta- 
TION. — The annual meeting of the Hospital 
Saturday and Sunday Association was held at 
United Charities Building on Jan. 11. Frederick 
F. Cook, the general agent, reported a favorable 
outlook for the collection of the present season, 
though the returns were as yet too incomplete 
to base an estimate of the total amount upon. 





From the churches the returns so far received 
gave lfope, he said, of an aggregate perhaps 
double of that of last year, while the amounts 
from nearly all the trade auxiliaries promised 
better results than in any previous year. 


Ont HunprRED YEARS OF PUBLISHING. — 
‘* One Hundred Years of Publishing, 1804-1904,” 
is the title of an historical account of the firm 
of publishers, William Wood & Company, written 
by William C. Wood, of that house. The firm 
was founded by Samuel Wood, who in 1815 took 
into partnership two sons, and two years later a 
third son. From the time of the admission of 
the third son, William, they began to bring out 
medical works. In 1836 the father retired from 
the business to devote himself for the remainder 
of his life to the public charities in which he had 
long been interested. In 1863 William Wood 
took into partnership his son, William H. S. 
Wood, the present head of the house, and the 
style William Wood & Co. was then adopted. 
From the time of his admission to the firm the 
present senior partner advocated further speciali- 
zation in the direction of medical publications, 
and in 1865 he started the Medical Record. Dr. 
George F. Shrady, the first editor of that jour- 
nal, retained the editorship until July, 1904, 
when he retired and was succeeded by Dr. Thomas 
L. Stedman. Besides William H. 8. Wood, there 
are now in the firm his three sons, William C., 
Gilbert C., and Arnold Wood. 


PossIBLE ABANDONMENT OF SinG SING AND 
AUBURN PRisons. — In his annual report, just 
submitted, State Prison Superintendent Collins 
makes the recommendation that both Sing Sing 
and Auburn prisons should be abandoned. This 
is based on two facts: first, the approaching 
necessity of expending upward of $1,000,000 to 
rebuild the cell blocks in these two institutions, 
and, second, the general unsanitary surround- 
ings of the two sites. Of Sing Sing he writes: 
“While the geographical location is excellent, 
the site of the buildings is so low, so near the 
level of the river, that satisfactory sewerage 
cannot be obtained. The water supply is bought, 
and is expensive; nor has it always proved reli- 
able.’ Of Auburn he says: ‘ The prison is in 
the city. Its ground space is insufficient, and 
has become contaminated by an excessive popu- 
lation for eighty-seven years. The health of 
prisoners is not so good here as at other prisons. 
Statistics show that there are more deaths here, 
and that more prisoners become insane, pro rata, 
than in other prisons.” The superintendent 
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goes on to state that it is difficult to maintain a| Although generally regarded as only very 

high degree of physical soundness ameng im-| Mildly contagious the mode of origin and of 

prisoned men when the cells are unsuitable for propagation of the disease to which Mr. Converse 
ong has unhappily fallen a victim, are still involved 

their habitation. He therefore urges that the | in much mystery. Sporadic cases ‘and small 

state should spend the money which would be | epidemies continue to occur from time to time 

required to improve the condition of these two|under the most inexplicable conditions as to 

worn-out structures upon the erection of one | their origin. 

new central prison on lines of modern and pro-| ail 

gressive prison architecture. | 











OTIS KUGENE HUNT, M.D. 


cae > Par . - 
; | Tur death of Dr. Otis Eugene Hunt, at the 
Obituaries, jase of eighty-two, occurred January 20, at his 
_——- ‘home in Newtonville, Mass. He was born in 
JOSEPH H. CONVERSE, 2p. )Sudbury, Mass., July 7, 1822, and, after prelimi- 
Tur sudden, almost tragic, death of this prom- ‘nary education at several well-known schools, he 
se s * as ) « aes " a e . . P : a . rT ao, 
ising young man, a fourth-year student at the | Was for a short time . student at Wesleyan 
Harvard Medical School, deserves more than | University in Middletown, Conn. Later giving 
passing notice. The son of Mr. Charles H. Con-|"P his studies there on account of his health, he 
ahvrorw > . » - . a . . | R é - - + 2 
verse. of Brookline he entered Harvard in 1897, | entered what was then known as the Boylston 
While in college he was both a good student and | Medical College of Boston, and thereafter served 
a good athlete. He ranked well in his studies, {28 ® house pupil at the Massachusetts General 
a GS < . a . We : . . . — . ae ae " — 
and by his excellence as a hurdler contributed | Pig wage a one . the - he “ee 
. > | s > : > stre > St ba LAR 
much to the victory of the Harvard-Yale team |® ~ rst demonstration . ether. In 1848 
over the Oxford-Cambridge team in Eneland in | he was admitted to the Massachusetts Medical 
1901. After graduating at Harvard College he |’ rien one on a — n W ge 
entered the medical school and would have taken A re ry War . eee pe ice 7 i W. ith 0 
his medical degree next June, after a very eredit-| te Civ War, Later he removed to Waltham, 
able four years’ course. He was appointed a! and finally, his active work being interrupted by 
substitute ‘at the Boston City Hospital for {il health, to Newtonville, where he built up : 
house officer who was sick, on one of the medical | large practice. In 1883 he retired, turning 
services. During this brief term of service it | Ver his p actice to his son, Dr. William Otis 
fell to his lot to assist in the care of a Portuguese | Hunt. In — ” his life ‘ye Egg wee 
patient who entered the hospital with cerebro- |?! medicine, 1e Was connectec with the schoo 
spinal meningitis. He was present at a lumbar |CO™mittee in Weston and in Waltham, for several 
. < reget 4 hago . < « < (eee a eM CAPERS ea x es sao lias 
puncture, carried the fluid in a test tube to the | **A. “— po of — ar — 
. ~ 1A y « > Te’ y ea € , ay 
laboratory, and subsequently during three days | Boeninch 36 i oy M iy - ng aa —— 
assisted in feeding the patient with a nasal tube. | ‘0SP!tal Medical board trom its foundation. 
Kight days after first seeing this patient, early | siti 
Friday morning, January 20, he had headache | 
and vomiting; this condition presently improved | MWiscellanp. 


to such an extent that he presented himself in | 
the wards for his morning duties. The symp-| MEDICAL NOMINATIONS FOR THE HALL OF 
toms, however, shortly returned with great | 








; Sa ee FAME. 
violence, yielding to no remedies, and he died | ‘ 
within twenty-four hours, early Saturday morn-| Ar the first meeting of the Council of the Hall 
» one . s : . ° ei ‘ ° . : = a . > 
ing. ‘The diagnosis of cerebrospinal meningitis} of Fame, in connection with the University of 


was verified. The original patient is still alive in| New York, held in 1900, only 29 names received 
a comfortable condition and there is good reason | the required majority (51) of the votes cast. 
for anticipating a possible recovery. | Among these there was no physician. The second 

This is one of those dispensations, fortunately | regular election oceurs this year, 1905, when 26 


rare, Which must be accepted as at times inevit- 
able in the discharge of his duties by the medical 
practitioner. One is taken and the other left. 
It emphasizes once again a lesson which the 
young and enthusiastic, whether among doctors, 
students or nurses, are prone to disregard, the 
necessity of constant precautions in dealing with 
certain classes of medical cases. We believe it is 
generally the young officer or the voung soldier 
who forgets or declines to seek cover on the 
firing line. There are times and circumstances, 
it must be admitted, when risks must be taken 
unhesitatingly and precautions may be un- 
availing. 





more names should be elected to fill that addi- 
tional number of panels. Only persons born in 
the United States, and now dead ten or more 
vears, are eligible for nomination. 

The Western Medical 1 Review, in an editorial 
in its current issue, proposes the nomination of 
five physicians, all of whom it considers well 
deserve the honor of an election. 


‘1. Benjamin Rush, of whom at the time of his 
death it was said,‘ The name of Dr. Rush gave 4 
splendor to the American character and greatly added 
to its reputation throughout the republic of letters. 
His works are read coextensively with the language 0 
which they are written. He has been one of the most 
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prominent pillars on which his country’s claim to be 
ranked with the learned nations has pre-eminently 
rested ever since Dr. Franklin was no more. Few or 
none of his contemporary fellow laborers can prefer 
superior or even equal claims as reformers and improv- 
ers of the theory and practice of medicine.’ As a 
signer of the Declaration of Independence he gave 
public mark to his patriotism, shown already in a 
thousand other ways. 

“2. David Ramsay, — physician, historian, patriot, 
—of him as a graduate from college Dr. Rush said: 
‘He is far superior to any person we ever graduated at 
our college. His abilities are not only good, but great. 
His talents and knowledge are universal. I never saw 
so much strength of memory and imagination united 
to so fine a judgment.’ His historical writings were 
as successful as his practice of medicine, which is saying 
much, and by every effort he contributed to securing 
the independence of our country. 

“3. John Collins Warren, first professor of anatomy 
and surgery in the Harvard Medical School, patron of 
the first administration of ether for surgical purposes, 
and founder of the Boston MEDICAL AND SURGICAL 
JouRNAL, one of the first medical publications of the 
present day. 

“4, J. Marion Sims, who revolutionized the practice 
of the surgical treatment of the diseases of women. 
He enjoyed a greater reputation than any other Ameri- 
ean surgeon, operating with brilliant success in all the 
capitals of Europe. He founded in 1855 the great 
Woman’s Hospital in New York City, and the methods 
which he devised and perfected are among the richest 
gifts any member of the profession has ever given to 
humanity. 

“5. Oliver Wendell Holmes, physician, medical 
teacher, poet, remembered by thousands not more 
lovingly for his books than by many others, physicians, 
who by lecture or by printed page have been his pupils. 
He rendered a great service to the medical profession 
by first calling attention to the contagiousness of puer- 
peral fever, and his poems and prose writings will be 
read with delight as long as the language endures.” 


——_-_ -~+>— —— 


LONGEVITY OF THE TYPHOID 
BACILLUS IN WATER. 


Dr. k. O. Jorpan, H. L. Russell and F. R. 
Zeit have written a paper on the foregoing subject 
Which was published in the November number 
of the Journal for Infectious Diseases. They 
were requested by the Sanitary District of Chicago, 
in the fall of 1903, to conduct some experiments 
upon the life of the typhoid bacillus in the waters 
of Lake Michigan, the Chicago Drainage Canal 
and the Illinois River. The purpose of these 
experiments was to shed light upon the question 
as to whether the typhoid bacillus could survive 
the passage from the Chicago Drainage Canal to 
the mouth of the Illinois River, under the con- 
ditions obtaining in the latter stream. From 
the experiments recorded in this paper the follow- 
ing general conclusions are drawn: 

(1) It appears that under conditions that 
probably closely simulate those in nature the 
Vast majority of typhoid bacilli introduced into 
the several waters studied perished within three 
to four days. 

(2) It is theoretically possible that specially 


THE 


stand for a longer period the hostile influences 
evidently present in water. Our experiments, 
however, show that if such resistant ,individuals 
exist they must be very few in number and con- 
stitute only a small fraction of the bacilli origi- 
nally entering the water. 

(3) It is not the intention of the writers to claim 
that the behavior of typhoid bacilli under the 
conditions herein described is representative of 
all conditions obtaining in natural bodies of 
water. 
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THE REMOVAL OF GERMS AND DUST FROM 
RAILWAY CARS. 


THE management of the Central Railroad of 
New Jersey has recently installed a vacuum 
system for car cleaning. An immense vacuum 
plant has been erected in its Jersey City yards, 
and for a distance of 3,600 feet it has laid pipe 
varying from two to five inches in diameter, 
covering in all about three miles. At short 
intervals this pipe is tapped and from these cocks 
is run the flexible hose, which may be taken into 
the car either by door or window. At the foot of 
the hose is a metal pipe with a flat triangular 
end, along the base of which is an opening, and 
through which the dust and dirt is drawn by the 
vacuum or “ drawing-in machine”’ located a 
distance away. The operator runs the slot open- 
ing over the cushions, carpets, curtains, wood- 
work, ete., and without any commotion or dust 
raising, every loose particle or germ is whisked 
away, everything being left clean and wholesome. 
The dust thus removed, before reaching the 
great ‘‘ drawing-in machine ’”’ must pass through 
two dust separators, the first of which clears the 
air of 90°% of the grit, dust and germs; the second 
separator or cylinder draws the air through 
water in which corrosive sublimate is used, and 
completes perfectly the purification. The New 
Jersey Central management has for a long time 
felt the necessity for a more sanitary method of 
ear cleaning. Two cars can be_ thoroughly 
cleaned under the new system at the same ex- 
pense of time and money as was formerly con- 
sumed in cleaning one, and this in connection 
with sanitary results much more satisfactory. 


aie 
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Correspondence. 


“BROWN TAIL MOTH ERUPTION.” 


Boston, JANUARY 20, 1905. 


Mr. Epitror: Your contributor (Jan. 19) adds but 
little to the knowledge regarding this affection. Pre- 
sumably the wheals are produced directly from the 
local irritant and this should be removed. Alkaline 
washes containing camphor serve a useful purpose in 
relieving the pruritus. I was interested in learning 
how general urticaria is produced in the infested dis- 
tricts. The wind blows the hairs of the caterpillar into 
the clothes of the “family wash ’’ as they are hung out 
to dry. This would account for many cases, and al- 
though heat would be applied in ironing it apparently 
does not affect the properties of the hairs. 

ery truly yours, 








Tesistant cells may occur which are able to with- 


EpMunp D. Spgar, M.D. 

















122 BOSTON MEDICAL AND SURGICAL JOURNAL 


[JANUARY 26, 1905 





RECORD OF MORTALITY | 
FOR THE WEEK ENDING SATURDAY, JANUARY 14, 1905. 
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Deaths reported, 3,485; under five years of age, 884; princi- 
pal infectious diseases (smallpox, measles, scarlet fever, 
cerebrospinal meningitis, diphtheria and croup, diarrheal 
diseases, whooping cough, erysipelas, fevers and consumption) 
718; acute lung disease 711, consumption 366, scarlet fever 25, 
whooping cough 15, cerebrospinal meningitis 33, smallpox 2, 
erysipelas 13, puerperal fever 16, measles 10, typhoid fever 32, 
diarrheal diseases 88, diphtheria and croup 93. 

From whooping cough, New York 6, Chicago 4, Boston 2, 
Adams 3. From scarlet fever, New York 17, Chicago 2, Phila- 
delphia 1, Baltimore 2, Providence 1, Boston 2. From cerebro- 
spinal meningitis, New York 26, Philadelphia 2, Boston, Lowell, 
Holyoke, Marlborough and Leominster, 1 each. From erysipelas, 
New York 6, Philadelphia 2, Baltimore 1, Providence 2, Bos- 
ton 1, New Bedford 1. From smallpox, Chicago 1, Everett 1. 

In the seventy-six great towns of England and Wales, with an 
estimated population of 15,271,287, for the week ending Dee. 31, 
1904, the death-rate was 22.4. Deaths reported 6,567; acute dis- 
eases of the respiratory organs (London) 358, whooping cough 
105, diphtheria 80, measles 152, small pox 3, scarlet fever 50. 

The death-rate ranged from 9.6 in York to 36.7 in Hanley ; 
London 21.0, West Ham 17.0, Brighton 16.1, Southampton 14.4, 
Plymouth 19.7, Bristol 20.7, Birmingham 26.9, Leicester 12.8, 
Nottingham 24.9, Birkenhead 19.5, Liverpool 28.0, Wigan 
19.9, Bolton 22.3, Manchester 35.2, Salford 28.2, Halifax 22.3, 
Bradford 23.6, Leeds 23.3, Hull 20.7, Sheftield 27.0, Neweastle- 
on-Tyne 22.7, Cardiff 21.9, Rhondda 26.4, Merthyr Tydfil 25.1, 





Whillesden 11.8. 


METEOROLOGICAL RECORD. 


For the week ending January 14, in Boston, according to 
observations furnished by Sergeant J. W. Smith of the United 
States Signal Corps: 
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*O., cloudy; C., clear; F., fair; G., fog; H., hazy; S., smoky; 
R., rain; T., threatening; N., snow; —, below zero. t Indicates trace 
of rainfall. g@- Means for week. 


CHANGES IN THE MEDICAL CORPS U. S. NAVY 
FOR THE WEEK ENDING JANUARY 21, 1905. 


F. L. PLEADWELL, surgeon. Detached from the Naval 
Dispensary, Washington, D. C., Jan. 31, and ordered to duty 
ut Naval Hospital, Yokohama, Japan, sailing from San Fran- 
cisco, Cal., Feb. 14. 

R. W. PLUMMER, passed assistant surgeon. Detached from 
the Naval Hospital, San Juan, P. R., and granted leave until 
Feb. 15. 

W. H. GARTEN, passed assistant surgeon. Detached from 
the Naval Hospital, Yokohama, Japan, and ordered home. 

G. S. BUTLER, passed assistant surgeon. Detached from 
the ** Constellation” Jan. 18, and ordered to the Naval Hospital, 
San Juan, P. R., sailing from New York, N. Y.. Jan. 21. 
fA. STUART, assistant surgeon. Detached from the Naval 
Hospital, San Juan, P. R., and ordered to Washington, D. C.. 
Feb. 15, for examination for promotion, and thence home and 
to wait orders. 

S. S. RODMAN, passed assistant surgeon. Ordered to the 
* Pensacola.” 

F. E. SELLERS, acting assistant surgeon. Detached from 
the “‘ Gloucester” and ordered to the ** Franklin.” 

(Orders issued by Commander-in-Chief of Asiatic Fleet.) 

A. R. ALFRED, surgeon. Detached from the ** Solace” 
ordered to the Naval Station, Cavite, P. I. 

C. McLarty, pharmacist. Detached from the ** Solace” 
and ordered to the Naval Hospital, Yokohama, Japan. 


and 





RECENT DEATHS. 


Oris EUGENE Hunt, M.D., M.MS.S., died in Newtonville, 
Jan. 20, 1905, aged eighty-two years. 

LEONARD J. GORDON, M.D., of Jersey City, N. J., died on 
Jan. 17, from cardiac disease. He was born in New York 
City in 1844, and at the time of the outbreak of the Civil 
War, he was a student at the New York University. He 
entered the volunteer service and was first in the 7lst New 
York Regiment and afterwards the 6th New Jersey, of whieh 
he became adjutant. In 1872 he began the study of medicine, 
and in 1875 was graduated from Bellevue Hospital Medical 
College, New York. He practiced medicine for two years 1 
Jersey City, and was then appointed Chemist of the Lorillard 
Tobacco Company. He retained this position until 184, when 
he was made superintendent of the Jersey City Free Public 
Library. an institution whieh he was largely instrumental in 
establishing. 


BOOKS AND PAMPHLETS RECEIVED. 


A Manual of Experimental Physiology for Students of Med 
cine. By Winfield S. Hall, Ph.D., M.D. (Leipsic). Illustrated. 
Philadelphia and New York: Lea Brothers & Co. 1904. 

Mental Defectives. Their History, Treatment and Train- 
ing. By Martin W. Barr, M.D. Illustrated. Philadelphia : 
P. Blakiston’s Son & Co. 1904. 
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Address. 
THE RELATION OF THE EPILEPTIC TO THE 
COMMUNITY.* 
BY WILLIAM N. BULLARD, M.D., 
President of the Association. 


MreMBERS OF THE ASSOCIATION, LADIES AND 
(JENTLEMEN: I wish to express my appreciation 
of the honor done me in asking me to preside 
at this meeting and to say how much it lies at 
heart with me that we should persevere and 
insist until we are able to see satisfactory pro- 
vision made for this class of sufferers, the epi- 
lepties. 

In New England we have made some definite 
advances this year. Dr. C. P. Bancroft of Con- 
cord has carried out a census of the epilepties in 
New Hampshire, and through the kindness of 
Dr. G. Alden Blumer the same has been done 
in Rhode Island. This leaves Maine and Ver- 
mont the only New England States where nothing 
has been done in this direction. 

In this address I should like to say a word 
on the subject of the Relation of the Epileptic 
to the Community. 

Since the earliest times of recognized govern- 
ment it has always been acknowledged that not 
only did the governed have plain and evident 
duties towards the ruler, but that the ruler also 
had plain and evident duties toward the gov- 
erned. It is an essential principle of any gov- 
ernment in which the governed are not slaves, 
that the ruler should protect them from assault 
or injury by other peoples outside their own 
tribe and nation. As civilization has advanced, 
and governments have become more liberal, it 
has been the duty of the rulers to protect their 
subjects not alone from foreign peoples, but also 
from the ill-disposed among themselves, and to 
guarantee them certain rights and_ privileges, 
to which it is agreed that they are entitled. In 
the past century among civilized nations this 
protection has been carried to a high degree, in 
some cases even so far as to come into conflict 
with the independence of the individual. It is 
universally recognized as a primary duty of 
government. The only question can be in regard 
to the proper amount to be afforded. In ac- 
cordance with this principle of protection of the 
members of a nation or governed body from 
ill-disposed individuals of its own number, we 
find from the earliest times the existence of 
criminals who were punished in various ways 
by the rulers. In later days many of these 
criminals were confined in prisons or in such 
other manner that they could not do harm to 
the community, and this beeame the common 
custom for lesser crimes. Gradually it was per- 
ceived by the more intelligent that there were in 
the community a certain number of individuals 
Who were dangerous to others, not so much from 
Innate wickedness, as because of mental or 
Intellectual defect. These also should be so 


*a* Address delivered Nov. 23, 1904, before the National Associa- 
Bei for the Study of Epilepsy and the Care and Treatment of 


pileptics, 


placed that the community could not be harmed 
by them. The insane, therefore, were confined, 
and when it was finally perceived that they 
were not wholly morally responsible and that 
it was not just that they should be placed with 
criminals, they were put in institutions of their 
own — mad-houses or asylums. 

Again as time goes on, and as our knowledge 
of bodily and mental conditions increases, as we 
learn more of the commoner morbid cerebral 
processes, and as the conditions of life become 
more complex, we find that. distinctions are to 
be made among those who are properly to be 
cared for by the community at large, which, 
with us, is the governing power. We know much 
more in relation to the proper method of caring 
for these classes. The intelligent humanity of 
the world has immensely increased within the 
past fifty years, and it has come to discriminate 
not only between the various forms of trouble 
which it has long cared for, but to recognize with 
more distinctness and clearness, differences be- 
tween the morbid, the defective and the healthy. 
New classes of those unable or but partially able 
to care for themselves are now recognized every- 
where in civilized regions, and the duty of the 
community to care for them is generally ad- 
mitted. Among these classes in addition to the 
insane and criminals are those which contain the 
sick, persons suffering from contagious diseases, 
the feeble-minded and the epileptics. 

The highest proof of true civilization which 
we possess is often stated to be the care shown 
for the weaker and less able portions of the 
community, the women and children. This 
principle also applies to those enfeebled by injury 
or disease. The higher the civilization as a 
whole in the different parts of the community, 
so, speaking in general, the greater is the care 
taken of the inferior, both individually and by 
the government. 

That the epileptics who cannot properly be 
eared for in other ways have a claim to this 
governmental care can, I believe, be readily 
demonstrated. The pauper epileptic as a class, 
forms a danger to the community. A certain 
proportion of epileptics are well known to be 
liable to commit atrocious, unprovoked and 
causeless crimes, and to be seriously dangerous. 
Even worse for the community, however, is the 
fact that a much larger number of them are 
shiftless, irresponsible, liable to drunkenness and 
petty crimes, vagrant, and at times, dangerous. 
As their mental condition varies, so it is most 
difficult for the ordinary person who is_ not 
intimately acquainted with them to determine 
their momentary condition or their degree of 
responsibility. 

It may be urged in reply to these statements, 
that many epileptics live many years without 
doing injury to anyone but themselves or any 
wrong, and this is true. But it is always neces- 
sary to remember that there are those whose 
circumstances are more favorable, whose intel- 
lectual capacity and power of self-control are 





greater either from cultivation or inheritance, 
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and in whom the disease is not so violent or 
possibly does not involve certain portions of 
the brain. Anyone who has not given careful 
attention and observation to this subject would 
be surprised to learn how large a proportion of|s 
the pauper epileptics — that is, those who are 
not able to obtain all the benefits and ameliora- 
tions of their condition consistent with a large 
pecuniary expe are mentally affected, irre- 
sponsible, incapable of earning their living and 
liable to become vagrants or criminals. That 
this class is a terrible burden on their relations 
is evident. They must be supported in idleness, 
and often their mental condition, irritability, 
and unreasonableness render them most unde- 
sirable inmates of the family. While it is the 
duty of the relations or family to support such 
persons to the best of their ability, it is not 
necessarily a duty that they should be supported 
at home. On the contrary, as a rule, it is much 
better both for the epileptic and for his family 
that he should be supported elsewhere, and in 
most cases this is best done by paying for his 
support in some institution specially designed 
for the care of such patients. The expense of 
caring for an epileptic in a private institution 
is so great in New England, that as a rule, it 
‘an only be afforded by the rich; and for the 
average person the state institution is the proper 
resort. 

The question might properly arise in our 
country, What portion of the government should 
undertake the care of the epileptics? Should it 
be the nation as a whole, the state or the city? 
This question has already been practically an- 
swered by custom and convenience. The state 
has in all cases undertaken this work. Of the 
direct, practical benefit which this has been to 
each community by which it has been under- 
taken, I shall leave others to speak, but there 
is little doubt that the amount of crime and of 
smaller offences has been lessened, and that the 
pecuniary saving, both to the state and to the 
people, has been great. 





aie 
> 


@riginal Articles. 
THE STATE’S RELATION TO THE 
EPILEPTIC.* 
BY OWEN COPP, M.D., BOSTON, 
Secretary, Massachusetts Board of Insanity, Boston. 

Tue altruism of the day cannot find worthier 
expression than may be wrought out in establish- 
ing a right relation of organized society to its 
physically or mentally defective members. The 
great importance of such endeavor is apparent 
in even a casual survey of the immediate and 
remote consequences of inertia or evasion of 
duty in this direction. Probably none of this 
numerous host appeals more pathetically than 
the epileptic for recognition and service. 

What obligation does the state owe to such, 
and what protection require for its own welfare? 


* Read at the Fourth Annual Meeting of the National Association 
for the Study of Epilepsy, Nov. 22, 1904. 
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It has been declared with authority that “ al] 
men are endowed by the Creator with certain 
unalienable rights,” and that “ to secure these 
ae governments are instituted.” If this be 

* the weak and defective may elaim as their 
a due all the law affords the strong and well, 
so far as consistent with the general welfare. 
There can be no limitation of responsibility 
dependent on difficulty of achievement. The 
means must be made commensurate to the end, 
so far as human effort may avail. 

Should the epileptic be denied the privileges 
of every normal child in public schools, should 
he be prevented from acquiring a training for 
usefulness and self-support, should he be eventu- 
ally turned from every avenue of remunerative 
employment, and fail in the pursuit of happiness 
by loss of companionship and banishment from 
scenes of pleasure and recreation, then the state 
owes him reparation, even to providing a special 
order of living, care and treatment to suit his 
necessities. 

The humanitarian aspect of his claim is too 
pitiful and impressive to call for more than pass- 
ing reference. It is wellnigh self-evident that 
the activities of the State as of the component 
individual cannot be restrizted to unavoidable 
obligations, but must extend to humane and 
charitable undertakings. Through progressive 
broadening of the conception of publie duty and 
the consequent readjustment of social conditions 
and relations, ‘‘ the charity of the present may 
become the justice of the future.”” Many projects, 
humanitarian in motive, eventuate in the wisest 
economy from a pecuniary point of view. The 
attitude of the state, therefore, should be one of 
alertness not to evade but to discover conditions 
adverse to the welfare of its citizens, and of 
promptness to respond in measure sufficient for 
their correction. The state cannot afford better 
than a private citizen to neglect its business nor 
to fail to meet its reasonable requirements. The 
magnitude of initial expenditure should not 
deter, inasmuch as the differential of income in 
excess of outgo will be proportionate, the criterion 
of suecess in any business enterprise. 

Ignored, the epileptic may become a menace 
to the community through vicious, criminal and 
degenerative tendencies, reproduction of his 
kind in successive generations, and impairment 
or abolition of his earning power, imposing a 
cumulative burden for his support. Some are 
exemplary in character, benign of influence, 
highly intelligent and capable, and live without 
public display of their infirmity, or with sueh 
mild manifestations as not to interfere seriously 
with the routine of their lives, but as a class they 
are irritable, impulsive, prone to violence, and 
baneful in reaction upon impressionable asso- 
ciates. Their neuropathic heredity may furnish 
a fertile soil easily cultivated by the vicious oF 
spontaneously productive of criminal propen- 
sities. Lombroso,' has observed such similarity 
of physical and mental anomalies in the epileptic 
and instinctive criminal as to convince him 0 
the essential identity of constitutional inheri- 
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tance in each. Ottolenghi? another extremist, 
discovered among 265 criminals 80  epileptiecs, 
more than 30%. So high percentage, however, 
stretches the term to cover psychic symptoms 
not generally recognized as epileptic. 

On the other hand, Dr. Baker? of Broadmoor 
Criminal Lunatic Asylum, England, contends 
that “‘ pure psychic epilepsy entirely and abso- 
lutely dissociated from ‘typical fit phenomena 
does not exist as a disease per se,’’ and on this 
basis diagnosed this neurosis in 165 or about 7% 
of 2.435 insane criminals admitted to Broadmoor 
in thirty-seven years, of whom 71% were guilty 
of offenses against the person, of which 95% were 
homicidal. 

Epilepsy tends to shorten life. Relatively few 
epileptics survive middle age. In the Massa- 
chusetts Hospital for Epilepties, whose patients 
are received at a mean age of thirty-one, the 
mean age at death is thirty-nine years. In a 
limited series of cases Dr. Spratling * found the 
mean age at death 29.46years. Snell,* a German 
investigator, in relation to the mortality of insane 
epileptics, claims that it is about thirty-three 
years. These ages compare with 55.9 years, for 
the insane in general, as determined by the anal- 
ysis of 2,048 deaths in Massachusetts institutions 
for the insane. 

Contrary to the common belief that epilepsy of 
itself is not a very fatal disease, Dr. Spratling * 
asserts that 28° of epilepties die as the result 
of seizures, and 12° additional because of acci- 
dents incident thereto. This is confirmed by 
Worcester > in a comprehensive study of the vital 
statistics of many asylums, showing that 20% 
to 30% of the epileptic insane succumb to the 
direct effects of their malady. 

The malignaney of this dread disease is strik- 
ingly exhibited in the excessive infant mortality 
among the offspring of such parentage and the 
meagre percentage of healthy descendants. The 
researches of KEcheverria,® Jules Tardieu and 
Martin are instructive in this connection. To- 
gether they have reported histories of 703 children 
of 178 epileptic parents, showing that 24 or 
34% were still-born, 308 or 44% died in infancy, 
usually of convulsions, three times the average 
infant mortality rate in Massachusetts, and that 
only 131 or less than 19% were apparently 
healthy at the time of the inquiry. The full life 
record would probably reduce even this small 
proportion. 

Such strong tendency to self-extinetion would 
soon afford a beneficent solution of the problem 
Were it not counteracted by the regenerative 
forces inflowing through healthy persons. So 
favored, reproduction in kind or interchangeable 
forms of neuropathie taint, such as insanity, 
idioey, chorea, hysteria, ete., perpetuate such 
infirmities. The histories of 3,583  epilepties 
passing under the observation of Gowers,’ or in 
the Ohio Hospital® for Epilepties and in the 
Craig Colony,’ show the existence of epilepsy in 
the antecedents of 712% or 20%; insanity in 299 
others or 8.3%. Gowers found neurotic heredity 
In 35% of his cases. , 





Echeverria ° made a painstaking study of the 
health of 553 children born of 136 epileptic 
parents, finding that 195 or 35% died of con- 
vulsions in infancy, 49 or 9% were stillborn or 
died very young, 78 or 14% were epileptic, 18 or 
3.3%, idiotic, 11 or 2%, insane, 97 or 17.7% 
paralytic, choreic, hysterical or strabismic, and 
105, or 19% were apparently healthy. Con- 
ceding what many would challenge, that all the 
infants dying in convulsions were afflicted with 
epilepsy, this neurosis was transmitted to 49% 
of the offspring. Only 7 or 5% of the parents 
had children all of whom reached puberty or 
adolescence without nervous or mental affection; 
68 or one half had some epileptic descendants; 61 
or 45% had some descendant insane, idiotie, 
paralytic, choreic or hysterical. Although these 
statistics are too limited to warrant final conclu- 
sions, and may seem to exaggerate the reality, 
they reflect, after due allowance, an aspect of 
epilepsy sufficiently threatening. 

Its prevalence cannot be absolutely determined, 
but investigations in many communities have 
furnished a fairly reliable basis for estimating 
the ratio of epileptics to the general population, 
which varies from 1 to 24 in 1,000. The pro- 
portion of 14 to 1,000 probably falls within the 
limits of its actual occurrence. Accordingly 
there should be approximately 120,000 epilepties 
in the United States, and 4,650 in Massachusetts. 

Their productive capacity under ordinary 
circumstances is very small. Many are too 
young to be wage earners, but their relation to 
the family differs widely from that of the normal 
child. Instead of a source of comfort and help- 
fulness in many little ways to the household, they 
are objects of solicitude, and tax unremittingly 
its energies for care-and its resources for medical 
treatment in the elusive hope of cure. Unaided 
in the main by the usual provision for education, 
their development entails an extra and often 
impossible expense. 

About one half the adults who are admitted 
to institutions for such have never had an occu- 
pation, and few of the remainder have ever 
pursued one with regularity. Thus the common 
and almost inevitable lot of the epileptic is de- 
pendency. The resulting indirect burden upon 
the public is inealeulable, but probably far ex- 
ceeds the direct tax, appearing in the enormous 
loss of production from so many idle brains and 
hands, the incessant drain upon private means 
for care, necessary medical treatment and the 
ceaseless search for a panacea, and often the 
ultimate impoverishment and physical break- 
down of care takers, whose strength has been 
sapped by excessive and prolonged demands. 

The direct tax is more apparent, and can be 
estimated with some precision. There are more 
than 1,100 epileptics under public care in Massa- 
chusetts, which requires a permanent investment 
in land, buildings and equipment amounting to 
over a million dollars, and an annual expenditure 
for maintenance exceeding $200,000. The whole 
annual direct public outlay on their account does 
not fall short of a quarter million dollars. 
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I’rom these premises it would appear, on the 
one hand, that the epileptic has a right to all 
the privileges of the normal child, so far as not 
in conflict with the general welfare, and is 
reinforced in his claim by humane and altruistic 
considerations; and, on the other hand, that 
the public is in duty bound to respond effi- 
ciently, not only on the ground of justice, but 
also of good business method, ultimate economy, 
and safeguarding the general health and mor- 
ality against a danger more insidious, but not less 
threatening than infectious disease and crime. 

What then should be the general policy of the 
publie in dealing with these defectives? 

The creation of a special order in their behalf 
is not desirable, so far as the ordinary régime is 
adequate or capable of expansion to meet their 
needs without detriment to the interests of normal 
associates. Should home environment be salu- 
tary and suitably guarded against deleterious 
influences; should the degree of the malady allow 
attendance in the public school and the acquisi- 
tion and pursuit of a trade or other useful calling 
in common with the more fortunate; should they 
be admitted to the fellowship and amenities of 
community life, then should they live therein, 
and too great insistence cannot be laid upon the 
duty of friends and neighbors, as of private and 
public charity, to promote for them such a lot. 
The reasonable goal of such endeavor marks the 
boundary whence begins the duty of the state. 

The primary need relates to provision and 
training for the young epileptic. The disease 
has its beginning usually in the formative period 
of life, developing in one fourth of cases before 
the age of ten, in about one half between ten and 
twenty, or three fourths under twenty years. 
Hence the infirmity largely precludes common 
opportunity for education and useful training. 
The indulgent sympathy of parents excuses in 
the afflicted child unwilling application to reason- 
able tasks, and condones conduct which merits 
reproof. The prolonged medical treatment neces- 
sitated by the chronicity of the malady, the care- 
ful restriction of diet and regularity of living 
are usually impossible to secure in the average 
family, whose means are limited, and who can- 
not appreciate oftentimes the imperative nature 
of these essentials. So the epileptic child grows 
up without adequate medical treatment, un- 
trained, idle, undisciplined and intractable. 

At this stage he usually comes to public notice. 
Three quarters of visible epileptics, as enumer- 
ated in the last Massachusetts census, had passed 
the age of twenty years, the inverse of what 
might be expected from the early onset of the 
affliction. The mean age of patients admitted 
to the Massachusetts Hospital for Epileptics is 
thirty-one years, and the average previous dura- 
tion of epilepsy, nearly thirteen years. Such 
dilatory policy results in dealing with confirmed 
and terminal conditions. Prompt attention 
would have afforded better hope of cure, instruc- 
tion in useful occupation, formation of habits 
of industry, conducive to the amelioration of 
symptoms, better self-control, greater tractability 





and far larger measure of happiness and content- 
ment, all tending to reduce the public burden, 
which must ultimately be assumed, if not under 
these conditions, then in almshouses, asylums 
and prisons. 

In determining the extent of such need, the 
example of the London School Board might well 
be followed, by whose direction Dr. Shuttleworth 
in 1900 and 1901, examined all epileptic children 
of school age known to its officers, finding 470 
such, a ratio of about 1 to 1,000, of whom “ 17% 
seemed fit to continue in normal schools, 27.5% 
were so far mentally impaired as to require in- 
struction in ‘special classes’ for defective 
children, 40% required to be cared for and taught 
in a residential school for epilepties, 15.5% 
seemed unfit for any education, requiring only 
medical and nursing care.” 

On this basis Massachusetts should have some 
500 epileptic children of school age, of whom 222 
would be suitable for instruction in ordinary 
schools or in “ special classes ’’ conne-ted there- 
with, and 278 would require special provision in 
public institutions, of whom 78 would need only 
custodial care and 200 would be teachable. 

Dr. Shuttleworth states that since the promul- 
gation of his report ‘‘ a large number of children 
whose parents kept them at home merely on the 
ground of their being subject to fits have been 
brought into school attendance.” 

Such effort would seem to be a duty devolving 
upon public school committees. The state 
should supplement their efforts by providing: 

(1) A center for study, research and teaching 
in relation to epilepsy, well officered and equipped, 
to afford scientific treatment to patients both 
within its care and at home, through advice to 
indigent parents and friends who may wish to 
avail themselves of the aid, and, in conjunction 
therewith, schools for elementary education, 
manual training and persistent drilling into 
habits of doing simple, every-day acts of helpful- 
ness to the family or the institution. 

(2) Colonies, independent or associated with 
such a center, which the adult epileptic, thus 
trained, may enter, and find a home in place of 
isolation in society, and industrial opportunities 
graduated to his capabilities, under conditions 
suited to his peculiarities and the utilization of 
his productive energy. 

(3) Custodial provision for the infirm, intract- 
able and insane epileptic. ; 

The trend of this policy is toward segregation 
of epilepties, both in the classification of public 
wards and apart from the general community. 
Its successful issue would afford the chief check 
upon heredity transmission of the degenerative 
taint. 

There will always be, however, many of these 
unfortunates.in the community without prote:- 
tion. Hence arises the query whether it might 
be furnished by legislation. The conservation 
of race virility was an ancient as well as modern 
aspiration. It was the Spartan’s motive In ex 
posing to death the weaklings of his offspring. 
The early Greek church * made epilepsy a barrier 
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to marriage. ‘The ecclesiastical laws ° of Saxony 
and Denmark, in the eighteenth century, sanc- 
tioned divorce because of it. The primitive 
Scots ® castrated male epileptics, and prohibited 
under extreme penalty cohabitation with such 
of the female sex. The gradual quickening of 
public consciousness to an appreciation of the 
peril impending from defectives has recently 
incited Connecticut, Nebraska, Minnesota and 
Pennsylvania to restrictive and punitive legis- 
lation against the marriage and illicit relations of 
such during the child-bearing period. The law 
of Connecticut was enacted in 1895, as follows: 


Section 1. No man and woman, either of whom is 
epileptic, imbecile or feeble-minded, shall intermarry 
or live together as husband and wife when the woman 
is under forty-five years of age. Any person violating 
or attempting to violate, any of the provisions of this 
section shall be imprisoned in the State prison not less 
than three years. 

Secr. 2. Any selectman, or any other person who 
shall advise, aid, abet, cause, or assist in procuring, or 
countenance any violation of section 1 of this act, 
or the marriage of any pauper when the woman in such 
marriage is under forty-five years of age, shall be fined 
not less than one thousand dollars or imprisoned not 
less than one year or both. 

Secr. 3. Every man who shall carnally know any 
female under the age of forty-five years who is epileptic, 
imbecile, feeble-minded, or a pauper, shall be imprisoned 
in the State Prison not less than three years. Every 
man, who is epileptic, who shall carnally know any 
female under the age of forty-five years, and every 
female under the age of forty-five years who shall 
consent to be carnally known by any man who is epi- 
leptic, imbecile, or feeble-minded, shall be imprisoned 
in the State Prison not less than three years. 


Massachusetts long since legislated inadequately 
in the same direction concerning the insane and 
idiotic, namely: 

“ An insane person or an idiot shall not be capable 
of contracting marriage.” (Sect. 5, Chap. 151, Revised 
Laws.) 

“Whoever has unlawful sexual intercourse with a 
female idiot or imbecile under circumstances which do 
not constitute rape shall, if he had reasonable cause 
to believe that she was an idiot or imbecile, be punished 


as provided in Section 3.” (Sect. 5, Chap. 212, Re- 
vised Laws.) 


The restrictions imposed should embrace the 
epileptic and feeble-minded also. Although the 
scope of this subject is too broad for present 
discussion, its importance impels to thought and 
deliberate action. " 

REFERENCES, 

: Twentieth Century Practice. 

; journal of Mental Science, April, 1901, pp. 262 and 263. 

* Epilepsy and its Treatment, pp. 307, 308 and 364. 


. wate: Kpilepsy, its Pathology and Treatment, p. 216. 
Medical Record, 1888, xxxiii, p. 467. 


) American Journal of Insanity, October, 1880, p. 177. 
Epilepsy and Other Chronic Diseases, p. 7 


; Letchworth: Care of and ‘Treatment Epileptics, p. 10. 
. "Journal of Mental Science, October, 1904, pp. 662 and 664. 


inillte 
> 


THE TUBERCULOSIS PROBLEM, AND SOME 
SUGGESTIONS IN DEALING WITH IT.* 
: BY EDWARD O. OTIS, M.D., BOSTON. 
KNoWLepGE so often brings responsibility; 
and now that tuberculosis is recognized as a 
contagious or communieable disease, the respon- 





sibility of the physician, the health officer and 
the layman regarding this disease becomes a 
definite and grave one, and ought to be strenu- 
ously fulfilled in the light of our present day 
knowledge. Each of the three members of the 
social organism has his special individual duty in 
the matter; each has his special opportunity, and 
all can co-operate in this conflict against tuber- 
culosis. The physician must be the teacher, for 
he possesses the special knowledge and experi- 
ence requisite for the intelligent leader in the 
struggle. The health officer must be the execu- 
tive for he possesses the power. The layman 
must be the common soldier, and be willing to 
trust and follow the leaders. Hence the supreme 
importance of intelligent, conscientious, coura- 
geous boards of health. 

The main point of attack is prevention, a state- 
ment easy to make, but hard of fulfillment. To 
prepare for the attack the community must be 
enlightened as to the necessity of all this effort; 
that is, they must be taught the prevalence of 
the disease, and the great direct and indirect loss 
sustained by the community through its ravages; 
they must be made to realize that it is a terrible 
scourge which threatens all, and so often strikes 
down the choicest specimens of manhood and 
womanhood in the very flower of their age. 
Moreover, they must be taught that it is a pre- 
ventable, avoidable disease like typhoid fever, 
for example; that it is principally vonveyed by 
the dried sputum of one suffering from the disease; 
that its onset is insidious, and, therefore, they 
must be taught what are the easily recognizable, 
suspicious symptoms; further, that it is prin- 
cipally curable or capable of arrest at its begin- 
ning. 

How is this edueational propaganda to be 
effected? By much the same means that are 
used in conveying any other instruction,— 
through individual and organized effort. For 
instance, each town has one or more schools. 
Simple talks by the physician or health officer, or 
even by the teacher, can be given the children, 
with literature upon the subject. These talks 
can be further emphasized by the teacher. The 
children, in their turn, will become teachers, and 
convey the knowledge thus acquired to those 
at home. Again, a public meeting can be ar- 
ranged, and some speaker from outside asked to 
present the cause, illustrating it by means of 
charts, diagrams and the stereopticon. Notices 
of such meetings can be reported in the papers; 
and the press, most potent of all teachers, will 
thus do its share of instruction. In towns where 
there are factories, the operatives can be as- 
sembled and told just what they can do to avoid 
contracting the disease or infecting others with 
it. Church vestries can be utilized for the same 
purpose, and the clergymen enlisted in the work. 

The various means used in this educational 
propaganda, as well as those in the relief and 
control of the disease, can best be co-ordinated 
in the form of tuberculosis associations, and each 





* Read at Concord, N. H., before the “ School of Instruction for 





Health Officers and Sanitary Conference,” Dec. 15, 1904. 
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town and city can and ought to form such a union 
of workers in this cause. Organized effort is 
always more effective, and one works or contrib- | 
utes with more zealousness if he feels he is a 
part of a united body, for thus one member 
inspires another. Such an association must be 
made popular, everyone asked to join it, and 
provided with work in some way, and the fees, | 
though small, will thus provide for the necessary 
expenses. Not only the subject of tuberculosis 
proper is to be presented and the direct means | 
of avoiding it, but as well the indirect means, 
such as pure air, proper food, sufficient rest, 
avoidance of alcohol, and, in brief, personal, house 
and factory hygiene should be given a prominent 
place. The family physician and the clergyman 
can do effective individualistic work through 
this opportunity of frequent entrance into the| 
homes of the people, impressing upon the inmates | 
the supreme importance of wholesome living, 
fresh air and cleanliness. 

The time seems now to have fully arrived for | 
placing tuberculosis in the list of contagious, 
reportable diseases. By no other means can a 
board of health obtain the knowledge of the 
cases of this disease in their community. Such 
knowledge need never be made use of in any 
objectionable way, but simply to remind the 
family of the consumptive that they may con- 
tract the disease unless proper and effective means 
of disposing of the sputum are employed; and, 
furthermore, the board of health should see to it 
that no member of the family, or anyone else, 
should occupy the room where the consumptive 
has lived or died until it has been thoroughly 
disinfected and renovated, and this, of course, 
implies a reliable disinfectant outfit on the part) 
of the board of health. 

In the past how often almost entire families 
have been swept away, one member after another, | 


because the disease was communicated from one | 
to another through the ignorance of the conta-| 
gious nature of the sputum, the common belief | 
being, as we all know, that the disease was in-| 
herited, that it “ run in the family,” and there} 
was nothing to do but bow to the inevitable. In| 
one of the districts of the Boston Dispensary | 
three children were successively affected with 
this disease and died, the eldest twenty-four, the | 
youngest sixteen, the result undoubtedly of) 
communication through the lack of proper hygi-| 
enic precautions. ‘ Had it been possible,” the} 
physician goes on to say, “ to have separated | 
the first case from the family at the time the| 
diagnosis was made, during the incipient stage, 
I believe it would have been possible to have | 
prevented further extension of the disease.” 


contagious nature of the disease that the people 
are to be disabused of the old belief that consump- 
tion was inherited and there was no cure for it, 
and, further, that fresh air was injurious to one 
suffering from the disease. It is quite as neces- 
sary to preach the gospel of fresh air — fresh air 
by night as well as by day, fresh air in the church 
and workshop as well as in the home, fresh air 
in the bedroom as well as in the sitting room — 
as it is to advocate the more direct measures of 
prevention. Indeed, if we are ever to eliminate 
consumption, it must be largely through elevating 
the standard of wholesome living, for the tubercle 
bacillus dreads a normally well person who feeds 
his lungs on pure air and his blood with the prod- 
ucts of wholesome food, and who is not afraid 
of water upon his skin. 

Again, the physician must teach his people the 
paramount importance of an early recognition of 
the disease, and must realize that fact himself. 
Loss of strength and weight, easy fatigue, dyspep- 
tie symptoms, a little shortness of breath, a so- 
‘alled cold which persists or an occasional cough, 
especially in the morning, or the occurrence of a 
little blood in the sputum, are all suspicious 
signs, and if the temperature shows a regular 
afternoon rise even if but a fraction of a degree, 
the suspicion is greatly strengthened. Any 
individual, when once his attention is called to 
these symptoms as possible ones of pulmonary 
tuberculosis, will be eager to consult his physician 
when he observes some or all of them in himself. 

The avoidance of promiscuous spitting must be 
insisted upon in the most strenuous manner, both 
by word of mouth and printed placard. Selfishly, 
every one has a personal interest in this matter. 
If one’s spitting neighbor has no realization of 


'the danger he may be exposing others to, or no 
sense of obligation to his fellow workmen or 
companions, self-protection must compel him to 


deposit his sputum in a safe place or expel him 
from the workshop or from association with 
others. 

The unsanitary condition of workshops and 
factories, lack of sunshine and proper ventilation, 
the presence of one or more walking consumptives 
spitting upon the floor or in a dry cuspidor which 
is not cleaned every day, or upon the handker- 
chief, create quite ideal conditions for the spread 
of this slow, insidious disease. Undoubtedly, 
walking consumptives in shops and factories who 
are careless in fhe disposal of their sputum are 
sauses of a large amount of tuberculosis. Take 
an example. A young girl ninetcen years old 
was found by the district physician sick in bed, 
suffering from consumption in the most advanced 








form, who, as long as she was able, was employed 
The loss, the sorrow, the disappointed hopes|in a candy factory. This factory employs a 
and the increased pecuniary burden placed upon | large number of young Italian girls, and this is 
the community through the support of poor|not the first instance of consumption among 
consumptives and those dependent upon them} them, while tuberculosis in other forms has also 
must be made so real and vivid that it will lead} been observed. 

to definite ‘action and precautions. Nothing is! Factory inspection at stated periods, inspec- 


harder than to eradicate long-cherished beliefs, | tion not only of the buildings, but the occupants, 
and it must be by repeated and strenuous insis- 


| . . . . ° 
anti-spitting placards, talks to the operatives 
tence upon the present well-known fact of the! upon the subjects, are means to obviate this dan- 
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gerous condition of things. Many cities now 


have school inspection. Could not this be 
done, at least occasionally, in the country 
schools? 


Why should tuberculosis be as prevalent as 
it is in country communities in this latitude? 
Bad air and lack of ventilation in the country 
houses is the chief contributing cause, I believe, 
and only second in importance is the ignorance 
of proper food constituents and poor cooking. 
Because the air of a room is cold is no proof that 
it is pure. What is viler than many a “ spare 
chamber” or parlor, in a country house, never 
heated in the winter, and never ventilated either 
in summer or winter, unless, it may be, the sitting 
room with a tight coal stove and double windows? 
Now, I do not mean to say that bad air, or any- 
thing else but the tubercle bacillus will cause 
pulmonary tuberculosis, but I do assert that 
there is no more potent promoter of the favorable 
soil for the germination of this organism than 
the unventilated rooms in country houses, and, 
next, poor and badly cooked food. A constant 
and continuous diet of well-cooked oatmeal, for 
example, and plenty of milk, although it might 
in time become monotonous, would be far more 
wholesome, I believe, than many of the menus 
of country homes. Not only nutritious food, 
but in sufficient abundance, is necessary during 
the colder months in this latitude. 

Do all we can in all these various ways to pre- 
vent the disease, it will still prevail amongst 
us for many years to come, for old habits and 
ingrained ideas are hard to change. What, 
then, shall we do with the consumptive? First, 
render him innocuous to those about him; second, 
we must give him the best treatment for the 
arrest of his disease. The first condition is an- 
swered in a word,— the proper disposal of the 
sputum. A spit-cup at home, where the sputum 
is always kept moist, and frequently boiled or 
destroyed; separate eating utensils; a handker- 
chief or cloth held before the mouth when cough- 
ing; washing out the mouth and nose frequently; 
a separate bedroom, with no carpet or upholstery, 
and which is exposed to sunlight and constantly 
ventilated; abroad, a pocket spit-cup, a paper 
bag or Japanese napkins. Where there is no 
dried sputum there can be no danger of infec- 
tion. 

Most cases of consumption must be treated as 
best they can at home. The present experience 
of all civilized countries, however, is overwhelm- 
ingly in favor of sanatoria as the best, quickest, 
most suecessful and most economical method of 
treatment. Germany is not a rich country and 
is very practical and conservative. She has 
made clear her conviction, however, that the 
cheapest and most successful method of dealing 
With tuberculosis is through the sanitorium, in 
that she has erected ninety or more such insti- 
tutions for the poor working people with accom- 
modations for many thousands of consumptives. 
More than a dozen like institutions have been 
already established in little Switzerland, and so 
have a majority of the civilized countries of the 





world had the courage of their convictions and 
built such institutions. 

It is needless to say that the sanatorium treat- 
ment is thoroughly established on the firm basis 
of experience and results. It is always easier 
to do a thing when those around us are doing 
the same thing and for the same purpose, and 
when all are guided and inspired by one mind. 
Furthermore, when the same general plan of 
treatment exists for all, it can be more perfectly 
and effectively fulfilled for a number than for a 
single person. Hence the theoretical superiority 
of the sanitorium treatment which has been 
proved by results to be actual. 

At the home of the consumptive, however, 
the sanitorium idea can be at least partially 
carried out. First, provide against communica- 
tion of the disease to the other members of the 
family as has been indicated above. Second, 
provide fresh air continuously for the patient; 
a piazza, a “‘ lean-to,” a simple shed in the yard 
open to the south, for occupancy by day, and a 
large-sized room for sleeping by night, with the 
windows always open except when undressing 
and dressing. At first such an abundance of 
fresh air seems to the patient quite overwhelm- 
ing, but experience has proved that he soon 
becomes accustomed to it. Thirdly, we must 
see that food, abundant and well prepared, is 
provided for the patient, and that he eats not 
only to maintain his weight, but to increase it, 
for a consumptive is generally under weight. 
The house or tenement occupied by the consump- 
tive may be small and the conditions unfavorable, 
but ingenuity on the part of the physician, with 
the co-operation of the patient and his friends, 
will produce some quite wonderful inventions for 
facilitating the fresh-air cure. 

The other details of the treatment — rest, 
bathing, exercise, mental diversion, what to do 
and what to avoid — will all be carefully arranged 
for by the careful physician, and I will not con- 
sider them on this occasion. One thing, however, 
in this connection I desire to strongly emphasize, 
and that is that drugs, medicines, have very little 
to do in the treatment of tuberculosis. There is 
no specific or cure for the disease in any drug 
or combination of drugs. Probably they do 
more harm than good by impairing the digestion. 
Remedies galore, patent and unpatented, are 
advertised as cures, but most of them are devised 
to fill the pocketbook of the promoter and deplete 
that of the poor sufferer. The few drugs that 
are used in treating the disease are those used 
temporarily for special symptoms, such as some- 
thing to allay the night sweating, for instance, 
or to relieve a constant, irritating cough. It 
is marvellous how often the consumptive responds 
to the fresh air and food treatment, if we can 
catch the disease in its incipiency, before large 
portions of the lungs have become diseased; and 
so I insist again upon the supreme importance of 
an early diagnosis and prompt treatment. 

In France the large mortality of 150,000 deaths 
from tuberculosis a year is mainly attributed to 
two causes: unhealthy dwellings and alcohol. 
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‘Lhe latter cause, alcohol, exists everywhere, and 
in our fight against tuberculosis we must join the 
forces arrayed against intemperance in the use 
of aleohol. When one is well fed and well aired, 
so to speak, he does not need or feel the need of 
alcoholic stimulants. Therefore preach good 
food and fresh air as the most powerful influences 
against strong drink. 

The most valuable asset of any community or 
nation is healthy, strong inhabitants, and these 
are obtained by protection from pernicious in- 
fluences and proper culture. Good fruit is pro- 
duced by the protection of the plant from inju- 
rious influences, weeds, insects and the like, and 
by affording a soil favorable for the normal 
development of that particular plant. So with 
the human being; protect him from the various 
debilitating influences and specific infection; and 
afford him favorable conditions for healthy, 
normal growth, and the result will be a healthy, 
normal man, even if he may have had an indiffer- 
ent inheritance. 

With tuberculosis we must continually insist 
upon the danger of tuberculous sputum, and 
hence the positive danger, always present, of 
promiscuous spitting; and, se:ondly, insist upon 
the importance of wholesome living — fresh air, 
good food, rest and cleanliness. We shall never 
stamp out consumption by directing our efforts 
solely against the source of infection. We must 
also labor to promote conditions of wholesome 
living; teach the people the elements of personal 
and house hygiene; teach them what is and how 
to obtain this wholesome living. On these two 
lines of effort must we depend in our exertions to 
stamp out the disease. 


a 


THE TREATMENT OF HEMORRHOIDS BY THE 
GENERAL PRACTITIONER. 
BY T. CHITTENDEN HILL, M.D., BOSTON, 
Surgeon to the Rectal Department of the Boston Dispensary. 

Ir should be within the province of every 
general practitioner to successfully treat the 
more common rectal diseases. That all patients 
do not get the careful consideration they deserve 
is sometimes apparent to one who sees many such 
cases. There is no branch of surgery or medicine 
that will be more satisfactory to the practitioner 
than the proper treatment of rectal affections. 
The reverse, however, holds true when the same 
ointments, the same suppositories and the same 
laxatives are prescribed in all cases. Within 
the past decade there have been many advances 
in rectal surgery, and a great effort has been 
made by a number of earnest workers in this 
country and abroad to elevate this specialty to 
the place it deserves with the profession. It is 
to be hoped that the days of the advertising 
‘€ pile quack ” are numbered and that soon all 
these unfortunate sufferers will receive the con- 
sideration from the profession that their impor- 
tance merits. 

Of the different diseases of the rectum, in pri- 
vate as well as in hospital practice, hemorrhoids 
are most frequently met with. They may be 





briefly classified as external and internal. Of 
the external hemorrhoids but two forms are 
common, namely, the thrombotic and the external 
connective tissue hemorrhoid. A thrombotic 
hemorrhoid is an extravasation of blood at the 
anal margin beneath the skin covering the exter- 
nal sphincter extending slightly into the anal 
‘anal. This condition is very painful for two or 
three days, that is, until the clot has been ab- 
sorbed to the extent of relieving the pressure 
upon the sensitive nerves at the anal orifice. 
The thrombotic hemorrhoid is sometimes mis- 
taken for strangulated internal ones, and much 
unnecessary pain has been caused by attempts 
at their reduction. They are caused by straining 
at stool, lifting, or by a paroxysm of coughing, 
when suddenly a_ painful swelling, ecystie in 
character, of an oval or circular shape, appears 
at the anal margin. The size may vary from 
that of a pea to a small English walnut. They 
are usually single, or there may be two or three. 

In a case very recently under the writer’s ob- 
servation three different extravasations took 
place within three weeks, which were at last 
accounted for by the fact that the patient had 
misinterpreted the instructions that had been 
given him by his physician to cure his constipa- 
tion. He had been told to go to stool every 
morning in order to establish regular habits. 
While at stool he would strain violently and in 
this manner caused three different thrombotic 
hemorrhoids. When there is a history of hemor- 
rhoids developing suddenly, and accompanied 
by pain in a patient previously free from this 
affection, this condition may be expected. 

Their treatment is simple, effective and at once 
relieves the patient of all pain. With a hypoder- 
mic syringe to which is attached a fine, sharp- 
pointed needle, inject a 1% solution of eucaine 
in the following manner: with the left index 
finger and thumb grasp the peri-anal skin near 
the swelling and pinch for a moment to numb 
the part and then insert the needle very super- 
ficially just under the skin, slowly injecting the 
whole of the top of the tumor well over into the 
anal canal. It is best not to inject within the 
swelling, but simply in a line of the proposed 
incision. Then with a curved bistoury transfix 
the base of the swelling and cut outward. The 
clot usually expels itself, but if necessary curette 
lightly and pack firmly with a strip of iodoform 
gauze, Which should remain in situ for twenty- 
four hours that another clot may not form. 
This simple, painless operation is at all times 
successful, and will be much more grateful to the 
patient than lotions, ointments or other palliative 
measures. 

That form of external hemorrhoids, known as 
“ connective tissue hemorrhoids,” “ fleshy piles,” 
“ skin tabs,” ete., is simply redundant folds of 
peri-anal and anal skin, caused by the stretching 
in this region during the passage of large, hard 
fecal masses. The over-stretching causes the 
normal folds to be slightly torn, at which point 
a mild infection takes place, on the subsidence of 
which the folds do not contract to their former 
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size. When inflamed, they become excessively 
painful and render walking and sitting difficult. 
The external sphincter is sometimes much hyper- 
trophied and thickened. When acutely inflamed 
and the external sphincter is. not hypertrophied, 
a palliative course should be advised. The con- 
stipation from its etiological importance shoula 
receive attention with appropriate laxatives. 
The following treatment as recommended by 
(Goodsall and Miles of London has been found 
very satisfactory. After bathing the parts with 
warm water and drying, arefully wipe the anal 
region with eotton wool which has been wet with 
olive oil. This removes all adherent secretions, 
as well as ointments which may have been used 
previously. After this has been done, apply the 
following ointment: 
R Zinci oxid., Dil 
Linimenti camph., 3ss 
Vaseline, 51 
Fiat. Ung., Sig. To be used at night, and dust 
during the day with a powder composed of 
R Zinci oxid., 3 


oss 
Pulv. camph., Dil 
Pulv. amyli., 5x 


Fiat. Pulverum 


After the acute symptoms have subsided, the 
following simple procedure will prevent further 
trouble. After injecting with eucaine 1%, using 
antiseptic precautions, these hemorrhoids may 
he removed with a pair of curved scissors and 
the resulting wound allowed to heal by granula- 
tion, or if the base of the hemorrhoid was broad, 
ithe wound may be united with catgut sutures. 
When the folds are numerous, only two or three 
should be removed at one time lest anal contrae- 
tion take place. Later, should it seem necessary, 
any remaining may be similarly dealt with. As 
previously mentioned, the external sphincter is 
sometimes thickened and hypertrophied and an 
anal fissure or paifful ulcer may complicate 
external hemorrhoids. Therefore, we must not 
jump to the conclusion that inflamed external 
hemorrhoids are the whole trouble when called 
toaease. The following in this connection dem- 
onstrates well the futility of local treatment when 
such a complication exists. 


On Novy. 11, 1904, I was called to see Mrs. W., age 
twenty-six, whose symptoms began one week before 


childbirth with slight pain at defecation. For six 
weeks she had been gradually getting worse. The 


pain had become continuous and sitting or walking 
was almost impossible. 

Rectal Examination: There were three large ex- 
ternal hemorrhoids acutely inflamed ; external sphincter 
spasmodie and irritable to touch; unable to make 
digital examination. As patient had received the best 
of palliative treatment from her physician without 
avail, an operation was advised for the next day. She 
Was in such a nervous state from loss of sleep and pain 
that an ether operation was decided upon. 

November 12. Under ether anesthesia I divided 
external sphincter in right posterior quadrant, found 
linear ulcer three quarters of an inch long just inside 
external sphincter near upper border of which were 
two small polyphoid growths which were removed. 
The three large external hemorrhoids were removed 


with scissors. One very small internal pile was ligated. 
A perfectly normal recovery took place in ten days. 
Absolutely free from all pain immediately after the 
operation. Iu this instance the infection evidently 
took place from the ulcer just within the anal orifice, 
but from external appearances one would only have 
expected an attack of inflamed external hemorrhoids. 


Internal Hemorrhoids. — Since operations, as 
the ligature and clamp and cautery, will abso- 
lutely cure all cases of internal hemorrhoids, it 
is customary whenever a patient seeks advice, 
complaining of *‘ bleeding and that lumps come 
down,” to immediately recommend the operating 
table, and sometimes even without the formality 
of arectal examination. ‘That the great majority 
of cases of internal hemorrhoids can be operated 
upon under local anesthesia or otherwise satis- 
factorily dealt with is not always recognized. 
Dr. Gant of New York, in a recent communica- 
tion to the New York Medical Journal, makes 





this statement: ‘ It is difficult to understand 
why surgeons continue to insist that patients 
forego business and social engagements, enter 
the hospital and submit to operations requiring 
general anesthesia for the relief of rectal ailments 
which could be radically cured in the office by 
medicinal agents or by trivial operations under 
local anesthesia. Recently the writer has not 
sent more than one in ten of his private patients 
to the hospital, because he has found that they 
can be successfully treated in the office.” 

Under date of Oct. 29, 1904, New York Medical 
Record, Dr. Gant reports one hundred and twenty- 
six cases of internal protruding or bleeding hemor- 
rhoids that were operated upon by sterile water 
anesthesia as follows: 116 by ligature, 6 by 
incision ana 4 by clamp and cautery. He further 
states that, ‘“‘ except for the stinging pain some- 
times induced in the beginning of the disten- 
sion, the patient has but little discomfort during 
and immediately following the operation.”” This 
paper would lead one to infer that the ligature 
operation was the one of choice, but whether 
this method is capable of application in all cases 
we are left in doubt. 

The author of this article has never operated 
upon a case under local anesthesia when there 
were more than three bleeding and _ prolapsing 
tumors, believing that, as more extensive opera- 
tions necessitated the patient’s confinement to 
bed, there could not be the same objections to 
a general anesthetic. Nor have the clamp and 
cautery and incision methods ever been tried by 
the author for the reason that the ligature method 
is, if anything, more effective, requires less manip- 
ulation of the parts, and can be performed in 
much less time, which is an important considera- 
tion when operating under local anesthesia. To 
better illustrate the plan of treatment of internal 
hemorrhoids without the use of a general anes- 
thetic the following histories are submitted: 


May 2, 1904, A. K., age forty-three, married, occu- 
pation, nurse. Duration of rectal disease, twelve years. 
Complains of aching pain over dorsal aspect of sacrum. 
Has had hemorrhages at defecation for three years, 
which are considerable at times. Says there are pro- 
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trusions from the anal orifice at all times which greatly 
interfere with sitting or walking. Has an abundant 
and jelly-like discharge. Constipation alternating 
with diarrhea. 

Rectal Examination: Peri-anal skin normal, anal 
orifice closed. There are three redundant folds of anal 
skin (external hemorrhoids). The external sphincter 
is slightly relaxed. In the an: il canal there are five 
good-sized hemorrhoids protruding at examination. 
The internal sphincter and levator ani possess good 
power. In this instance, owing to the size and number 
of the hemorrhoids, an operation under gener: al anes- 
thesia was advised, but, as the patient was “‘out on a 


case’ which she was much averse to leaving, the 
injection treatment was successfully carried out as 
follows: 


On May 16, the colon having been emptied by means 
of a saline cathartic and a large enema of soap and 
water, taken three hours prev iously, she reported for 
the first treatment. The hemorrhoidal masses were 
rendered surgically clean by bathing the parts with 
soap and water and a bichloride solution. The right 
and largest hemorrhoid was slowly injected with 
twelve drops of Shuford’s solution, the formula for 
which is 


R Acid Carbolie, 5 
Acid Salicy lic, Ass 
Sodii Biborate, i 


Glycerine (sterile), qs ad 3i 


After the injection, the hemorrhoids were returned 
within the bowel, a one-grain opium suppository in- 
serted and a T bandage with moderate pressure over 
the anus applied. Directions were given to move the 
bowels on the second night with ext. ce scare sagrade 
3ss and to secure daily evacuations thereafter with the 
same laxative. The remaining hemorrhoidal tumors 
were treated as above described, except that the 
amounts of the solution injected were less as the hemor- 
rhoids were smaller. The amount varied from five to 
eight drops. But dne hemorrhoid required a second 
injection. The injections were made one week apart, 
and neither ulceration nor pain followed any of the 
treatments. After the injections were completed, 
two of the redundant folds of external skin were re- 
moved under eucaine, as has been described. 

November 10, three months after the last treatment, 
patient reported all symptoms relieved, no hemor- 
rhages or protrusion. [Examination shows a normal 
condition of the anal canal. 


This case is cited to show the satisfactory 
results that may be obtained with the injection 
treatment, a method that has been decried by 
many as unsurgi¢al. Like many other proce- 
dures, its use in unskilled hands has brought this 
form of tre ating internal hemorrhoids into dis- 
repute. Nearly all the solutions used contain 
varbolic acid. 

Dr. Collier I. Martin of Philadelphia, who 
treats all cases of internal hemorrhoids by the 
injection method, uses phenol sodique and dis- 
tilled water, equal parts, freshly prepared. He 
emphasizes that the French preparation phenol 
Boboeuf is the most satisfactory. This pre- 
paration was used by Dr. Martin’s father in 
four thousand ‘cases, while the doctor himself 
has employed it in over six hundred eases. 
With phenol sodique the writer has had 
no experience. The aim should be to secure 


an injection which will set up the necessary 
inflammation in the hemorrhoidal mass to cause 
a gradual obliteration of its vessels, and at the 
same time a formation of fibrous tissue takes 
place which binds the mucous membrane of the 


anal canal closer to the muscular layer of the 
rectum. The injection should not be strong 


enough to cause sloughing of the hemorrhoidal 
tissues. 

The writer does not wish to be understood as 
an enthusiast over this method to the exclusion 
of others, but does believe that in properly selected 
cases, Where the external sphincter is somewhat 
relaxed, or can be gradually dilated without too 
much discomfort to the patient and the tumors 
exposed for injection, perfect results may be 


expected. However, when the hemorrhoids are 
not very large, or over three in number, they 
may be treated radically and in less time by 


the ligature, as the following ease will illustrate: 


W. H., age forty-seven, married, occupation, wine 
merchant. Duration of disease, three and a half years; 


no pain. Is losing large amounts of blood at stool, is 
markedly anemic and reduced in weight from 180 to 
162 pounds. Constipation is relieved by the use of 
aperient pills. 

Rectal examination: No folds of redundant skin; ex- 
ternal sphincter normal, that is, not irritable or hyper- 
trophied. Two capillary or nevus-like internal hemor- 
rhoids, one to the right and one to the left of the post 
median line. Do not protrude, but can be brought to 
anal orifice by manipulation. When patient strains 


down a general oozing of blood takes place. Internal 
sphincter and levator ani good power. Examination 


of rectum and sigmoid with pneumatic proctoscope 
negative. 

November 11, under eucaine anesthesia, in office, 
I ligated the two bleeding hemorrhoids with separate 
ligatures. A pile hook was used to secure the right 
and an artery clip to bring down the left with. With 
a pair of straight, sharp scissors an incision one fourth 
of an inch in depth was made about the base of the 
tumors at the muco-cutancous junction which sepa- 
rated them from their attachment to the muscular 
layers of the rectum. Each hemorrhoid thus freed 
was tied with a well-sterilized plaited silk ligature, 
size No. X, an assistant making slight traction over 
the instrument holding the hemorrhoid down as this 
was done. These hemorrhoids did not protrude, but 
under eucaine I was able to ligate them high up with 
but slight inconvenience to the patient. 

Three days later patient returned to office. Has 
been to place of business daily since operation; com- 
plains only of soreness. Passed some blood at first 
movement of the bowels, but none at the second. No- 
vember 18, one week since operation, soreness only. 
Rectal examination shows ligatures to have separated. 
Has been no bleeding since first stool after operation. 
Seven weeks after this operation his family physician 
told me that Mr. H. had gained twenty pounds in 
weight, the anemic condition had disappeared and that 
his general health and strength was better than it had 
been for years. 


Those cases in which the hemorrhoids protrude 
will be found easier to operate upon under local 
anesthesia than the case just described. When 
there is redundant skin corresponding to the 
internal hemorrhoid to be removed, the author 
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ojeuie the U-shaped incision, as aE 
by Goodsall and Miles,t by means of which the 
ligature “ includes both the internal hemorrhoid 
and its corresponding fold of skin. The advan- 
tages of this modification are that one ligature 
answers for both the skin and the internal hemor- 
rhoid, that often it is not necessary to remove 
any skin subsequently to the operation, and that 
the operation is much shorter.” 

The writer has seen this operation performed 
many times by Mr. Goodsall at St. Mark’s and 
Mr. Miles at Gordon’s Hospital, London, side 
by side with the ligature method as performed 
by the other surgeons of those institutions. 
These two hospitals, as may be known, treat 
only diseases of the rectum, and the amount of 
clinical material is practically unlimited. These 
cases were seen daily in the ward, followed until 
discharged, and the advantages of the modification 
seemed to the writer to be: That the correct 
amount of redundant skin was much _ better 
estimated and that there was not so much danger 
of anal contraction from removing too much, 
or the opposite annoying mistake of leaving 
irregular skin tabs to become inflamed later. 

In conclusion the author wishes to reiterate 
that the great majority of cases of hemorrhoids 
of whatever form can be treated radically, satis- 
factorily and with little discomfort to the patient 
at the physician’s office. It should also be em- 
phasized that the after treatment of these cases 
requires careful attention. The bowels, as a rule, 
should be confined for forty-eight hours. On the 
second night, half a drachm ext. cascare 
rade fl. should be given and sufficient there- 
after to secure daily evacuations. The anal 
region should be kept scrupulously clean, and a 


sag- 


pad of cotton wool, wrung out of bichloride 
solution, yoloo Placed over the anal orifice 


is more acceptable to most persons than a dry 
dressing. Good drainage must be secured and 
the necessary topical applications made to induce 
rapid healing. Should there be much pain or 
soreness (whic *h is rarely the ease), it can be 
relieved by anodyne suppositories of morphia, 
coeaine, or combinations of both. 

An irritable or hypertrophied external sphine- 
ter is oceasionally the cause of pain after these 
operations. This complication can be avoided 
by a complete division of both layers of the 
musele, a painless operation, under eucaine. 
Qn no account should the internal sphincter be 
damaged as incontinence might follow. 


ion 
—> 





CONSUMPTION AND ITS BORDERLAND. 
PUBLIC AND PROFESSIONAL 
CONCERN.* 

BY PAUL PAQUIN, M.D., 


American Medical Association; Mississippi Valley Medical 
Association, etc. 


NOTWITHSTANDING the gigantic advancement 
of medical science from the time of Hippocrates, 
particularly in the last half century, the mor- 


Vember 


1 Diseases of the Anus and Rectum, p. 292. 
* Read by invitation before the Ohio Valley Medical Society, 
Evansville, Ind., Nov. 9, 10, 1904. 
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tality aon to ‘ahhiecltite remains practically in 
the same ratio in most countries as it was then. 
A fifth or so of the death-rate still occurs through 
its ruthless effects. It is still the most widely 
scattered, the most prevalent, and the one per- 
petual plague universally. It still consigns to 
the tomb more people than the slaughter of war 
in all its atrocious forms. The death-roll of all 
the wars of the nineteenth century is estimated 
at 14,000,000 * and that of consumption in the 
same period and countries at 30,000,000. Ger- 
many, which seems to have the most compre- 
hensive and reliable mortuary statistics, in 
reports for 1894 (which in all essentials apply to’ 
all civilization), shows that 116,705 persons 
perished that year in that country from the 
results of the following infectious diseases: 
diphtheria, croup, scarlet fever, whooping cough, 
measles and typhoid fever, and that consumption 
alone killed 123,904, 7. e., 7,199 persons more than 
the six other scourges together! 

Besides this disheartening destruction, con- 
sumption is a formidable world-wide problem 
from the view point of economics, for it affects 
not only the young who are unproductive, but 
75°% of its victims are among self-supporters, 
bread- -winners of families and the helps of the 
nations —men and women from the of 
fifteen to seventy. 

Our country’s yearly death-rate from it 
approximated at 160,000. It invalidates, on 
the average, each victim at least one year. My 
experience inclines to two, during which each 
subject is unable to work or produce. Of 
these invalids perhaps one fifth are not wage 
-arners and have incomes continuing while sick. 
The remaining four fifths lose their previous 
daily revenue. If we estimate that all of the 
latter are too ill to earn anything for one year, 
and that each of them was previously earning 
one dollar a day three hundred days a year, 
what does it represent in yearly loss? Thirty- 
eight million, four hundred thousand dollars. 
If the average length of invalidism two 
years it means a loss of $76,800,000 a vear. 
These are flat losses of income. Other losses in 
the form of experses for medicines, physicians, 


age 


is 


is 


nurses, traveling, dietetics, funerals, ete., would 
aggregate as much perhaps, but they merely 


change hands and therefore benefit somebody. 
Yet we live in the midst of this frightful devas- 

tation with equanimity, we witness the daily 

horrors and the cruel sufferings it engenders all 


about us with calm unconecern. If smallpox 
arises, we take to the woods; if searlet fever, we 
barricade our families; if diphtheria, we almost 
abolish the breathing of our children for fear 
they might inhale its germs, but we allow with 


indifference the seed of consumption to be sown 
in our homes, in our schools, in our stores, in our 
churches, in our playhouses, in our publie build- 
ings, in our publie conveyances, on our side- 
walks, everywhere, and we breathe infected air 
with stoie indifference; we cat from infected 
dishes without a thought of danger; we view the 
__} Richet. 
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whole wavalilees situation wii the aiivainani 
of the fatalist. 

Why is the world so strangely apathetic with | 
regard to this, the very gravest and most com- 
prehens sively destructive of all the ills of man- 
kind? First, because the majority of the medical 
profession continues to consider tuberculosis, 
particularly pulmonary consumption, as In- 
curable in any event. Second, because this 
circumstance and the lack of instruction in sani- 
tary science in our system of education has pro- 
duced a public mental attitude of wanton optim- 
ism. Third, because there remain here and 
there a few who reject facts of infection mathe- 
matically demonstrated the world over and con- 
tinue a public crusade in favor of their mistaken 
ideas. Fourth, because when tuberculosis is 
recognized the truth is often concealed so long 
from the patient and relatives that the former 
loses precious chances of recovery and is allowed 
to. disseminate the disease broadeast. Fifth, 
besause, by marriage of consumptives, prolific 
new centers of infection with far-reaching fatal 
influences reinforce the popular idea of unavoid- 
able pathogenic perpetuity. Sixth, because the 
diagnosis of the disease, in the great majority of 
is made too late for any measure of pre- 
vention or cure to be effective. 

The last of these causes of the greatest 

moment of all, perhaps, for, if it were eliminated, 
the others mentioned would in a measure natu- 
rally disappear and the balance be removed by 
degrees. When the profession at large, in every 
country cross roads and in more popular centers, 
becomes in a position to diagnose tuberculosis 
prior to appreciable reduction of the defensive 
vital forces in man, probably 80% of tubercular 
patients will be afforded treatment opportunities 
in time for salvation. Then its members will 
realize that this disease is not necessarily fatal, 
that it is controllable, and therefore the public 
should be instructed in the laws of prevention. 
The doctor will no longer shrink, or fear (from 
an excessive sense of ethics, perhaps) from appear- 
ing before a lay audience to teach how to avoid 
consumption, or to instruct the teachers if not 
the little ones in our schools on the principles of 
practical hygiene. Then, with the strength of 
his conviction and his experience, he will go to 
the lawgivers, or be one himself. and have weight 
in pleading for legal enactments looking to the 
immediate control and eventual effacement of 
the plague from the face of the earth. 

It is evident, if what precedes is true, that the 
concern of the public and the profession in tuber- 
culosis should be greater than it seems to be. 
And, as physicians, with daily opportunities for 
observation, with continual chances to give 
proper advice, we owe it to ourselves and the 
people to earnestly endeavor to arrive at that 
acute sense of perception, available to most prac- 
titioners, which makes for good diagnoses early, 
without the presence of classical symptoms, or 
at least without having before our eyes symp- 
toms that can be read at ten paces. Of course, 
this demands close application, diverse ¢linical 


cases, 


is 
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| opportunities and aptitude, but all of these eon- 
| ditions are in a measure at the command of most 
doctors in their own practice, where, after all, 
‘they can, under present circumstances, find the 
| best lessons. The medical schools do not as yet 


‘afford a satisfactory kind of education to train 


one in the very early diagnosis of consump- 
tion, nor of any constitutional malady for that 


matter.’ 

Judging from superficial appearances and the 
prevalent notions of the day, one is not inclined 
to credit the assertion of high authorities that 
almost everybody is tainted with tuberculosis, 
yet there are extant numerous reliable data to 
support it. Professor Naegeli of Zurich, for 
instance, in special researches on cadavers brought 
to the grave by causes other than tuberculosis, 
failed to find a single one above thirty years free 
from sears of this malady. In such eases the 
lesions consisted chiefly of fibro-cretaceous trans- 
formations (nature’s process of healing tuber- 
culous points). Mainly the glands in the lungs 
and the ganglia of the mediastinum were involv ed; 
oe asionally, too, the kidneys, the liver and even 
the brain.* The same author demonstrated, also 
by autopsies, the general existence of tuberculous 
lesions in 96% of | bodies eighteen to thirty years 
of age; 50% in those fourteen to eighteen; 38% 
in children five to fourteen, and 17°% in children 
one to five. 

Now these data, which are supported by 
others equally reliable in various countries and 
which are not foreign to the experience of many 
of us with dissecting material, not only show the 
extent of the disease, but indicate clearly its 
curability at different stages. Blumer and Lar- 
tigau, in giving their results of five hundred con- 
secutive post-mortem examinations, show that 
healed pulmonary tuberculosis occurs in 4% to 
100%. 

We should certainly take the gist of these 
reports as proof that tuberculosis is not always 
as rebellious as we think and as the public believes. 
If nature unaided can cure so many cases, could 
she not cure more if we assisted her in her own 
line of action in fighting the infection? Could 
we not add much to her activity by even the 
mere application of proper hygienic measures 
if we knew the existence of the affection at its 
very incipiency? . Could not then the physiologic 
agencies coming under the head of nature’s 
defensive powers, as the vaccinating toxins, the 
serums and other products of the kind, have a 
more generally happy effect than in the advanced 
cases, in which we not infrequently succeed in 
spite of the fact that we generally have to com- 
bat the armies of a dozen different poison-form- 


2 The medical college that will establish a competent chair to teach 
the pathology and clinical factors of the borderland of disease will 
confer a blessing on the profession and humanity for it will do imme- 
diate good and soon be emulated. ‘This sphere of medical science, 
including physiologic conditions as deri taper down and change to 
pathologic states, and which have been explored only by few, _ 
tains the very germ of knowledge for the early diagnosis of all dis- 
eases affecting the constitution, and could be treated in a most inter- 
esting manner without in any way interfering, but rather supporting 
or pnnntins the regular course on the principles and practice of 
medicine. A dozen or two of good, practical lectures would be of 
immense advantage to students and physicians alike. 


? Hericourt: The Frontiers of Disease. 
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ing microbes? Would not climatology and all 
of the usual applicable treatments be more 
commonly useful? 

These are questions worthy of most serious 
consideration and investigation, questions which 
abroad are receiving more attention and by those 
engaged publicly and amidst the people in 
their solution receive less discouraging criticisms 
than here. 

Modern science teaches that infectious and 
constitutional diseases are the result of poisoning 
and its consequences by toxic products generated 
in the system: (a) by the toxins of micro-organ- 
isms in the tissues or blood, (b) by products of 
microbes, ptomaines, evolved from the food in- 
gested and hence in the alimentary canal, (c) 
from nocive substances, leucomaines, formed by 
the cells constituting the structure of the body 
itself, when they fail to be properly eliminated. 
Indeed, after thorough consideration of morbid 
entities and the study of pathogenic substances 
found under various conditions in cellular prod- 
ucts, We ean seareely escape the conclusion that 
all such maladies are primarily the result of irreg- 
ularities in the metabolism of cellular nutri- 
tion which is thereby “ either retarded, or accel- 
erated, or perverted.” Consequently, judging 
from these premises, We may say with Hericourt 
that infectious and constitutional deviations 
from the physiologic line are in the end disorders 
of nutrition. 

But why should the cells maintain their equili- 
brium of metabolism to-day and fail to-morrow? 
This question brings to the mind the controlling 
and guiding force of the organization, to wit, 
the nervous system. It is this system which 
presides over the functions of nutrition, the 
production of heat, the repair of damages, the 
generation of new cells, the glandular secre- 
tions, the elimination of waste matters and 
poisons, the various defensive faculties of the 
body existing in the serum, the phagocytes and 
their alexins, ete. Composed of the most sen- 
sitive and intelligent cells of the marvelous 
aggregation which in their union constitute the 
human structure and form, it suffers first and 
most, and becomes weakened if not incom- 
petentby the effects introdud into its midst. 
It matters not whence came these poisons, 
whether from alcohol or drugs, the fermentation 
or decomposition of food or beverages, the 
growth of microbes or cell life phenomena in the 
structure, the nerve elements are banefully 
influenced. 

Then the organs which the nerve forces direct 
and command fail more or less in their duties. 
It is reasonable to say, therefore, that, after all, 
(liseases due to toxie products occur because the 
nervous system becomes incompetent to main- 
tain proper nutrition and elimination. And 
it should be borne in mind that very naturally 
this insufficiency may vary greatly in degree, and 
that therefore innumerable shades of intensity 
in a given infection will result. 

Tuberculosis is no exception. We must pro- 
ceed, then, in the study of its borderland and the 





disease when developed with the understanding 
that there is no straight or clear cut line of 
demarcation between health and disease; that 
instead there is a tapering margin between the 
former and the latter,often with so slight a decline, 
indeed, as to give absolutely no warning what- 
ever that health is slowly sliding into the realm 
of ill health; and that inefficiency of nerve power 
is largely responsible. 

We hear much of pretubercular states nowa- 
days. They are defined as systemic conditions 
favorable for the growth of tubercular germs, 
fertile soils, in other words, and we are asked as 
physicians to prevent tuberculosis by altering 
them. These states are the beginning of the 
borderland of tuberculosis, when the germ is 
grafted. The borderland is the vague state of 
undeveloped infection. Its boundaries are laid 
when the seeds are sown. After the appearance 
of any of the characteristic symptoms of the 
disease we are in the domain of consumption. 
Did the nervous system continue always to con- 
trol and direct all the organs of the body so that 
each would unceasingly fulfill its particular duties 
and all as a community perform their coéperative 
functions, tubercular infection could not cross 
the frontier; but when that system fails to en- 
force the elaboration of proper digestive juices, 
thus starving the tissues and permitting intra- 
intestinal fermentation with toxic products; 
when it does not afford provision for the army 
of microscopic defenders, the phagocytes; when 
it is unable to keep the standard of its natural 
antitoxins; when complete cell nutrition and 
metabolism fail, in a word, then the bacillus of 
Koch and its collaborators, which are ever with 
us, begin to overcome the vitality of the tissues. 
The invasion gets a foothold. And if this system 
continues incompetent, or becomes more so, 
physiology steadily becomes pathology; very 
soon symptoms of developed tuberculosis attract 
the observer. These are usually not the first 
signs existing; a searching diagnostician might 
find tubercular glands much earlier, but they 
are in ordinary practice the first to be dis- 
covered, the first unquestionable external mani- 
festations. 

What are then the symptoms of the borderland 
of tuberculosis? To be more intelligible I should 
picture you a variety of tubercular indications 
of different types, but I have not the time at 
my disposal. Briefly, they are comprised in the 
following: In children there may be habitual 
headaches, nose bleed, early and excessive bright- 
ness of intellect; tonsilitis, occasional irregular 
unaccountable fever, adenites in various localities, 
lassitude without undue exertion, seeming in- 
difference to duties when at heart desirous of 
performing them, over-activity of hair growth. 
At all ages chronic stomachal and intestinal 
dyspepsias, occasional flushing of the face, un- 
accountable afternoon fevers, unaccountable sub- 
normal temperature (more common in the morn- 
ing), pleurisy (almost always surely tubercular), 
occasional aching in one or more identical spots 
in the chest, or back under the shoulder blades, 
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by hypertrophied tonsils, adenoid and lymphoid | 
growths of the throat, hacking coughs with or| 
without expectoration, grayish, glairy sputum | 
even when in small specks, spitting of blood even | 
in minute quantities, habitual scraping of the | 
throat, chronic respiratory catarrh, sweats with-| 
out natural causes (night or day, general or 
localized), habitually fast pulse (85 to 120 in 
adults), clammy or sweating hands and feet, 
susceptibility to colds under slight provocation, | 
certain abnormal chest conformations, ete. Any | 
of these symptoms suggest the necessity of a 
thorough examination and long observations, if | 
need be, to discover better-known signs of existing | 
lesions. They suggest the use of the tuberculin | 
test and Courmont’s sero-reaction (agglutination) 
method of early diagnosis. 

I have mentioned tonsilitis as an early sign of 
tubercular infection. This brings up the 
question of germ entrance into the system and 
subsequent infections in various organs. It 
an important question, having the greatest 
bearing on the problem of early diagnosis, for 
if we realize the actual manner and point of 
original invasion we may apply preventives 
there and trace the route of the microbic invaders, 
at least in a measure. 

There was a time when tubercle bacilli were 
supposed to reach the lungs only by direct inha- 
lation; the abdominal organs by ingestion, and | 
other localities by undefined channels. Now| 
we know that, while this idea is not categorically 
contested, the tonsils are, perhaps, the chief 
gateways. Meyer of Copenhagen and Dieulafoy 
have demonstrated by experimentation and 
observation that tonsilar hypertrophies are often 
of tubercular origins as are probably the lymphoid 
tissues of the pharynx and naso-pharynx. The 
ordinary lesions of tubercular throat are not 
present, the disease is latent. Thence, if the 
germs suvceed in their efforts, they cross their 
barriers and finally reach the glands of the lungs 
by the lymphatics. By means of the circulation 
currents, comparatively rare, they may reach 
the brain and other organs. 

And if we admit this conception of the chief 
mode of bacillar ingress as correct, We ap- 
preciate at once how simple are therapeutic and 
hygienic measures capable of disinfection and 
prevention. 

When one presents regrettable conditions he 


is 


is generally tempted to offer a remedy. In sub- 
mitting to this learned association that the 


civilized world is so sadly apathetic to the eternal 
tragedy of tuberculosis and that the profession 
is not wholly free from responsibility for the 
situation, I find myself wishing for some reform, 
but unable to map out any plan. However, 
perhaps you will indulge me a suggestion which 
some of those more directly interested, particu- 
larly medical teachers, may find worth consider- 
ing at leisure. 

It appears to me that a vigorous campaign of 
education on general hygiene, and the hygiene of 
tuberculosis in particular, is necessary and de- 
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branches, —one for the education of the public, 
the other for the further instruction of the pro- 
fession. 

The first might be attempted by concerted 
efforts, a well-arranged system under the national 
medical association and all its subordinate bodies 
and the boards of health, to reach the people 
through the schools and public lectures. 

The second by means of additional teaching in 
the medical schools, elaborating the physiology 
at the points where it dwindles down into path- 
ology, in other words, teach thoroughly the 
nature of the borderland of disease, chiefly of 
tuberculosis, including the advanced methods of 
early diagnosis. 


Medical Progress. 





RECENT PROGRESS IN LARYNGOLOGY. 
BY A. COOLIDGE, JR., M.D., BOSTON. 
THE WINDOW RESECTION OPERATION FOR 
CORRECTION OF DEFLECTIONS OF 
THE NASAL SEPTUM. 


Ir is noteworthy that the advance of septal 
surgery, Which has of recent years called forth 
various ingenious devices and methods of operat- 
ing, should be tending towards perfection of one 
of the oldest methods, that of dissecting out the 
deviating cartilage. This has been made _ pos- 
sible by the aid of cocaine and adrenalin, and by 
improvements in instruments and technic. The 
old operation of Krieg, modified in 1899 by 
Bonninghaus, and the work of Hartman, Peter- 
son, Killian and many others, has in the past 
few years resulted in developing a multitude of 
details and many instruments, and also ineiden- 
tally not a little discussion on rights of priority. 

In this country, Freer’? has contributed the 
results of a large experience in the sub-mucous 
operation. The patient is seated in a chair, or, 
if more convenient, lies in a recumbent position. 
For local anesthesia, powdered cocaine is applied 
to both sides of the deflection with a small damp 
swab. In most cases adrenalin makes the field 
of operation bloodless or nearly so, but often fails 


to act. Applied to bleeding wounds it is not as 
good a hemostatic as a fresh application of 
cocaine. 


Before the operation the vibrissz are cut away 
and the nasal vestibule is cleaned. In devia- 
tions far forward, the ordinary nasal specula can- 
not be used, and instead an assistant lifts the rim 
of the nostril with a flat retractor. The first 
incision cuts through the mucosa only, along the 
angle of the cartilaginous deflection, which is 
usually vertical in direction. This incision 
joined by a horizontal one beginning about three 
fourths of an incl behind it and earried along 
the bottom of the septum forward to beyond the 


is 





manded; that it should include two distinet 


! Journal American Med. Association, March 8, 1902, and Dec. 5, 
1903. 
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beginning of the deflection, the incisions forming 
an inverted T. It is important to outline an 
anterior flap large enough to completely uncover 
the cartilage of the deviation in front and above, 
and to be vaught with and held out of the way 
by the retractor, or by light catch forceps. The 
separation should be carried under the mucosa 
as far back as the deflection reaches, behind 
the limit of the posterior flap. This detaches the 
mucosa completely from the convex side of 
the deflection. A vertical slit is made through 
the cartilage in front of the beginning of the deflec- 
tion underneath the anterior flap, along its ante- 
rior attachment. This cut must not pierce the 
mucous membrane in the opposite nostril. The 
dental spatula is now pushed through the slit and 
under the cartilage, between it and the opposite 
mucosa, Which it detaches over the entire extent 
of the hollow of the deflection by severing its 
adherenze submucously. The instrument may 
be watched from the naris of the concavity as it 
moves beneath the mucous membrane. When 
the deflection is bare of covering on both sides, 
Ingals’ pointed cartilage knife is inserted in the 
slit under the cartilage, passed to the back of the 
hollow of the deflection and withits point turned 
outward from the mucosa made to cut through the 
entire length of the cartilaginous deflection along 
its base. The deviated cartilage is now free at the 
bottom and in front, and to cut it away at the 
back and above it,is firmly held with rat-toothed 
foreeps, while a little sharp-pointed angular 
cartilage knife is passed under the cartilage to 
the bottom of the pocket formed by the hollow 
of the deflection and its separated mucosa, its 
point also turned outward, away from the mucosa 
of the coneavity, and the blade made to cut 
through the hindmost part of the cartilaginous 
deviation from above downward. A_ second 
angular knife is passed in the same way and made 
to cut through the limit of the deviation above 
from behind forward. When the bone is not 
too heavy it may be cut away piece by piece 
with large Gruenwald forceps which follow it 
up between the two layers of the mucous mem- 
brane. Remaining deviated portions are cut 
away with the angular knives or the punch 
foreeps and the base of the deviation, which usu- 
ally projects upward and outward as a thick, 
partly bony, ledge, must be chiseled, gouged or 
trephined away or cut away with the punch 
forceps. The flaps may then be replaced, 
smoothed down with a damp cotton swab, and 
the nostril packed with a strip of lint one fourth 
to five eighths of an inch wide, rubbed full of sub- 
nitrate of bismuth. It is not safe to dismiss a 
patient unless the operated nostril be evenly 
packed with lint, as bleeding may oecur within 
an hour or two when the effect of the cocaine 
and adrenalin is gone. In extensive resections 
it is sometimes well to support the bulging mucosa 
by a tampon in the other nostril. For a week 
to six weeks after the operation the naris operated 
on is more or less obstructed by swelling. When 
bone needs removal the operation is long, from 
one to two hours. 











LEPROSY OF THE NOSE. 

The recent advent of a few lepers in this vicinity 
and the agitation for the formation of a leper 
colony gives interest to the local appearances 
of the disease in the nose and to the sources of 
contagion. 

Dorendorf? from a study of the disease in the 
Canary Islands agrees in most respects with the 
results of Sticker, as published in the records 
of the International Leprosy Congress in 1897. 
The primary appearance of leprosy is a specific 
lesion of the nasal mucous membrane, generally 
in the form of an ulcer of the cartilaginous septum. 
This lesion, which may increase to a necrosis of 
the nasal structures, is present in the latent forms 
of the disease and may exist for years before the 
first tubercle of the skin or the first symptom in 
the nervous system shows itself. This primary 
lesion remains as a source of active infection 
during the whole course of the disease, and all 
treatment of the disease must include attention 
to this process. Also this primary lesion and its 
vicinity throws off bacilli of leprosy regularly 
and in enormous numbers. The spread of the 
disease from the leper to the healthy person goes 
from nose to nose; most frequently by direct 
contact, especially between members of the same 
family, to a less extent by towels, dirty hands 
and similar ways. The spread of leprosy from 
the nasal lesion to other parts of the body is 
principally through the lymphaties, although 
occasionally it may spread like milary tuberecu- 
losis through the blood current. 

THE DEVELOPMENT OF 
ACCESSORY 


THE NOSE 
CAVITIES. 


AND ITS 


The development of the nose as traced through 
the anatomy of the lower animals is the subject 
of a preliminary paper by Ingersoll.* 

The olfactory organ in fishes consists of two 
sac-like structures, each of which communicates 
with the exterior by two openings, but the nasal 
‘avities do not communicate with the mouth. 
The turbinals are represented by prominences 
on the median wall. In dipnoi the nasal cavities 
open into the mouth and the nose then becomes 
a part of the respiratory system. In reptiles 
the nasal cavities are subdivided into olfactory 
and respiratory regions,and the turbinal structures 
are more highly developed. The secondary 
plate separates the posterior nares from the mouth 
and the nasal fosse are thus prolonged and open 
farther back into the naso-pharynx.. In birds, 
the turbinal structures are more complicated, and 
the ethmoidal turbinals especially show a still 
higher degree of development. In macrosmatic 
mammals (animals which have an acute sense 
of smell), the turbinal structures are exceedingly 
complicated scrolls forming intricate labyrinths 
which occupy the greater part of the nasal cavities, 
The accessory cavities of the nose all contain 
olfactory turbinals and are in intimate relation 
with these structures. For instance, the dog’s 


2 Fraenkels Archiv, Band xvi, Heft 1. 
3 Annals of Otol., Rhin. & Lar., June, 1904. 
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nose is a very complicated structure; the eth- 
moidal turbinal consists of a mass of thin, delicate 
scrolls of which at least five radiate from the 
convex surface of the cribiform plate. It artieu- 
lates with and is supported by the sphenoidal, | 
frontal, nasal and superior maxillary bones, and | 
some of its numerous branches extend into all 
the accessory cavities of the nose. One scroll 
extends forward over the maxillary turbinal, 
and anteriorly it is supported by a process which 
is attached to the external lateral wall of the 
maxillary sinus. The maxillary sinus is 
hollowed out of the superior maxillary bone 
and is only partially separated from the 
nasal fossa by the ethmoid bone. The ostium 
maxillare is large and extends downward to 
the floor of the cavity, opening into the nasal 
fossa in the inferior meatus just posterior to the 
maxillary turbinal. The hiatus semilunaris is 
a groove formed in one of the processes of the 
ethmoidal turbinal and leads directly from the 
frontal and ethmoidal cells into the maxillary 
sinus and thence into the inferior meatus. The 
frontal sinus is situated between the two plates 
of the frontal bone, and its anterior inferior part 
is occupied by a double coil of the ethmoidal 
turbinal which is attached to the external wall of 
the sinus. The sphenoidal sinuses are separated 
from each other by a rather thick septum in the 
median line and are nearly filled by scrolls of the 
ethmoidal turbinal. The posterior part of the 
vomer is expanded into lateral wings which 
unite with the ethmoidal and thus divide the 
posterior part of each nasal fossa into two super- 
imposed cavities. The superior cavity contains 
most of the ethmoidal turbinal and is distinctly 
an olfactory chamber. The inferior cavity is 
simply a tube-like structure forming a direct 
communication between the anterior half of the 
nasal fossa and the naso-pharynx. The function 
of the accessory cavities of the nose in the dog 
seems to be to provide space for the tremendous 
development of the olfactory turbinals, and 
to conduct air over the external surface of 
these structures and to furnish a system of drain- 
age for them. 

In microsmatic mammals (animals which do 
not have an acute sense of smell), the turbinals 
all show evidences of degeneration or reversion, 
and are comparatively simple structures. The 
accessory cavities contain little or no turbinal 
tissue and their functional activity is lost. The 
nasal cavities of man show evidence of being of 
retrograde development. <A_ third ethmoidal 
turbinal, and more rarely a fourth one, may 
be present. These structures are evidently 
rudiments of the more extensive development 
of the ethmoidal turbinal in lower forms. The 
maxillary sinus is sometimes partially divided 
into an anterior and posterior chamber by 
a bony partition, which are probably rudi- 
ments of the ethmoidal turbinal which, in the 
dog, extends down into the maxillary sinus. It 
seems probable, therefore, that in man the 
accessory cavities of the nose are rudimentary 
structures. 
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EXPLORATION OF THE ANTRUM UNDER COCAINE. 
In order to explore the maxillary antrum 
thoroughly, Iselly * has recently adopted the plan 
of opening through the canine fossa under cocaine 
anesthesia. He uses trocars and trephines in 
preference to chisels, as the edges of bone are 
smoother when so made. He has so far limited 
this method to diagnosis and simple treatment, 
and for radical operation uses a general anes- 
thetic. In commenting upon this paper Douglass ° 
reports that he has been in the habit for the past 
two years of studying suspected cases of antral 
disease by exploration through the canine fossa 
under local anesthesia, and supplementing the 
exploration by radical operation when the con- 
ditions demand it. So satisfactory has this plan 
proved that operation on the frontal sinus is now 
also included, and he is almost willing to regard the 
necessity of a general anesthetic in operations 
on the nasal interior or its accessory sinuses as a 
thing of the past. 
PARAFFIN FOR CORRECTION 


OF DEFORMITIES. 


The injection of paraffin for cosmetic purposes, 
and especially for restoring the bridge of the nose, 
has become a practical operation largely through 
the work of Harmon Smith, described two vears 
ago. Although offering nothing new, a paper 
by Ritchie ® reviews the subject clearly and con- 
cisely. Since the advent of the screw-piston 
syringe, the possibility of danger is reduced to a 
minimum. ‘The screw force makes possible the 
use of cold, semi-solid or quite solid material. 
The piston is so graduated, that each turn of the 
handle eliminates three minims of paraffin. This 
instrument gives the operator absolute control 
over the quantity injected and does away with 
the necessity of using heated material, with 
resultant embolus. No accident, beyond hyper- 
injection or misplacement, has followed the use 
of solid or semi-solid paraffin, when venous com- 
pression has been made. To avoid hyper-injec- 
tion, conservatism in the attempt at correction 
of a deformity is advised. About twenty minims 
is required to correct the average deformity. 
Misplacement is usually the result of injecting 
immediately beneath, or under the skin, rather 
than upon the periosteum. When the injection 
is placed immediately over the periosteum, the 
correction is more permanent, not subject to 
displacement and is less inclined to produce in- 
flammatory reaction. The error of misplace- 
ment will also follow the introduction of too 
much material before molding. The skin having 
been made absolutely clean a few drops of a 2°% 
solution of cocaine may be injected into the epithe- 
lial layer only. The paraffin has a melting- 
point of 110° F., not being pure parraffin, but a 
combination of common paraffin with a melting 
point of 120° F., and petroleum jelly. The syringe 
having been thoroughly boiled is placed in warm 
sterile water. The paraffin is also subjected to 
a boiling temperature and poured into the syringe 


4 Lancet, Sept. 17, 1904. 
5 Post-Graduate, Dec., 1904. 
6 Laryngoscope, August, 1904. 
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before inserting the piston. The screw on the 
shaft of the piston is now run into place, the 
pressure causing all the air to be displaced. The 
syringe containing the paraffin is placed in a 
vessel containing cold sterile water, so that the 
paraffin will recover its original solid consistency 
throughout.. The paraffin needle is warmed to 
facilitate the expulsion of the paraffin. Each 
turn of the piston expels three minims which 
should come forth in a steady, white thread. 
Should the paraffin be ejected in spurts or dis- 
organized granules, ejection should be continued 
until the steady vermicelli-like thread appears. 
An assistant makes pressure over the internal 
eanthi, the needle is passed through the soft 
tissue to the periosteum beyond the point of 
deformity; three minims are inserted at a time 
The needle is gradually withdrawn, the molding 
going on all the while. Care should be exercised 
to see that no paraffin adheres to the point of the 


needle as it is withdrawn. Should there be 
irregularities or slight misplacements, these 


should be corrected by forcible molding before 
proceeding further. The point of entrance of 
the needle is sealed with collodion and a bit of 
cotton, and the patient is instructed to apply 
ice cloths to the dorsum of the nose for a period 
of at least six hours. Ten days are allowed to 
elapse ordinarily before a second sitting, should 
that be necessary. It seems justifiable to com- 
pare the injected material to so much fatty tissue, 
being frequently permeated and enveloped by 
minute trabecule. 

When cold, sterile, semi-solid paraffin, free 
from water of evaporation, and air, is injected 
into surgically clean tissue, the danger of embolus 
is avoided. 


PARAFFIN IN OZENA. 


Guarnaccia? uses a paraffin with a melting 
point of 45° C. for injection into the turbinates in 
eases of atropie rhinitis. As cocaine contracts 
the blood vessels it is not used, but the process 
is not a painful one. Between two injections 
there should be an interval of at least a week. 
In eases in which there is a doubt whether the 
atrophy is too far advanced to expect anything 
from this method of treatment the turbinate 
is touched with adrenalin; if there is any contrac- 
tion from the adrenalin the injection of paraffin 
offers a chance for improvement; if there is no 
contraction little or nothing can be expected. 
The author has treated a large number of cases 
with no unpleasant results, except in two a slight 
infra-orbital swelling which disappeared in two 
days. 
CHOLESTEATOMATOUS DISEASE OF 


THE TONSILS. 


A short article under this title by Pierce * 
presents a few interesting points of view. Be- 
ginning with the anatomy of the supra-tonsillar 
fossa, he describes a membrane which he calls 
the plica triangularis superior. As the base of 
the plica inferior is attached to the anterior 


7 Centralblatt fiir Lar., September, 1904. 
8 Laryngoscope, May, 1904. 








pillar, the base of the plica superior is attached 
to the posterior pillar and runs forward to be lost 
in the anterior pillar. Farther outward is to be 
found a cavity which lies between the tonsillar 
substance and the tonsillar fascia. This cavity 
is fairly constant in its occurrence. It is not 
an enlarged lacuna, but is an anatomical space 
surrounded by epithelium derived from the 
mucous membrane of the supratonsillar space 
and extends downward to a line drawn at the 
base of the tonsil or farther downward approach- 
ing the sinus pyriformis, where it ends in a blind 
extremity. Passing to the pathology of the supra- 
tonsillar fossa, two conditions are important, 
— metaplasia of the epithelium and peritonsillar 
abscess. Metaplasia of the epithelium within 
the crypts of the tonsils may occur at any portion, 
but is not infrequent in the depths of the appendix 
of the supratonsillar space. Whitish, foul-smell- 
ing, Waxy masses are the result of metaplastic 
process, often erroneously regarded as decom- 
posed food. This process is not confined to the 
crypts, but may occur from the epithelium of 
the supratonsillar walls themselves. Macroscop- 
ically and microscopically the plugs from 
the tonsils, or supratonsillar space, are indis- 
tinguishable from cholesteatoma of the ear, 
except that the masses in the tonsil have no 
limiting membrane; in fact they are produced by 
the same causes, exfoliation of epithelium, fatty 
degeneration, and finally decomposition of the 
mass. 

In order to destroy the sinus the author inserts 
one blade of scissors into the sinus and divides 
it. An adhesive process between the plica tri- 
angulasis superior and the upper surface of the 
tonsil may change the supratonsillar fossa into 
a more or less closed cavity. Peritonsillar ab- 
scesses are best reached through the supraton- 
sillar fossa by separating the adhesions between 
the upper walls of the supratonsillar space and 
tonsil. After the subsidence of the acute symp- 
toms of peritonsillar abscess, it becomes impera- 
tive to remove sufficient of the upper pole of the 
tonsil to allow the supratonsillar space to drain 
permanently. The author exhibits some inge- 
nious instruments for dealing with the tonsils. 


THE DIRECT EXAMINATION OF THE 


BRONCHI AND ESOPHAGUS. 


TRACHEA, 


At a recent meeting of the Belgian Laryngo- 
logical Society, Killian demonstrated the prac- 
tical application of his tubes for exploring the 
trachea and esophagus.° 

The tubes are of different lengths and caliber. 
Reflected light is used; the patient may be either 
in a sitting or dorsal position. With the aid of a 
proper tongue spatula the larynx is brought 
into view and the tube introduced under control 
of the eye. A general anesthetic may not be 
necessary. In this way the larynx, trachea, 
upper bronchi and esophagus may be explored. 
In July, 1902, twenty cases had been reported 
in which foreign bodies had been removed from 
the bronchi with the aid of bronchoscopy, and it 

® Centralblatt fiir Lar. etc., August, 1904, 
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is for this purpose that the method is especially 
suited; it may, however, be useful for diagnosis 
and treatment of local diseases, for the removal 
of papilloma in children or of other growths, as 
well as for removal of foreign bodies. As « proof 
of the practical value of the method the author 
showed a large collection of foreign bodies re- 
moved from the larynx, trachea, bronchi and 
esophagus. The whole subject of direct ex- 
amination of these passages is exhaustively 
treated in a monograph by von Eicken," Nillian’s 
assistant in Freiburg. 

THE TREATMENT OF LARYNGEAL TUBERCULOSIS. 

A paper read by Solly,'' while presenting little 
that is new, is valuable as the result of experience 
of tuberculosis in Colorado, especially in view of 
the good results which he reports. The local 
treatment of laryngeal tuberculosis to be sue- 
cessful demands special skill, experience, courage 
and patience on the part of the physician, and 
faith and fortitude on that of the patient. The 
first essential of treatment is to plave the patient 
under the best hygienie conditions. The super- 
ficial surfaces should be put in good condition by 
cleansing and disinfecting sprays or applications, 
‘and, when ulcers are present, by direct treatment 
of them so as to surgically remove diseased tissue 
and to penetrate bevond its area with cauterizing 
acids. As much rest as possible should be given 
by abstention from talking, and as much nourish- 
ing food as can be digested, given in forms which 
in swallowing cause the least possible amount of 
pain. Cleansing is of first importance, by the 
use of watery solutions, of which Dobell’s is the 
tvpe. Inhalations are often of service, warm 
when there is much irritability, but usually cold 
are best, especially the compound tincture of 
benzoin one part, glycerine one part, and aleohol 
one and one-half parts. In cases of tubercular 
infiltration of the larynx without ulceration, the 
best treatment is by submucous injections of 
about twenty minims of a 15°; watery solution 
of lactie acid, preceded by an injection of cocaine 
and adrenalin. It does not have to be repeated 
often. 

An ulcer discovered, or even suspected, should 
first be rubbed with a 10°; solution of cocaine, 
and then with lactie acid full strength. This 
does not hurt any more at the time than when 
the acid is diluted, and is more efficacious, be- 
cause it cauterizes the uleer and leaves it pro- 
tected. If it also touches sound tissue it does 
no harm. The best procedure when curetting is 
determined upon, is to first rub in lactie acid of 
full strength freely, and then about three days 
later to curette. Orthoform when used suffi- 
ciently to deaden pain has a disintegrating effect 
upon the tissues and increases the ulceration. 
Generally the patient gets more satisfaction from 
his own use of Dobell’s solution as a spray than 
from cocaine or any other sedative. The author 
rarely uses the double curette, and does not 
believe it is possible, or indeed advisable, to 
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remove all the tuberculous material. Going 
bevond the base of the ulcer there is danger of 
infecting new tissue, and mere removal of the 
tuberculous material does nothing to prevent 
more being conveyed from the lungs. 


THE CONNECTION BETWEEN DISEASES OF THE EYE 
AND OF THE NOSE. 


The nasal origin of many ophthalmic disturb- 
ances has recently become universally admitted, 
although often the relationship between the two 
is obscure. An excellent paper by Schmiegelow ™ 
on this subject is worthy of careful study. The 
author concludes that although nasal lesions 
may find their way directly into the orbit, as in 
the case of tumors invading the eye or by pressure 
causing disturbance of function, vet the most 
common process is a spreading of inflammation 
along the vessels and nerves from the nasal and 
accessory into the orbital cavities. Individual 
anatomical peculiarities have a great influence 
in aiding or retarding this passing of inflammation 
from one structure to another. An acute puru- 
lent infection of an accessory cavity, especially 
with retained secretion, may involve the orbit 
along the courses of the lymphatics, veins or 
nerves. The optic nerve is in close relations with 
the sphenoidal sinus, and may be involved by an 
inflammation, and especially by an empyema of 
this cavity. Ziem believes that a circulatory 
disturbance in the nasal cavity may cause a 
circulatory disturbance in the orbital through the 
direct relationship of the venous, and less direct 
of the lymphatic systems in the two cavities, and 
that this is the cause of many troubles in the eye. 
Many eases of conjunctivitis and stenosis of the 
nasal duct are cured by relief of nasal obstruction, 
and often the removal of adenoid vegetations 
produces marked improvement in the eve. This 
may be explained by the relief of stasis in the 


orbital vessels. On the other hand, a nasal 
obstruction is not always the cause of the 
trouble. 


Many patients have more or less complete 
stoppage of the nose without any trace of dis- 
turbance inthe eve. Therefore it is perhaps more 
accurate to say that nasal stenosis predisposes to 
disease of the eye through stasis of the orbital 
circulation, but it must not be assumed that the 
nasal origin is in all eases certain. WKuhnt has 
suggested that many diseases of the eve are due 
to the poisoning by a toxin which is set free in 
the accessory cavities, but this is hard to believe 
when there is no symptom of toxin poisoning 
anywhere else. There is no doubt that there 
may be reflex disturbance of the eve from the 
nose, and that this is a common cause of trouble. 
It is often very difficult to decide whether the 
nose is the cause of the trouble in the eye. It 
must not be assumed that because there is a 
purulent inflammation of the conjunctiva, and 
also one of the nose at the same time, that the 
latter has caused the former. They may both 
have been due to a common infection. In all 
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cases of deep-seated disease of the eye, the nose 
should be thoroughly examined, and wherever 
nasal disease exists it should be, as far as possible, 
removed. 





fieports of Aocieties. 


AMERICAN PUBLIC HEALTH ASSOCIATION. 
(Concluded from No. 4, p. 114). 
PRESIDENT’S ADDRESS. 


Tue President, Dr. Cartos J. Frnuay, after thanking 
the association for the great honor that had been 
conferred upon him in electing him president, referred 
to the first Havana yellow fever commission, which 
was established a quarter of a century ago, and came 
from Washington to prepare the ground upon which a 
common enemy would be subsequently challenged 
and decisive battles fought. This enemy was yellow 
fever. So well did this commission accomplish its 
object, that he could readily trace back to its imme- 
diate influence the discoveries which led the way to 
ultimate success. 

After referring to the deaths of several prominent 
members that had occurred during the year,he stated 
that the sanitary experience in Cuba during the last 
twelve months, both with regard to yellow fever and to 
smallpox, had been somewhat more eventful and at 
the same time more instructive than in the preceding 
two years. In the district of Havana, notwithstanding 
the admission of imported cases of yellow fever from 
foreign ports, not a single case, originating on the island, 
had been recorded. With the experimental proofs 
that they now possess that fomites per se were incapable 
of transmitting the disease, the inevitable conclusion 
must be that in the cases he mentioned infected mos- 
quitoes had been conveyed upon floating bodies by the 
ebb-tide. 

The fight against tuberculosis must be maintained 
at all costs, as the most important factor in mortality 
statistics of large towns, almost all over the world. 

The study of causes and prevention of infant mor- 
tality was one which affected Cuba not only with ref- 
erence to infantile enteritis, but also with regard to 
tetanus neonatorum, the occurrence of which was 
coupled with unpardonable ignorance or neglect, both 
on the part of parents and of the attendants at the 
birth of children. 

The control of milk supplies in large cities was closely 
connected with infantile mortality, for the methods 
best calculated to carry the former into effect should 
undoubtedly lessen the latter. 

Finally, the subject of sanitary agreement between 
adjoining nations had become of paramount importance 
since the recent advance made in our knowledge of the 
etiology of certain quarantinable diseases, of yellow 
fever in particular. Hence the advisability, that 
European nations holding possessions in the American 
yellow fever zone, be represented at the meetings of 
the association. 

Dr. BENJAMIN LEE of Philadelphia read a tribute 
to Dr. Carlos J. Finlay for his distinguished services 
to science and humanity in the discovery of the mode 
of propagation of yellow fever. 


BACILLUS TUBERCULOSIS IN MAN AND ANIMALS. 


In the absence of Dr. M. P. Ravenel, Chairman of 
this committee, the report was read by Dr. V. C. 
Moore. 





Since the last meeting, several important pieces of 
work had been reported. These were detailed in the 
report. The committee carefully compared the dis- 
ease set up in the bovine animal by material of bovine 
origin, and so far it had found the one, both in its 
broad general features and in its wider histological 
details, to be identical with the other. It had so far 
failed to discover any character by which it could 
distingulsh one from the other; and its records con- 
tained accounts of the post-mortem examinations of 
bovine animals infected with tuberculous material 
of human origin which might be used as typical de- 
scriptions of ordinary bovine tuberculosis. 

At the laboratory of the State Live Stock Sanitary 
Board of Pennsylvania, a third instance of infection 
with the bovine bacillus had been found. The case 
was that of a child not quite two years old, who had 
been nourished the greater part of its short life on cow’s 
milk, bought from the most convenient store. It 
developed a large abdominal tumor, which proved on 
autopsy to be a tuberculous new growth, involving 
the mesenteric glands and intestine. The lungs were 
not involved. Cultures were obtained from this 
tumor, which had the cultural and microscopic char- 
acteristics of the bovine bacillus, and proved fatal to 
a calf weighing 211 pounds, in thirty-five days. 

The committee did not yet feel able to say with what 
frequency bovine infection of man took place, but it 
was evidently not a rare occurrence. The committee 
considered that the evidence going to show that such 
infection did take place was absolutely conclusive, 
and that it not only justified, but made imperative, 
the passage of stringent laws by municipal and state 
authorities for the suppression of tuberculosis in cattle, 
and the prohibition of the sale of meat and milk from 
tuberculous animals. 

Dr. Jesus E. Monsaras of Mexico City contributed 
a paper entitled, ‘‘ Measures proposed in the Struggle 
Against Tuberculosis.” 

The Secretary read the report of the Committee on 
Tuberculosis, in the absence of its chairman, Dr. 
LAWRENCE F. Fiick of Philadelphia. 


REPORT OF THE COMMITTEE ON TUBERCULOSIS. 


The practical measures recommended years ago had 
since been tested in part, and so far as tested had been 
found of use. These recommendations were: 

“1. The notification to and registration by health 
authorities of all cases of tuberculosis which have 
arrived at the infectious stage. 

“2. The thorough disinfection of all houses in which 
tuberculosis has occurred, and the recording of such 
action in an open record. 

“3. The establishment of special hospitals for the 
treatment of tuberculosis. 

“4, The organization of societies for the prevention 
of tuberculosis. 

“5. Government inspection of dairies and slaughter 
houses and the extermination of tuberculosis among 
dairy cattle. 

“6. Appropriate legislation against spitting into 
places where the sputum is likely to infect others and 
against the sale or donation of objects which have 
been in use by consumptives, unless they have been 
thoroughly disinfected. 

“7, Compulsory disinfection of hotel rooms, sleeping 
car berths and steamer cabins, which have been occu- 
pied by consumptives before other persons are allowed 
to occupy them.” 

In addition to the specific recommendations here 
given, the committee urged upon the public the im- 
portance of better housing of the poor in their places 
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of abode and in their places of occupation; better con- 


trol of the food supply at large, and more definite | 


instructions in the schools and on the platform of diet 
for the working people. 
really the centers from which the disease was distributed, 
and they at the same time were strong predisposing 
causes of the disease by reason of their unhealthiness. 
Bad and adulterated food and improper selection of 
food by the individual were also strong predisposing 
causes by lowering vitality. The committee suggested 
that everv member act as a committee of one in his 
own home to help organize a campaign against this 
disease. 

Dr. Watrer D. GREENE of Buffalo, N. Y., said that 
tuberculosis was a subject of vital interest, inasmuch 
as one tenth of all deaths occurred from this disease. 
There were two things of special interest in combating 
the disease, one of which was notification of cases, and 


the other thorough disinfection of houses in which the | 


disease had occurred. In the city of Buffalo every 
house in which a case of tuberculosis had developed 
was thoroughly disinfected. 
tice in that city for the last five years, A card index 
was of vitalimportance in keeping track of cases of 
t The people should be edueated in regard 
to the prevention and control of the disease. Pam- 
phliets giving directions how to prevent getting the 
disease were printed in Buffalo in the German, English, 
Polish and Italian languages. Directions were 
viven as to what to do when people contracted the 
disease. 

Dr. Frank Warner of Columbus, Ohio, said 
the reporting of cases of tuberculosis was an important 
factor in the prevention of the disease, but it was only 
the first step. This should be followed with literature 
placed in the hands of families in which the disease 
had developed. Information regarding the disease 
should also be published and put into the hands of men 
working in stores and shops. Articles relating to the 
disease should be published in the daily newspapers for 
the edification of the public. He pointed out the 
importance of educating the people through the press 
and other agencies. The disinfection of houses after 
deaths had occurred was of great importance in order 
to destroy the germs of the disease. Testing for 
tuberculosis in cattle by tuberculin had proved 
very important. At the Ohio State University there 
was an agricultural and dairy department, so that 
every cow was constantly tested with tuberculin for 
tuberculosis, and whenever the disease was found in 
2 cow, that animal was withdrawn from the herd. 

Dr. R. H. Lewis of Raleigh, N. C., indorsed the 
position taken by the previous speaker. In his state 


the disease. 


pamphlets concerning the disease and its prevention | 


were placed in the hands of superintendents of public 
instruction and of school teachers for distribution. 
The active co-operation of the family doctor should be 
enlisted, 

Dr. Marcus Haas of Memphis, Tenn., agreed with 
the speakers in regard to educating the public as to the 
prevention and control of the disease. Negroes in the 
South were more susceptible to the disease than whites. 
He referred to the thorough system of dairy and milk 
inspection in Memphis, saying that gratifying results 
had been obtained by it. 

Dr. W. C. Cuapman of Toledo, Ohio, said that sani- 
tarians should not demand too much of the physician, 
for in doing so they would undo the benefit which they 
might otherwise receive. Physicians were reluctant 
in reporting cases of tuberculosis to city health depart- 
ments, on account of the protests of families in which 
the disease had developed. 

Dr. MANUEL 8. Ioiesra of Vera Cruz, Mexico, de- 


The home and workshop were | 


This had been the prac- | 


also | 


| 


scribed the present hygienic conditions of that city, 
and expressed the hope that at no distant day this 
port would be one of the healthiest to be found. 

Dr. ARISTIDES AGRAMONTE of Havana pointed out 
in an interesting and scholarly paper the practical 
utility of a medical board to aid local sanitary authori- 
ties in the investigation of infectious disease. 
| 
| Dr. F. F. Wesproox of Minneapolis stated that in 
| the work of the Minnesota State Board of Health the 
problems had naturally arranged themselves into three 
main groups: First, the work of dealing with diphtheria 
as it occurred in family life, where one or more cases 
appeared in a household. Second, where infection was 
widespread and the day schools had to be closed. Third, 
/where infection gained entrance into institutions in 
which children or other inmates were housed, em- 
ployed, taught or confined, and where great oppor- 
tunity for the spread of infection was present. 

In summing up the work, he said it was apparent, 
(1) that an adequate laboratory staff and equipment 
were essential since only by thorough laboratory 
examination could the presence of possible danger be 
determined. (2) It had been found convenient. to 
utilize institutional laboratories when available, as 
the members of the laboratory staff of the State Board 
of Health could examine cultures on the spot when 
| there was urgent need of haste. (3) The repetition of 
examination of both nose and throat specimens was 
advisable in all cases, and especially when suspicious 
bacilli were found. (4) Every effort should be made 
to prevent the exchange of nose and throat bacteria 
between individuals until it was definitely known 
| whether they were infected or not. In infected indi- 
viduals the bacilli would be eliminated more quickly 
| the greater the approximation to individual isolation. 

(5) It was unsafe to place hitherto uninfected indi- 


DIPHTHERIA INFECTION IN MINNESOTA, ESPECIALLY IN 
SCHOOL CHILDREN AND INSTITUTIONAL EPIDEMICS, 


| viduals who developed sore throat with clinical cases 
| of diphtheria. (6) Executive action must be taken 
}on the basis afforded by the laboratory; therefore, it 
|Was essential that these two branches be kept in the 
| closest touch, or that in the work of inauguration and 
/supervision of methods a laboratory trained man be 
| placed in charge. (7) That such methods give satis- 
| factory results and were entirely practicable, had been 
shown in the experience of the Minnesota State Board 
|of Health under conditions which presented the great- 
}est possible variation. Three epidemics had thus 
been suppressed in a lying-in hespital in Minneapolis 
| where there was no adequate nursing force, where the 
; women before and after confinement were employed 
in the housework of the institution, where the babies 
were left in charge of different mothers at different 
times, and where also the almost daily admission of 
fresh inmates added to the opportunities for the intro- 
duction of infection. (8) The experience of Minne- 
sota would seem to point decidedly to the conclusion 
that diphtheria infection is transmitted usually by 
almost direct exchange of flora of the nose and throat. 
(9) In institutional and school life the more independ- 
ent the individual and the greater the facilities for 
individual infection, the greater the freedom from diph- 
theria infection. 

Dr. SamvueEL H. Durcin of Boston followed with 
the report of the committee on the infectious period 
of communicable diseases. 





SOCIAL HYGIENE. 


Dr. ApdoLpHo Oriva of Guadalajara, Mexico, read a 
paper on this subject, in which he pointed out the 
effects of dress on the system. He also discussed the 
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various forms of dress. He said that variations in 
temperature of the system with the climate, seasons, 
age, constitution, and the conditions of health or of 
disease fully demonstrated the physiological necessity 
of dress. 


YELLOW FEVER IN MEXICO. 


Dr. E. Liceaca of Mexico read a paper on this sub- 
ject, in which, with the aid of numerous charts and 
diagrams, he described how houses that were infected 
with the disease were disinfected. As soon as a case 
of yellow fever was found, the patient was isolated, 
the mosquitoes and larve were destroyed. The Vera 
Cruz campaign against yellow fever had been very 
successful, in that there had not been any epidemic 
of the disease in that city for the last six months. He 
cited one case to prove, without doubt, that yellow 
fever was transmitted by mosquitoes alone. 


CONTROL OF THE MILK SUPPLY IN LARGE CITIES. 


Dr. Wo. H. Park of New York City, chairman of 
a committee, read a report on this subject. The topic 
was divided under three heads: (1) The proper con- 
ditions at the farms. (2) Proper conditions during 
transportation of the milk, and (3) Proper conditions 
at the delivery station and in the care of the milk in 
the homes. 

Until recently the conditions at the farms had been 
largely overlooked by the health officers of great cities, 
on account of the practical difficulties and the expense. 
The Milk Commission appointed by the Medical Society 
of the County of New York had undertaken to assist 
both the consumer and producer by fixing a standard 
of cleanliness and quality to which it could certify, and 
by giving information concerning measures needful 
for obtaining that degree of purity. The most practical 
standard for the estimation of cleanliness in the hand- 
ling and care of milk was its relative freedom from 
germs or bacteria. Milk must not be sold as certified 
more than twenty-four hours after its arrival in New 
York City. 

The report discussed the duties and requirements of 
dealers in milk, the barnyard, the stable, the condition 
of the cows, the milkers, helpers other than milkers, 
small animals, the milk itself, the utensils for holding 
milk, as well as the examination of the milk and dairy 
inspection. 

Dr. Gonzato Arostecu! of Havana discussed the 
importance of good quality and careful distribution 
of the milk supply. 


INFANTILE FEEDING BY NURSES. 


Dr. Atronso Prunepa of Mexico read a paper on 
this subject, and said it was necessary always to advo- 
cate the need of maternal lactation, which was really 
adequate from every point of view, but in the event of 
this being found impossible, we should not hesitate 
to adopt some other methods, and especially should 
we avoid the employment of wet nurses who, as the 
writer pointed out, presented many objections, but 
rather make use of sterilized milk, which, when properly 
and methodically used, would fulfil its purpose, an 
thus save the lives of many children who would under 
other conditions perish and increase the infant death- 
rate, 


PRODUCTION OF ANIMAL VACCINE. 


Dr. W. F. Exar, of Glenolden, Pa., followed with a 
paper in which he described experiments and his expe- 
rience in the production of animal vaccine. The 
author pointed out: (1) that virus exposed to cold 
below 0° C., might remain active for an indefinite period, 
certainly for several years. (2) That when it was re- 





moved from cold storage, it would retain its activity 
for a considerable period under conditions that usually 
obtained commercially. (3) That when glycerinated 
lymph was exposed to 0° C. or below, the destruction 
of germ life through the action of the glycerine was 
practically at a standstill. (4) The rapidity of the 
elimination of the contained bacteria depended upon 
the temperature above 10° C., in which the virus was 
stored. 

The writer showed that the life of the average com- 
mercial vaccine was only three months in winter, and 
in August and September only about one month. Two 
lessons might be learned from this: First, one should 
not vaccinate in the summer season unless compelled 
to do so by the presence of smallpox. Second, when 
compelled to vaccinate at this season, one should order 
direct from the laboratory the vaccine, and use it at 
once without regard to the dating on the package. 

After discussing the forms of preparing vaccine, the 
author stated that dried vaccine in any form was short- 
lived, and not nearly so reliable as the glycerinated 
form. The most active virus was to be obtained 
from the deep curetting. 

Dr. F. P. BERNALDEz of Mexico cited facts and argu- 
ments which tended to demonstrate the superiority 
of humanized over animal vaccine for the prevention 
of smallpox. He claimed that persons_who were vac- 
cinated and revaccirated with humanized lymph 
enjoyed a longer immunity, according to his obser- 
vations, and in Mexico he had never seen a case 
so vaccinated attacked by smallpox. His practice 
had taught him that in such persons revaccination did 
not take, or at most assumed the appearance of false 
vaccination, thus proving in his opinion that the 
individual was not susceptible. He urged that vac- 
cination be practiced by physicians of experience in 
order to avoid the possibility of transmission of disease. 

Dr. VINCENTE DE LA GuarpIA of Havana spoke of 
the necessity of vaccination and revaccination of indi- 
viduals who had suffered from smallpox. He said 
that in most countries nowadays there was no vaccina- 
tion requirement for individuals who had had small- 
pox. He had had the opportunity of vaccinating and 
revaccinating 1,599 persons, members of the police 
department, custom-house inspectors, port policemen, 
persons confined in jails, males and females, ete. Of 
this number, 328 were branded with the smallpox 
trademark, and of 47 of whom were vaccinated for the 
first time in their lives, 17 were successful in taking. 
Two hundred and sixty-three were revaccinated, in 
48 of whom it took sucessfully, giving a total of 65 
successful vaccinations. The total result of the 328 
who had had smallpox previously corresponded approx- 
imately to over 20% of the total figures. The author 
concluded by insisting that, as a general rule, all indi- 
viduals, whether they be ex-victims of smallpox or not, 


should be vaccinated or revaccinated, as the case might 
be. 


STEGOMYIA FASCIATA. 


Dr. FERNANDO LorrEz of Mexico detailed some 


d|experimental studies on the acclimatization of this 


pest. The experiments seemed to prove that the 
stegomyia fasciata could live, bite and breed for, at 
least, three generations in Mexico City, notwithstanding 
the fact that this city had an altitude of more than 
7,300 feet above sea level. 


OFFICERS. 


The following officers were elected for the ensuin 
£& g 

year: President, Dr. F. F. Wesprookx, Minneapolis, 
Minn.; First Vice-President, Dr. Juan GurITERAs, 
ave Second Vice-President 7 f Oz. 
Havana, Cuba; § 1 Vice-President, Dr. F. Loprz, 
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Mexico City, Mexico; Third Vice-President, Dr. Gro. 

MacDonaup, Brandon, Manitoba; Executive Council, 

Drs. Marcus Haas, Memphis, Tenn.; C. V. CHapin, 

Providence, R. I., and Wm. C. Cuapman, Toledo, Ohio; 

Secretary, Dr. Cuas. O. Prozst, Columbus, Ohio, re- 

elected; Treasurer, Dr. Frank W. Wricut, New Haven, 
Conn., re-elected. 

After the introduction and adoption of resolutions 
of thanks to the local Committee of Arrangements, the 
President of the Republic of Cuba and the Minister 
of the United States, for the receptions so graciously 
given in honor of the members, the Association, on 
motion, adjourned to meet in the city of Boston, Mass., 
1905. 


MEETING OF 
AMERICAN 


THE LABORATORY 
PUBLIC HEALTH 


SECTION OF 
ASSOCIATION. 


THE 


The meeting of this Section was held at the General 
Wood Laboratory, Havana, Cuba, Jan. 9, 1905, under 
the Chairmanship of Dr. V. A. Moore of Ithaca, N. Y. 

The session was devoted very largely to water and 
sewage. Mr. GrorGe W. FuuLuer of New York, Chair- 
man of the Committee on ‘ Standard Methods of Water 
Analysis,” submitted an exhaustive report on the 
changes and improvements in the methods that are 
being used in bacteriological tests of water. The 
report was ordered to be distributed to bacteriologists 
both in this country and in Europe. 

Reports of committees on a variety of technical 
subjects and several papers on bacteriological topics 
were read. 

THE PERSISTENCE OF AGGLUTINABILITY 
BACILLI IN WATER. 


IN TYPHOID 


Pror. Epwin O. Jorpan of Chicago contributed a 
paper on this subject. Both the theoretical and prac- 
tical problems involved by either a positive or a nega- 
tive result from experiments upon the agglutinability 
of typhoid bacilli in water were of considerable interest 
and importance. This work had dealt chiefly with two 
aspects, — that of the separation of bacillus typhosus 
and bacillus coli from mixtures of various ages in both 
tap water and previously sterilized sewage, and also 
the persistence of the agglutinability of the former after 
association with the latter for similar periods. 

The conclusions drawn were: (1) That the typhoid 
bacillus may be isolated without special difficulty after 
association with bacillus coli in tap water and sewage 
for from at least twelve to twenty days. (2) That 
some strains of bacillus typhosus retain their property 
of agglutinability absolutely intact under these con- 
ditions. 
A CAUSE 


OF THE FORMATION OF GAS IN CANS OF 


CONDENSED MILK. 


Mr. Cuas. W. Donae of Rochester, N. Y., stated that 
bacteriological investigations of the condensed milk in 
cans, which were found to bulge shortly after their 
preparation, failed to find any micro-organisms which, 
either singly or in combination, would cause the fer- 
mentation of either dextrose or lactose under a variety 
of conditions usually favorable to such fermentations. 
Neither would the milk itself from such cans cause 
fermentation in fresh milk. It was found, however, 
that when dilute solutions of butyric or lactic acid, 
varying from sooo to 540 in distilled water, were 
allowed to act upon the metal of which the cans were 
made, a slow evolution of gas took place, its rapidity 
being inversely as the dilution of the acid. It was 
probable that in the instance cited the gas was formed 
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action between the metal of which the cans were 
composed and the acids generated by the growth of 
bacteria in the milk before the latter was condensed. 


AN UNUSUAL CHANNEL OF 


BACILLUS 


INFECTION 
SHIGA. 


WITH THE 


Mr. Donce stated that a laboratory worker acci- 
dentally broke a test tube containing a culture of the 
shiga bacillus, and some of the fluid was carried to his 
eye and was probably washed down into the pharynx. 

Twenty-four hours later typical clinical symptoms 
of acute dysentery appeared, and lasted for several 
days. This occurrence of the accident and the infec- 
tion might be merely a coincidence, but, if not, the 
occurrence threw light on the rapidity of infection in 
dysentery in man. 

AN IMPROVEMENT IN THE TECHNIC OF THE INDOL TEST. 

Dr. JoserpH McFartanp and Dr. J. HAmIttron 
SMALL of Philadelphia contributed a joint paper on 
this subject. In order to render it possible to deter- 
mine the presence of small quantities of indol in bouil- 
lon cultures, the following improved technic was de- 
vised: The culture to be tested received an addition of 
one drop of chemically pure sulphuric acid for each 
cubie centimeter of fluid, this being well shaken. In 
case the micro-organisms produced both indol and 
nitrites, the red color now made its appearance. When, 
however, the organisms produced no nitrates, the 
usual dilute solution of potassium nitrite was allowed 
to trickle slowly down the side of the tube and form a 
layer on the surface of the fluid it already contained. 
The red color of the nitroso-indol now made its appear- 
ance at the line of contact of the two fluids. Tests 
on artificially prepared solutions of indol of upwards 
of zsc000 gave positive results. The authors stated 
that this improved method was applicable for showing 
the presence of indol in melted gelatine cultures. After 
the gelatine had hardened, the color ring was fixed for 
a period of from twelve to twenty-four hours, when the 
color became diffused. 

Mr. FREELAND Hows, Jr., detailed some results in 
the use of different kinds of nutrient media with differ- 
ent periods of incubation, and gave the results of obser- 
vations on the water of the Susquehanna River at 
Harrisburg, Pa. 

Dr. F. C. Harrison of Guelph, Ontario, gave the re- 
sults of an examination of the water supply of Freder- 
icton, New Brunswick. He discussed briefly the sew- 
erage and water supply systems of that city. 

Mr. Eart B. Puetrs of Boston contributed some 
notes on the determination of the organic nitrogen in 
sewage by the Kjeldahl process. 

The election of the Laboratory Section resulted as 
follows: Chairman, Dr. Wm. H. Park, New York; 
Vice-Chairman, Mr. H. W. Cuiark, Boston; Secretary, 
Dr. Joun 8. Fuvron, Baltimore, and Recorder, Dr. 
H. D. Peass, Albany. 


— 
> 





THe Smoke NvIsaNnce IN WASHINGTON. — 
A congressional resolution has been passed direct- 
ing the District of Columbia Committee of the 
House to cause an expert investigation of the 
smoke nuisance to be made, with a view to 
abating it. The resolution recites that the 
report of the committee should embrace an 
enumeration of the most serious offenders and 
be accompanied by recommendations as_ to 
appropriate remedies and necessary legislation, 
supervision and control. — Medical Record. 
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SEA VOYAGES FOR TUBERCULOSIS. 


Ir is becoming increasingly evident that the 
treatment of tuberculosis is not likely to be 
neglected in the immediate future. A_ plan 
which we have not before seen is alluded to in 
an editorial in a recent number of the Lancet, 
which provides sea voyages for persons suffering 
with the disease. Arrangements are said to have 
been made by the Hamburg-American Steamship 
Company to provide such voyages for tubercu- 
lous cases. A Scotch physician suggests a still 
more striking scheme, which is to charter a large 
sailing vessel to leave England toward the end 
of January for a long voyage in warm latitudes 
carrying not more than fifty consumptives, 
together with inebriates and other invalids. It 
is proposed to visit various ports in tropical 
countries, affording opportunity for brief land 
trips and for such other amusement as may not 
be inconsistent with the general treatment. 

The plan appeals to us as feasible, but on the 
whole unwise and not likely to be productive of 
the best good of the patients. Fresh air and a 
quiet life may certainly be obtained with as great 
an assuranee of success on land as on the sea. 
The close quarters which any modern sailing 
vessel could provide would seem to be a distinct 
disadvantage, not to speak of the commingling 
of patients in a very limited space. The Lancet 
thinks that, however much exercise may theoreti 
cally be taken on the deck of a vessel, such 
exercise is liable to interruptions, and that a 
sloping deck is not perhaps ideal for such a pur- 
pose. In any case, persons availing themselves 
of this opportunity should be most carefully 
selected in relation to the stage of their disease, 
as well as to their temperaments. Could a wise 





selection of patients be made, we have no doubt 
such a voyage might be made both useful and 
profitable. As a definite and established means, 
however, of treatment of disease, we can see few 
advantages and many disadvantages over resi- 
dence in dry regions on land. For inebriates and 
persons in general who are the victims of habits, 
we can, on the other hand, easily see a distinct 
advantage in such a voyage as providing a re- 
moval from temptation and a possibility, through 
change of scene and more or less active life on 
ship board, of gaining control of the addiction, 
whatever it may be. The mixture, however, of 
the inebriate and the victim of tuberculosis is a 
questionable procedure to say the least. 

The Lancet on the whole thinks well of the 
plan, therein expressing a somewhat contrary 
opinion to that in its issue of Dec. 31, wherein, 
speaking of tuberculosis, it regards the enthusi- 
asm which has recently prevailed in the treatment 
of the disease as somewhat unbalanced. We may, 
in any case, be sure that no stone will be left 
unturned in the present state of both professional 
and public opinion to devise all possible rational 
means of combating the disease. It should, how- 
ever, be remembered that over-enthusiasm may 
at times defeat its own ends. 





o— 





BOSTON’S MEDICAL BATHS. 


In our issue of Dec. 31, 1903, we commented 
editorially upon the establishment of an institute 
where hydrotherapeutic measures and other forms 
of physical treatment might be given. Such an 
establishment has now been in active and success- 
ful operation for a year under the general name 
of the Medical Baths. From the report written 
by Dr. J. J. Putnam for the committee, it appears 
that the year’s work has been distinctly encourag- 
ing to the promotors of the enterprise, although 
a greater degree of interest on the part of the 
medical profession is much to be desired if the 
plan is to develop in the future and accomplish 
all that it should. During the winter and spring 
months, after its opening in December, 1903, 
the attendance in general was increasingly satis- 
factory, and one hundred and twelve patients 
were treated, from whom upwards of two thou- 
sand dollars were ccllected. The natural expense 
of starting such an enterprise and the preliminary 
repairs, which were somewhat unexpectedly great, 
necessitated a larger expenditure than had been 
anticipated, so that the baths now find themselves 
in a slightly embarrassed financial condition. At 
a meeting held last November the feeling was 
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generally expressed that the baths should be | 
continued, that the interest of a wider circle of 
physicians should be excited, and that the work, 
so far as possible, should be expanded to include 
other forms of treatment than that by water. 
Writing in his report of the present situation, 
Dr. Putnam says: 


“The new year has opened prosperously. During 
November the attendance has been steadily increasing, | 
and the income of the past week has been larger than 
that of any week since May. We feel certain that | 
with proper interest and support, this debt can be paid | 
within a reasonable time, and progress made toward | 
paying other debts. This support and interest should | 
be freely given. There is no physician in the city to 
whom it is not worth some sacrifice to be able to 
command the advantages offered in this place, in the 
equipment of which so much care and thought has 
been expended, made possible through the generosity 
of friends. With the increasing experience of our, 
operators, there is no malady for which patients now 
take long journeys to distant water-cure establish- 
ments that cannot here be adequately treated. It is, 
moreover, unique in being a physician’s establishment, 
founded to promote the needs of the profession and 
their patients, as well as the education of students and | 
nurses as far as that is practicable, and conducted in 
such a manner that physicians can send their patients 
without the fear that their relations to them will be | 
anything but strengthened. We are confident that a| 
scrutiny of the place and of the work which has, even | 
now, been done will ensure cordial recognition and 
support.” 








To the foregoing statement we have little to 
add beyond expressing the hope that the physi- 
clans of Boston and vicinity will more completely 
realize the possibilities of treatment which these 
medical baths are offering and give them their 
fullest support. After so auspicious a beginning, 
it would be unfortunate if Boston were now to 
be deprived of this method of treatment. 


——_____¢_ 


AWARD OF NOBEL PRIZES. 

Tus year’s award of the Nobel prizes, which 
went in each case to European investigators, has 
again brought up the question of the failure 
hitherto of Americans to receive one of these 
rewards for original work. 


It will be remem- 
bered that each prize amounts to $40,000, and 
that ‘ts bestowal is regarded as one of the greatest 
recommendations of work done in a variety of 
fields, of which medicine is one. No prize has 
ever come to America, and it is likewise true 
that no criticism has ever yet been made of the 
award. A matter which is perhaps not generally 
understood, however, has recently been suggested 
by one of our daily contemporaries as a possible 
cause of this failure of American investigators to 
receive this highest award of investigation. 





Quoting the National Geographic Magazine it is 





said that the reason is not due to lack of apprecia- 
tion of progressive work in this country, but 
rather to the fact of a misunderstanding as to 
the conditions under which the awards are made. 
It appears that only such condidates are con- 
sidered as are formally nominated by a society or 
institution of recognized character, and that as a 
matter of fact not a single American has been 
suggested as a candidate, with the result that the 
feeling abroad has grown that we in Amcrica are 
not interested in these prizes. It is suggested, 
and we think with reason, that enough work is 
being done in America to warrant at least the 
presentation each year of a candidate. 


nalts 
> 


MEDICAL NOTES. 
IRIDESCENT CatcuLi1.—J. Bland Sutton, 
IF.R.C.S., in a recent number of the British Med- 
ical Journal reports : 





case of a man of thirty- 
eight in one of whose kidneys was found on opera- 
tion upwards of forty thousand ecaleuli which 
showed a remarkable iridescence. 


STUDENTs AT COLUMBIA UNIVERSITY.— Accord- 
ing to the registrar’s report of Columbia College 
the college has increased more than 100°; 
the last ten years. Applied science has increased 
from 407 to 663, law from 251 to 342, but medi- 
cine has decreased from 779 to 560. This show- 
ing on the part of the medical department is 
probably due to the raising of tuition fees, and 
to the elevation of standard, and is certainly not 
peculiar to this institution. 


in 


INTERCHANGE OF ProFrEssors. — Emperor Wil- 
liam, through the British Ambassador, is to lay 
before President Roosevelt a plan by which an 
interchange of professors between American and 
German universities may be accomplished. This 
matter has already been agitated and preliminary 
arrangements have been made between Harvard 
and Berlin. The Massachusetts Institute of 
Technology has also shown interest in the plan. 
Details naturally remain to be arranged. It is 
to be hoped that the plan will ultimately include 
men in the medical science as well as in others. 


A Test oF CHRISTIAN ScIENCE. — A somewhat 
novel method of determining the merits of Christ- 
ian Science has been undertaken by the Nebraska 
Legislature, if reports are to be trusted. A bill 
is now before the legislature prohibiting the 
practice of Christian Science, but final action has 
been postponed by the adherents of the cult until 
they have had an opportunity of demonstrating 
their power to cure. It is proposed to restore 
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the hearing of an employee of the State Senate 
by their methods. The fate of the bill appar- 
ently depends upon the success or failure of this 
test. We await the result with more interest 
than doubt. 


YELLOW FEVER IN THE CANAL ZONE. — A 
statement has been received in Washington re- 
garding the conditions on the Isthmus of Panama. 
The report, which was from Governor Davis of 
the Canal Zone, was sent Jan. 17, and states that 
but three deaths from yellow fever have actually 
occurred since the government took charge, 
that the city of Panama is being disinfected, 
that the yellow fever cases have presumably 
originated in that city, and that probably the 
yellow fever transmitting mosquito will be 
exterminated within a month. It is also stated 
that not a ease of yellow fever exists among the 
employees on the canal. The report of cases on 
the United States steamship “‘ Boston” is later 
than the one we have quoted, and it is further- 
more pointed out that these cases originated else- 
where than in Panama. The death, from yellow 
fever, of Assistant Surgeon Otto Kohlhase of the 
“ Boston ” is announced. 


BOSTON AND NEW ENGLAND. 


Acute Inrectious Diseases IN Boston. — 
For the week ending at noon Feb. 1, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 38, scarlatina 32, typhoid fever 21, 
measles 3, pulmonary tuberculosis 33, smallpox 0. 

The death-rate for the total deaths reported 
during the week ending Feb. 1, 1905, was 19.53. 


Boston Morvauity Statistics. — There were 
a large number of cases of pneumonia in the city 
last week, resulting in forty-one deaths. The 
total number of deaths, from all causes, was 
small, however, being only 204 as against 226 
during the corresponding week last year, showing 
a decrease of 22 deaths and making the death-rate 
for the week 17.31. The number of cases and 
deaths from infectious diseases was as follows: 
Diphtheria, 41 cases and 3 deaths; scarlatina, 
30 eases, 2 deaths; typhoid fever, 13 cases 2 
deaths; measles, 4 cases, no deaths; tuberculosis, 
51 cases, 26 deaths. The deaths from pneumonia 
were 41, whooping cough 1, heart disease 18, 
bronchitis 10, maramus 3. There were 12 deaths 
from violent causes. The number of children 
who died under one year was 25, under five years 
35, persons over sixty years 55, deaths in public 
institutions 59. 


RETIREMENT OF Dr. J. CoLLiIns WARREN 
FROM THE MASSACHUSETTS GENERAL HospITAL. 
—On the 3lst of Jan. Dr. J. Collins Warren 
retired from active service as surgeon to the 
Massachusetts General Hospital. In commemo- 
ration of this event and in appreciation of the 
relations which have existed between him and 
his assistants, his surgical house officers, past 
and presen:, have presented him with a very 
beautiful punch bowl appropriately inscribed. 
The retiring age for surgeons at this hospital is 
sixty-three years. Dr. Warren’s first appoint- 
ment was to the medical out-patient depart- 
ment thirty-six years ago; thirty-five years ago 
he was transferred to the surgical out-patient 
department, and he has served the hospital for 
twenty-nine years as visiting surgeon. 


ANNUAL MEETING OF THE ASSOCIATION OF 
MAssAcHUSETTS Boarps or Hearn. — The 
annual meeting of the Association of Massachu- 
setts Boards of Health was held Jan. 27 in Boston. 
Papers were presented on the general subject of 
noises and their effects by Prof. E. S. Morse, Dr. 
P. C. Knapp and Dr. James J. Putnam. The 
subject of the smoke nuisance was also dis- 
cussed. Resolutions were adopted at the meeting 
on the death of Dr. Samuel W. Abbott, late vice- 
president of the society and secretary of the 
State Board of Health. 


AMERICAN NURSE HONORED BY THE JAPANESE. 
— Miss Mary E. Gladwin, who early in the out- 
break of hostilities between Russian and Japanese 
resigned her position as matron of the Beverly, 
Mass., Hospital to go as a nurse to Japan, has 
returned after a service of six months and has 
resumed her position as matron of the Beverly 
Hospital. The Emperor of Japan conferred upon 
her the Order of the Golden Crown. 


NEW YORK. 


DEATH OF A MepicaL  PRELATE. — Mgr. 
George H. Doane, Vicar-General of the Roman 
Catholic Diocese of Newark, N. J., who died 
suddenly on January 20, was born in Boston, in 
1830, and was graduated from the Jefferson 
Medical College. He apparently never prac- 
ticed the profession of medicine. 


Dericir oF OrtHoPEDIC HospiraL REMOVED. 
— At the annual meeting of the managers of the 
New York Orthopedic Dispensary and Hospital, 
held January 18, it was announced that the 
deficit of the institution, amounting to $22,000, 





had been done away with during the past year. 
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Girt TO Post-GRADUATE MEDICAL SCHOOL. — 
Dr. D. B. St. John Roosa, President of the New 
York Post-Graduate Medical School and Hospi- 
tal, announces that he has just received a gift of 
$5,000 from an anonymous donor, to be devoted 
to such needs of the institution as its authorities 
may determine upon. 


MorTALITY AMONG STEERAGE PASSENGERS 
FROM PNEUMONIA. — In of the 
unusual mortality which occurred among the 
steerage passengers of the Red Star steamship 
“Vaterland,” which arrived on Jan. 24 from Ant- 
werp, Dr. Doty, Health Officer of the Port, 
ordered the detention of the vessel in quarantine 
until an investigation could be made. During 
the voyage ten persons died, eight of whom were 
buried at sea, and just after reaching port another 
passenger succumbed. It was at first suspected 
that they might have been victims of the plague, 
although the disease was not known to exist in 
Europe at present, but the investigation made 
showed that they died of pneumonia, and on 
Jan. 27 the ship was released from quarantine. 


consequence 


DraTH-RATE FOR 1904. — The death-rate in 


the city for the year 1904 is officially announced 


as 20.32. President Darlington of the Health 
Department is of the opinion that this figure 
would be considerably lower if the correct popu- 
lation were known, and in the spring he intends 
to have a census of Greater New York taken by 
his department, for the purpose of determining 
the death-rate more accurately than is now possi- 
ble. At present the rate is estimated on the 
basis of the Federal census of 1900, with the prob- 
able increase of population for the years follow- 
ing added, and the total thus arrived at is there- 
fore Jargely a matter of conjecture. 

ARREST FOR SWINDLING. — On Jan. 23, C. 8S. 
Andrews, attorney for the County Medical 
Society, caused the arrest on a charge of swind- 
ling, of two advertising doctors, H. H. Kane and 
W. B. Hale, who had been practicing upon the 
credulity of the public with a so-called radium 
cure. From one victim alone they had seeured 
about $10,000 within a few weeks. This patient 
fortunately preserved some of the medicine which 
had been palmed off upon him, and a eareful 
analysis of this by expert chemists showed it to 
consist merely of an ordinary tonie mixture con- 
taining a few simple drugs like iron and gentian. 

A Nove. Suir ror ALIENATION. — A novel 
suit has been brought in the Supreme Court, at 
White Plains, Westchester County, by Truman 
KE. Spencer, a traveling salesman, against a firm 
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of retail druggists in New York. He claims 
damages to the extent of $50,000 for the aliena- 
tion of his wife’s affections and the loss of her 
services, as well as the expenditures of large sums 
of money on his part in the effort to restore her 
to health, by reason of the druggists having sold 
his wife large quantities of morphine continuously 
for six years. The complaint alleges “ that 
defendants knew that said morphine was used by 
her, and without the knowledge and consent of 
the plaintiff, and well knowing that while they 
so sold said morphine to her it was injurious and 
impairing her health; that said defendants zon- 
cealed the fact of such sales of morphine and the 
use thereof from the plaintiff.” Justice Keough 
decided that the suit should go to trial, a cause 
of action having been established. 


@Pbituarp. 
EDWARD L. CUNNINGHAM, M.D. 


In the death of Dr. Edward Linzee Cunning- 
ham, which occurred at Newport, R. I., Jan. 29, 
the Harvard Medical School lost its oldest and 
Harvard College its second oldest graduate. He 
Was ninety-five years old at the time of his death, 
and had his death not been hastened by a fall on 
the street, it is probable that his life might have 
continued several years longer. Dr. Cunning- 
ham was born in Boston, Jan. 2, 1810, and lived 
in this city until 1864, when he removed to New- 
port. He was graduated from Harvard College 
in 1829 in a class of fifty-nine members, including 
Oliver Wendell Holmes, James Freeman Clark, 
William Henry Channing, Benjamin Pierce, 
Charles Storer Storrow who died last year, and 
others distinguished in various walks of life. He 
stood high in his college class, and after his 
graduation completed the course at the Harvard 
Medical School. He practised, however, but 
little. Dr. Cunningham’s interests were wide, 
although through his long life he had small con- 
nection with public affairs. On Jan. 10, 1878, he 
was a guest at the dinner when Dr. Holmes read 
his poem called “‘ The Last Survivor,” from which 
we make the following extracts: 





Yes! the vacant chairs tell sadly we are going, going 
fast, 

And the thought comes strangely o’er me, Who will live 
to be the last? 

When the twentieth century’s sunbeams climb the 
far-off eastern hill 

With his ninety winters burdened will he greet the 
morning still? 


Will he stand with Harvard’s nurslings when they hear 
their mother’s call 

And the old and young are gathered in the many 
aleoved hall? 

Will he answer to the summons when they range them- 
selves in line 

And the young mustachioed marshal calls out “ Class 
of 29”? 
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Methinks I see the column as its lengthened ranks 
appear 

In the sunshine of the morrow of the nineteen hun- 
dredth year ; 

Through the yard ’tis creeping, winding, by the walls 
of dusky red — 

What shape is that which totters at the long pro- 
cession’s head? 


Who knows this ancient graduate of fourscore years 
and ten, — 

What place he held, what name he bore among the 
sons of men? 

So speeds the curious question; its answer travels slow; 

“Tis the last of sixty classmates of seventy years 
ago.” 


His figure shows but dimly, his face I scarce can see, — 
There’s something that reminds me, — it looks like -— 
is it he? 
He? Who? No voice may whisper what wrinkled brow 
shall claim 
The wreath of stars that circles our last survivor’s 
name. 
* x Xe * * ** % X* 
I can see our one survivor, sitting lonely by himself, — 
All his college text-books round him, ranged in order 
on their shelf; 
There are classic ‘ 
choicest pith, 
ach cum notis variorum, quas recensuit docius Smith. 


‘interliners ” filled with learning’s 


Physics, metaphysics, logic, mathematics — all the 
lot — 

I:very wisdom-crammed octavo he has mastered and 
forgot, 

With the ghosts of dead professors standing guard 
beside them all; 

And the room is full of shadows which their lettered 
backs recall. 


How the past spreads out in vision with its fast receding 


train, 
Like a long embroidered arras in the chambers of the 
brain, 


From opening manhood’s morning when first we 
learned to grieve 

To the fond regretful moments of our sorrow saddened 
eve! 

*K XK X* * * x * * 

l’arewell! our skies are darkened and yet the stars 
will shine, 

We'll close our ranks together and still fall into line 

Till one is left, one only, to mourn for all the rest; 

And Heaven bequeath their memories to him who 
loves us best! 





Correspondence. 


A FORM OF HOSPITAL ABUSE AND ITS REMEDY. 


BROOKLINE, Jan. 26, 1905. 
Mr. Eprror: In connection with the recent discussion 
ot the subject of medical charity, at the Boston Medical 
Library meeting, Jan. 11, I desire to call attention to a 
torm of hospital abuse which has not been mentioned. I 
refer to the harm which results from the ignorance of 
outside physicians as to the facts learned about their 
patients while at the hospitals. 
The unusual opportunities for the observation and 
study of cases make it possible to obtain more informa- 


tion about a patient in a hospital than outside. Know- 
ledge otherwise obtainable may be acquired at the time of 
an operation. It is very important that this information 
should be in the possession of the physician who is to 
look after the patient when he leaves the hospital, and it 
may be absolutely essential to the welfare of an individual 
that these facts are known to his medical attendant. 
It often happens that, when a patient consults his phy- 
sician after leaving the hospital, he finds the latter so 
ignorant of his condition that his confidence is lost and 
he consults someone else who is not only ignorant of what 
is known at the hospital, but also of what the former 
attendant had learned. Most of us have seen how treat- 
ment at a hospital was the beginning of the habit of wan- 
dering from one physician to another to the great detri- 
ment of the patient. 

The remedy for such a condition is obvious — the 
attending physician should be informed of the essential 
facts of the case when the patient is discharged. With a 
proper system this could easily be accomplished, especially 
at large hospitals where a stenographer is employed. The 
following plan is suggested: 

On leaving the hospital each patient is handed a card 
which states that his physician will be notified of his dis- 
charge and of his condition and treatment while at the 
hospital. Each house-officer should dictate to a stenog- 
rapher a brief report of each patient to be discharged 
on that day. In this report would be given a few essen- 
tial facts in the history of the case since entrance, the 
results of important examinations and of operations, the 
diagnosis and the treatment. It should not take more 
than five to fifteen minutes a day for a house-officer to 
dictate all of his reports, and with a proper set of blanks 
to be filled out, the stenographer’s work could be made 
very simple. The sum of two hundred and fifty dollars a 
year would probably cover the expense of sending all the 
necessary reports in a hospital of three hundred beds. 

It may be said that this information can be obtained 
by the physicians themselves if they apply to the hospital. 
It is exceedingly difficult, however, and a very time-con- 
suming affair to the physician, to get any direct and accu- 
rate information about his patients, and he has the feeling 
that he is putting someone to a great deal of trouble. As 
a result most men do not find out about their patients. 

There are three principal advantages of such a plan as 
the one outlined. 

(1) The advantage to the patients, and especially to the 
better class of -hospital patients. This has already been 
emphasized. If this should become a practice at the 
hospitals it would be a great benefit gained for the sick poor 
of the community. 

(2) Its educational value to physicians. The opportuni- 
ties which most physicians have to control their diagnoses 
and learn their mistakes by means of consultations or by 
autopsies are very few. If they could know the facts 
about every case sent to the hospital their opportunities 
for learning in this way would be greatly increased. A 
physician would find out what examinations had aided in 
making the diagnosis, and he would so learn the value of 
new scientific methods. 

(3) Its value for medical research. There are physicians 
of large experience, not connected with hospitals, who 
have been well trained and who should contribute more 
than they do to the advancement of medical knowledge. 
Such men would be stimulated to do this if they were able 
to follow all of their cases and could keep more in touch 
with hospitals and the methods employed there. Further- 
more, if physicians knew that they would be informed 
about their cases, they would be glad to send their unusual 
and obscure cases to the hospital, instead of feeling as at 
present that they must hold on to them if they are to 
learn anything from them. In this way the hospitals 
would receive a larger proportion of the unusual and rare 
diseases, thus increasing their opportunities for medical 
research. 

As the three chief functions of a hospital are, to care for 
the sick poor, to educate physicians, and to increase 
medical knowledge, it would seem that a minute portion 
of the hospital funds could not be spent in any better 
way to promote these objects. 

Very truly yours, 





Francis P. Denny, M.D. 
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RECORD OF MORTALITY : 
FoR THE WEEK ENDING SATURDAY, JANUARY 21, 1905. 
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Deaths reported, 2,563; under five years of age, 967; princi- 
pal infectious diseases (smallpox, measles, scarlet fever, 
cerebrospinal meningitis, diphtheria and croup, diarrheal 
diseases, whooping cough, erysipelas, fevers and consumption) 
712; acute lung disease 746, consumption 377, scarlet fever 22, 
whooping cough 7, cerebrospinal meningitis 33, smallpox 1, 
erysipelas 12, puerperal fever 17, measles 11, typhoid fever 37, 
diarrheal diseases 86, diphtheria and croup 77. — 

From whooping cough, New York 1, Chicago 3, Philadelphia 
2, Providence 1. From scarlet fever, New York 14, Chicago 3, 
Philadelphia 2, Providence 1, Boston 2. From cerebrospinal 
meningitis, New York 30, Baltimore 1, Worcester 2. From 
smallpox, Chicago 1. From erysipelas, New York 5, Chicago 
2, Philadelphia 4, Boston 1. From typhoid fever, New York 
12, Chicago 9, Philadelphia 12, Baltimore 1, Fall River 1, Salem 2. 

In the seventy-six great towns of England and Wales, with an 
estimated population of 15,609,377, for the week ending Jan. 7, 
1905, the death-rate was 19.9. Deaths reported 5,955; acute dis- 
eases of the respiratory organs (London) 275, whooping cough 
97, diphtheria 70, measles 123, smallpox 3, scarlet fever 40. 

The death-rate ranged from 10.0 in Leyton to 37.4 in Merthyr 
Tydfil; London 18.5, West Ham 15.2. Brighton 15.6, Southamp- 
ton 15.9, Plymouth 24.7, Bristol 19.6, Birmingham 21.2, Leicester 
12.8, Nottingham 28.8, Birkenhead 16.6, Liverpool 23.6, Wigan 
21.7, Bolton 17.3, Manchester 22.6, Salford 21.8, Halifax 23.1, 
Bradford 24.7, Leeds 20.5, Hull 22.0, Sheffield 21.3, Neweastle- 
on-Tyne 18.9, Cardift 19.7, Rhondda 23.4, Whillesden 15.9, 
York 20.9, Hanley 25.0. 





METEOROLOGICAL RECORD. 


For the week ending January 21, in Boston, according to 
observations furnished by Sergeant J. W. Smith of the United 
States Signal Corps: 
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*O., cloudy; C., clear; F., fair; G., fog; H., hazy; S., smoky; 
R., rain; T., threatening; N., snow; —, below zero. ft Indicates trace 
of rainfall. @@- Means for week. 
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@riginal Articles. 


A CASE OF CHYLOUS CYST OF THE 
ABDOMEN.* 


BY MAURICE H. RICHARDSON, M.D., 
Professor of Clinical Surgery, Harvard University. 


JosepH P., aged eleven, patient of Dr. Robert 
A. Reid, Newtonville, one of six children, of 
healthy parents, was noticed in the summer of 
1903 to have a fullness in the abdomen. This 
fullness was especially prominent over the navel 
and over the right side. The patient suffered 
somewhat from nervous symptoms and at times 
had acute indigestion. His mother said it seemed 
as if something were pressing on the large intes- 
tine. 

Dr. Reid referred this patient to me in October, 
1904, with the opinion that fluid of some character 
was present in the abdomen, but not free in the 
peritoneal cavity. In the first week of October, 
the patient had had nausea and vomiting which 
lasted a number of hours. With the nausea and 
vomiting there was diarrhea, but there was no 
pain. A year before the patient began to have 
what seemed to be “falling spells,’’ and the family 
thought that it was chorea. He would hold his 
throat and say that he could not get his breath. 
These attacks, however, proved to be of trivial 
nervous nature, and they disappeared. In June 
of the present year he showed signs of abdominal 
distention. He was easily fatigued and short of 
breath. 


On physical examination I found a rather thin, 
cachectic boy with a very prominent abdomen. He 
was extremely emaciated; the ribs were prominent; 
and over the epigastrium on both sides the cage of the 
thorax was much dilated. The fluid pushed out in 
all directions the costal margins. The abdomen was 
much distended and contained fluid. Repeated and 
careful examinations seemed to show fluid filling the 
abdominal cavity and perfectly free. The tempera- 
ture was 100°. 

I made a diagnosis of tubercular peritonitis, advised 
operation in the near future, and gave a guarded prog 
nosis. On Oct. 21, 1904, I opened the abdomen, 
making a small incision between the umbilicus and 
pubes. As I dissected through the abdominal layers 
| spoke of the changes which would be seen in the 
peritoneum, saying that it would be thickened, 
opaque, pearly, with miliary nodules. I went straight 
into the peritoneal cavity, however, finding none 
of these changes, and came upon a white, fragile-walled 
cyst covered with small blood vessels, most of which 
ran transversely. The ascending colon and caput 
ceci were out of sight to the right. The tumor 
filled the peritoneal cavity. The incision was then 
enlarged sufficiently to admit the hand. The cyst 
Was then seen to be retro-peritoneal, extending up 
under the liver and to the right. It seemed at first 
to be a hydronephrosis, for in close approximation 
with the upper part of it I could feel the right kidney. 

Having determined to attempt the enucleation of 
this cyst, I began by tying across its vascular peri- 
toneal covering in sections, with the Cleveland needle. 
The cyst was then easily separable. Separation, how- 
ever, ruptured here and there the thin-walled sac, 
allowing a milky fluid, suggesting chylous cyst of the 

* Read before the Obstetrica] Society of Boston, Oct. 25, 1904. 








mesentery, to escape. I proceeded very deliberately 
to divide all attachments in sections with the needle, 
and to cut between the sutures. The cyst was emptied 
through an incision in its wall, and the contents (eight 
pints) escaped into a basin. The collapsed sac was 
then carefully separated from all attachments, the 
dissection being made with blunt curved scissors and 
gauze. The ascending colon, hepatic flexure of colon, 
and vertical portion of the duodenum were successively 
separated. At no place was there any mesentery, 
or any omentum. No mesenteric vessels whatever were 
either seen or divided. A considerable area of attach- 
ments was left after the separation had been carried 
down to the very base, which was the anterior surface 
of the right kidney. It seemed as if the cyst were in 
reality renal. Although the attachments were more 
dense and less easily separated here than elsewhere, 
there was no real connection between the cyst and 
the kidney. The blood vessels here were small; even 
in the very depths of the dissection it was unneces- 
sary to apply ligatures or snaps. The cyst was, in 
fact, retro-peritoneal; but it involved the actual 
structure of no organs whatsoever. Nor were the 
essential attachments of any organ involved. Liga- 
tion of the whole anterior covering of the tumor did 
not compromise in the least the blood supply of the 
intestine. Of this I am positive, for I was on the 
lookout for the mesenteric blood supply of the colon, 
so often destroyed in operations upon the pylorus. 
The visceral boundaries of the cyst above were the 
base of the gall bladder and the parts about the fora- 
men of Winslow. To the left were the second (vertical) 
portion of the duodenum and the angle of the hepatic 
flexure of the colon and caput ceci, as well as the usual 
reflexion of the peritoneum from the loin. Posteriorly 
were the right kidney, the lumbar and iliac muscles. 
From this attachment the anterior cyst wall had be- 
come stretched until it filled and was in contact with 
the whole peritoneal cavity. The actual visceral 
attachments, left bare and raw by the separation, 
were the structures mentioned. This raw surface was 
immediately closed and covered by the falling into 
normal position of the duodenum and colon. 

No dilated lymph vessels were seen. In fact, noth- 
ing whatever abnormal was detected. Whether the 
cyst was a dilatation of the receptaculum chyli or one 
of its tributaries, I could not make out. After the 
removal of the sac there was no escape of fluid and no 
evidence of a dilated lymph or other vessel. The 
base of the tumor did not reach into the space occupied 
by the receptaculum, nor was it as high as this reservoir. 

The gross appearances of the tumor suggested at 
once a chylous cyst. It did not in any way, however, 
involve the mesentery. Indeed, it was remote from 
the mesentery. 

After the removal of this cyst the boy made a rapid 
and very satisfactory recovery. Dr. Reid reports that 
he is gaining in flesh and strength every day, and that 
he is getting fat and rosy. On Feb. 1, 1905, the father 
wrote: “Iam glad to report that our son Joseph is 
back in school again, and able to do anything and 
everything other boys of his age do.” 

Dr. W. F. Whitney’s report is as follows: 

The specimen consisted of a thin-walled sac which 
must have contained about a litre of fluid. Upon 
examination it showed one very smooth, fibrous look- 
ing surface, the other slightly rougher. 

Microscopic examination showed one wall to be 
composed of rather loose fibrous tissue in which were 
numerous relatively large blood vessels, many of them 
filled with blood. Next to this came a zone of denser 
fibrous tissue in which were bundles of what seemed 
to be smooth, muscular fibre, and these were also 
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found lying directly on the other surface on which, 
in one or two places, a few scattered endothelial or 
epithelial cells were found. 

The contents received from this consisted of 500 ce. 
of a milky fluid, the specific gravity, 1,020, and abun- 
dant albumin. On testing with osmic acid a slight 
blackish discoloration was noticed. After destroying 
with sulphuric acid and centrifuging, a curd-like layer 
was thrown to the top of the tube. On testing this 
with osmic acid a very marked black precipitate was 
formed showing the presence of free fat. 

Microscopic examination of the fluid showed a finely 
granular compound in which were numerous large 
granular corpuscles. 

Diagnosis; Chylous cyst. 

The diagnosis in this case was extremely inter- 
esting to me. It illustrated what | have been 
preaching and practicing for a good many Years, 
namely, that one must not be too sure in assum- 
ing that a case is a grave one or a hopeless one, 
on the strength of his diagnosis. I never felt 
more firmly convineed of the truth of my opinion 
than | did in this ease. The chances seemed to 
me a hundred to one that this was tubercular 
peritonitis. Whatever one’s belief and exper- 
ience may be as to the practical treatment of 
tubercular peritonitis — whether by incision, 
aspiration, or by purely medical methods—a ehy]- 
ous eyst like that in the present case certainly does 
not admit of any relief except by surgical means. 
One who does not believe in surgical measures 
in these cases must be very sure of the truth of 
his opinion if that opinion is adverse to operation. 
Time and again I have operated in cases of what 
I could not but believe to be hopeless disease, and 
have found an easily remedied condition of things, 
but a condition which if left to itself would have 
been necessarily fatal. Not that 1 would recom- 
mend exploratory operation for the sake of diag- 
nosis; but | would raise my voice against the 
assumption that any human opinion is necessarily 
correct, especially if that opinion condemns a 
patient to inevitable death. One naturally 
believes that there are vases in which his diag- 
nosis cannot be wrong. There are such cases, 
and the ease here reported seemed one of them. I 
could not believe that my diagnosis was wrong 
in this instance. Is there not, therefore, in all 
cases — no matter how hopeless they may seem — 
some possibility of relief by surgical measures? 
These lines of thought lead one to the argument 
which has done more harm than good: ‘‘ Without 
operation there is no hope, ergo operate.’ The 
difficulty lies in the definition of the hopeless 
case. There are, of course, cases in which the 
evidence is too strong to give the slightest support 
to an exploration,—for instanee, cases of abdom- 
inal distention and masses secondary to cancer 
of the breast. But even in a ease in which, after 
removal of cancer of the breast, the abdomen is 
filled with fluid and with solid masses, has one 
the right to assume that there is a metastasis 
from the breast? I think the chances of there 
being an ovarian tumor --- a condition of things 
which surgery might remedy —- are quite as good 
as In the ease reported in this paper. There is 
zertainly one chance in a hundred that a curable 
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abdominal tumor may be coincident with a cured 
mammary cancer. 

There are, of course, many cases in which even 
the most radical opinions do not permit an explo- 
ration. Take, for instance, a case of pylorectomy 
for cancer of the stomach in which, after two 
years of extraordinary improvement and a gain 
of a hundred pounds in weight there is a recur- 
renee reaching to the sear of the abdominal 
wound, —- in which the whole area is a mass of 
unmistakable cancer. In such a ease the liveliest 
imagination does not suggest a possibility of 
cure, espevially if microscopic examination of the 
presenting masses confirms the diagnosis. 

Chylous ascites I have seen, and chylous 
mesenteric eysts. A ease of the latter lesion | 
saw operated upon by Dr. Odlin of Melrose. In 
this case the cysts were so tense as to suggest the 
diagnosis of uterine fibroid. The sae was situ- 
ated in the mesentery. Its walls, like the walls 
of this one, were fragile, and were unavoidably 
ruptured during enucleation. They were easily 
separated with the fingers. 

In the case of chylous ascites the source of the 
fluid was evidently in the lacteals, for they were 
everywhere distinctly visible, distended with 
white fluid, The effusion was evidently caused 
by some obstruction to the lymph vessels. 

I onee removed a cyst from the left upper 
quadrant of the abdomen in a child,’ a patient of 
Dr. Bowers of Clinton. This eyst was recalled 
to my mind by the one here described. It filled 
the abdumen; it was easily separated down to, 
and including its deepest attachments. It con- 
tained, however, a clear fluid. The situation of 
the tumor in close relation to the pancreas, with 
Dr. Whitnev’s report. led to its classification 
among the pancreatic tumors, and it was reported 
as a pancreatic cyst. The child has now grown 
to vigorous manhood, so Dr. Bowers reported to 
me recently. 

The effect of a case like the present upon a 
conservative mind is, | think, to throw healthy 
doubt upon the infallibility of one’s opinion, 
to give a strong hope in serious cases and a glimpse 
of encouragement in the apparentlv hopeless. 

eS are 
THE ACTIVE TREATMENT OF GONORRHEA IN 
ITS EARLY STAGES. 
BY FREDERIC J, COTTON, M.D., BOSTON, 
Assistant Surgeon, Boston City Hospital; Surgeon Genito-Urinary 
Department, Boston Dispensary. 

THERE should be no need of argument in favor 
of the active treatment of gonorrhea. It is our 
duty to afford patients suffering with this disease 
the most efficient relief possible, and not to 
palliate symptoms in hope that the disease will 
run a self-limited course, leaving the patient, 
meanwhile, to the chance of complications and 
of chronic disorders. The writer believes thor- 
oughly that gonorrhea is amenable to treatment. 
that all save the rarest cases may be entirely 
cured, that treatment should be active, and that 
it should be instituted as early as possible. 


1 Boston MEDICAL AND SuRGICAL JOURNAL of March 21, 1895: ‘A 
Case of Pancreatic Cyst Treated by Drainage.”’ 
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Much of the a dene: 3 in the t treat- 
ment of gonorrhea arises from honest scepticism 
as to the results of treatment. In part this is, 
no doubt, due to the lack of agreement as to 
methods among those who should speak with 
authority. In part it is due to failures charge- 
able to faulty technique and misapplied methods. 
It is easy to lose sight of the necessity for judg- 
ment and care owing to the fact that unfortunate 
stress is often laid on the medicaments to be used, 
and little study given to the indications for their 
use or to their limitations. This has always been 
true and is even more obvious of late. No year 
goes by without the appearance of at least one 
new organic silver compound, each more silvery 
than the last, less irritating, more germicidal, 
rach accompanied by optimistic assurances that 
simple injections of this preparation assure a 
rapid cure. One might suppose the whole prob- 
lem solved with a prescription and a syringe. 

There is no doubt of the value of some of these 
more modern preparations; intelligently used 
they render good service, but used as a routine 
reatment, relied on because they kill gonococci 
in vitro, they disappoint us as does any other 
fixed routine treatment. 

There is no ideal treatment of urethritis, and 
the best methods and the best technique give 
somewhat variable results, but we have to-day 
asufficiently accurate knowledge of the pathology 
of the disease to know what we wish to accom- 


plish, and means and methods which, properly 
applied, will realize our aims with very fair 
success. 


In this paper, the writer wishes to outline a 
scheme of treatment, followed for some years, 
which is the only one that has, in his hands, 
vielded any large proportion of satisfactory re- 
sults — satisfactory both in time required and 
in freedom from complications. It has, at the 
same time, given results even in the least favor- 
able cases as good as the average attained by 
other means. 

The scheme may be summed up as a combina- 
tion of modern irrigation methods with the still 
more modern germicidal treatment which has 
definite advantages over either used alone. 
This is nothing radically new, but a combination 
resulting from much experimenting with various 
much-advocated schemes; it was first suggested 


by a consideration of what we know ‘of the 
pathology and the repair processes of gonorrhea, 


being an attempt to accomplish what seems 
reasonably possible in influencing these processes ; 
the exact methods are, of course, those which 
best withstood the trying-out on a long series of 

‘ases experimented on. 

It may be well to take up the matter by con- 
sidering what is known that is of possible value 
to us, of the pathology of the disease and the 
course of cure under natural conditions in uncom- 
plicated cases. Gonorrhea is the result of the 
introduction of gonococci within the urethra. 
At first it is confined to the fossa navicularis and 
its neighborhood, the gonococci multiplying on 
the surface of the epithelium over a constantly 
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ssiesiaiinat: area. At this penne an are no 
symptoms. There is some excess of mucus and 
some increase of the normal desquamation of 
epithelium. Smears show the gonococci already 
numerous, but lying on the surface of epithelial 
cells and in no relation to the scattered leucocytes. 
Presently pus formation begins; the gonococci 
having grown down through the loosened epithe- 
lium begin to produce results. They are now 
to be found within the leucocytes as well as on 
the epithelium; phagocytic action has begun. 
By this time, or even before pus or definite symp- 
toms appear, the gonococci have already pene- 

trated some distance. According to the best 
on available,’ three days suffice for the bacteria 
to penetrate the full depth of the mucous mem- 
brane, especially in the protected follicles. 
Meanwhile the area involved increases and within 
a week most of the pendulous portion is contribut- 
ing its share to the abundant discharge, and the 
urethral walls have become infiltrated, swollen 
and relatively rigid, so that even the stream of 
urine does not suffice to distend them and to 
cleanse their folds. 

After a time, usually three or four weeks, 
stage of defervescence is begun. Gonococci be- 
come less numerous, the infiltration of the walls 
gradually lessens, and finally most or all of the 
gonococci are carried to the surface by the pha- 
gocytic cells. The discharge meanwhile de- 
creases till it is represented only by shreds in 
which pus is more and more replaced by epithelial 
cells thrown off in the active regenerative process. 
In favorable cases this process progresses until 
soon the urethra is normal save for some conges- 
tion and a continued overformation of epithelium 
in shreds. 

In this process of repair the phagocytes play 
an important part, but it is very doubtful if 
phagocytosis is the whole story. If it were we 
should have more recurrences, for often gono- 
cocci persist in the urethra when there is next 
to no pus production, while their virulence is 
attested by the severity of such recurrences as 
do oceur. The theory of protection against rein- 
fection by the new-formed epithelium seems inad- 
equate. There must be some form of serum 
protection developed in the course of the disease. 
As yet, however, we know nothing definite about 
it. What we do know is that after a time the 
multiplication of gonococci in the depths of the 
mucous membrane fails to keep pace with their 
elimination by phagocytic action or otherwise, 
and they disappear or again become superficial 
in their distribution. 

The early penetration of gonococci into the 
tissues has been long known and used as an 
argument. It is quite true that after twenty- 
four to forty-eight hours it is very improbable 
that any germicide can reach all the gonococci; 
and the “ penetrating” action of the various 
germicides is doubtful, despite all we hear, and 
apparently i is not established by any data as to 
their penetration into living tissue. But it does 
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not follow that germicides are useless. If the 
bacteria that are accessible can be killed, we 
shall, at least, have hindered the spread of infec- 
tion to some extent, and it is at least possible 
that elimination of gonococci from the deeper 
layers may be furthered by other means while 
we depend on germicides for their actual destruc- 
tion at the surface. Reasoning from analogy 
with other infections of mucous membranes, it 
seems not impossible to exert through treatment 
some effect on this elimination of the deeper 
infection and on the infiltration and suppuration 
which accompany it. Later in the disease it is 
obvious that the mechanical emptying of the 
crypts may at least render lurking gonococci 
accessible to germicides, and in the earlier stages 
this, and I believe much more, may be done 
toward the clearing out of the cocci. 

The lesson of pathology is not that germicides 
are useless, but that germicidal treatment alone 
will not suffice; that after two days or so we 
already have an established inflammation to deal 
with — an infectious disease and not simply a 
superficial infection. 

In the first stage, therefore, we have an infec- 
tion possibly amenable to germicides alone. 

In the second stage we have to deal with a 
deep infection and infiltration. Our problem is 
to promote elimination of the infecting gonococci, 
to destroy such as may be reached, and to do 
all we can to prevent the involvement of fresh 
areas (up and backward) in the process. 

In the third stage we still have to deal with 
both elimination and destruction, but the elimi- 
nation must be a dislodgment of bacteria from 
follicles and crypts, rather than from the deep 
layers throughout the walls. 

In the final stage we have, in properly treated 
vases at least, only a mild muco-purulent dis- 
charge to cure, a catarrh without gonococci. 

To accomplish these things as here outlined in 
the various stages seems @ priori practicable, no 
other scheme of treatment does seem promising. 
More than this, our knowledge of the pathology 
does not tell us as yet. We must try to accom- 
plish these ends in such fashion as we can, relying 
on our own and others’ experience of the action 
of the enormous number of medicaments and 
methods that have been tried. For our present 
purpose the writer will consider only those with 
which he has had some personal experience. 

Tor several years the writer has been working 
on the large material of the Genito-Urinary 
Clinic at the Boston Dispensary and in office 
work, in the endeavor safely to attain reasonably 
rapid results in gonorrheal cases, and during this 
experimenting has tried most of the recommended 
chemicals according to many methods. The 
beginning goes back to a time when the methods 
mainly in vogue in this vicinity were two — 
Finger’s plan ? of laissez faire, followed after the 
acme by astringent and irritant irrigations to 
promote chemotaxis; and a method of perman- 
ganate irrigation, supposed to be Janet’s, which 
it was not. Very strong (1% or 2%) silver was 
? Advocated by him in the nineties, not his recent routine. 





then just being abandoned, and for excellent 
reasons. Corrosive sublimate and weak silver 
nitrate injections had some vogue for a few years, 
but as a single routine treatment have proved 
unsatisfactory and are little used in this way 
to-day. 

Essentially astringent injections, of which 
sulphate of zinc is a type, are the active ingredient 
in many of the old formule; a few years ago 
they were much used as a routine, now we know 
that they do excellent work in later stages, but 
they are much less used in early acute cases. 

Later came the vogue of the non-irritant solu- 
tions of silver, argentamin, argonin — argonin LL 
—itrol, orthophosphate of silver, ichthargin, 
albargin, largin, nargol, protargol, argyrol, pic- 
ratol, and a number of others. The later of these 
are still the vogue. Like the rest they have their 
place, but that place is not as a sole treatment of 
an acutely infected urethra. The writer has 
worked with several of these preparations, begin- 
ning with Dr. G. W. Allen in 1898 with argonin 
applied to a test series of acute first attacks, with 
fair results.* To-day protargol and argyrol are 
in the field. In the writer’s opinion they are 
better than their predecessors and of great yalue, 
but valuable only when used with a knowledge 
of their limitations. 

Other recent preparations, acetozone, picric 
acid, mercurol, ete., have had their trial and gone 
their way without apparently winning a per- 
manent place. The only medicaments in the 
whole list which have kept their repute may be 
said to be: 


I. Bland injections: Potassium permanganate. 

II. Germicides: weak silver nitrate, protargol, 
argyrol. 

III. Irritant and germicide; Corrosive sublimate, 
silver nitrate in stronger solution. 

IV. Astringent: Zine sulphate. 


This, even brought to these lowest terms, is a 
considerable list. The question is, What can be 
accomplished clinically with each or all of these? 
First as to very early cases — those possibly 
fully accessible to germicides. In these cases 
abortion is a possibility. It may sometimes be 
accomplished by any of the germicides, stronger 
nitrate solutions, corrosive, or even the organic 
silver combinations. But this is practicable only 
in those cases where gonococci are found present 
in the urethra very early after exposure, before 
the starting of discharge or definite symptoms. 
Such opportunities are rare. The patient usually 
comes to the surgeon when and because he has 
symptoms, and at this stage actual abortion is 
possible, so far as the writer knows, only by using 
very strong nitrate solutions, and then only in 
so small a proportion of cases that the risk of 
using this injection as a routine is not justified. 
Weaker germicides are powerless to accomplish 
this result. There is, however, no reason against 
a germicidal treatment to diminish infection with 
the hope not of abortion but of rapid cure, and 


3 At the time so many impossibly rosy conclusions were being 
advanced that we decided to withhold our results. They have 
never been published. 
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it is with this end in view that the organic silver 
salts have mainly been used as sole treatment. 
The writer has so treated many cases and has 
seen a good many that have been so treated by 
others, but cannot heartily commend the results 


of this routine used alone. In weaker solutions 
the germicidal action is slight; in stronger solu- 
tions there is a germicidal effect, but not all 
gonococci are killed out, and meanwhile the 
symptoms of disease do not subside satisfac- 
torily. Often, especially with protargol, if strong 
enough percentages are used to act as real germ- 
icides, the effect is irritant, compelling a change of 
treatment. 

Picratol seems to act better as a germicide in 
weak solution than either argyrol or protargol, 
so far as the writer’s limited trial of it shows. 

On the average, however, none of these germi- 
cides alone has given first-rate results in cases 
where the discharge was already established. 
Karly posterior infections seem unduly common, 
and persistence of urethral infiltration (even 
when the discharge is decreased) and recurrence 
on cessation of treatment have been too frequent. 
These agents do not, alone, kill out the infection, 
and there are better methods of mitigating symp- 
toms. 

For the lessening of symptoms per se, that is, 
the relief of ardor and of discharge, and for the 
lessening of infiltration, the most satisfactory 
method is that of frequent, profuse, hot, bland 
irrigations. In practice this means permanganate 
injections, though it is very probable that the 
specific action of the permanganate is slight. 
Janet, who has so strongly commended perman- 
ganate in treatment, claims a peculiar resultant 
edema which gives, he tells us, a soil unfavorable 
to gonococcus growth, but there are apparently 
no data to show whether this is due to perman- 
ganate as such or merely to the effect of prolonged 
and hot irrigation. The latter view would seem 
to be indicated by the apparently equal results of 
strong or weak permanganate solutions, and 
especially by the results of hot water irrigation,‘ 
and the considerable series of cases reported by 
Woodruff®> with excellent results from very fre- 
quent hot irrigations of deci-normal salt solution. 
The mechanical washing is certainly useful. The 
oft-repeated stretching and collapse of a proper 
irrigation give an excellent emptying out of 
folds and of follicles, and the prolonged contact of 
fluid at high temperature may have much value. 
As to any germicidal or other special effect of 
permanganate the writer is inclined, to doubt its 
importance. 

Whatever be the exact explanation, the net 
result of these permanganate injections, clini- 
cally, is marked relief of subjective symptoms, 
diminution of the discharge to a minimum, a 
lessened infiltration of the urethra, and, if the 
technique be satisfactory, a checking of the 
backward spread of the infection. The gonococci 
diminish in number or disappear from the dis- 


ae Cbl. f. s. Krankh. der Harn- und Sexualorgane, xi 
eft 7. 


5 Woodruff: Med. Record, 1901, lix, 401. 





charge, and in time we get cures in a large pro- 
portion of cases. No other method approaches 
this in relieving symptoms, and if these irriga- 
tions can be skillfully given twice, or even once 
a day, the patient is kept very comfortable, 
free from pain and nearly free from discharge. 
But rapid cures are not often obtained in this 
way. In the rule we get gonococci outlasting 
the symptoms they cause;* a cessation of treat- 
ment is followed by a return of pus and we must 
begin again and are apt to reach a cure only after 
a month or so. The method is an excellent one, 
but it is slow. Somewhat more satisfactory is . 
the plan of switching over, when the urethra has 
become tolerant, to similar profuse irrigations 
of silver nitrate from gjy5 up to si55 
The nitrate has a germicidal as well as an astrin- 
gent effect. It cannot, however, be used until 
rather late; used early in any concentration that 
would be useful it gives rise to much irritation, 
except in tough and experienced urethre where 
it may render excellent service from the start. 
Corrosive sublimate may be equally serviceable 
after the first stage but has no advantage. The 
astringents pure and simple often act well at this 
time, but have next to no antiseptic power. 
Used early they relieve symptoms somewhat, 
but that is all. Used later they serve all purposes 
save disinfection. After the process no longer 
depends on present infection they are, however, 
most in place and indispensable to the cleaning 
up of shreds in some cases that have lasted long. 
The writer’s method has been to combine the 
method of profuse irrigation with the use of germi- 
cides from the start and in this way to obtain 
combined results. The germicides may, in this 
way, be used in stronger solution than if used 
alone, owing to the lessened sensibility; owing 
to previous cleansing the solution comes in more 
direct contact with the epithelium, and since 
irrigations are done under an alternating pressure 
that helps empty the follicles even these lurking- 
places of infection are rendered more accessible. 
By using silver preparations in this way very 
fair germicidal results are obtained. At the 
same time the relief of symptoms is assured by 
the irrigations. On this basis and only on this 
basis has the writer attained satisfactory results. 
Of course, the results are not uniform. In 
most cases where the disease is attacked early 
and the treatment fully carried out the disease is 
cut short as an anterior process and lasts only 
from ten days to three weeks and this without 
subjective symptoms and with a minimal dis- 
charge, often no more than a morning drop after 
the first day or two. Not all cases do this, and 
with cases where there is already a profuse dis- 
charge, whether with or without posterior involve- 
ment, the results, while very satisfactory as to 
reduction of symptoms, are not always so good 
as far as the cure of the infection is concerned. 
_® Rarely we find gonococci present in enormous numbers at a 
time when the total discharge is a matter of a few drops only, and 
only partly purulent. These cases do not relapse quickly when 
treatment is omitted, but they do relapse. Whatever inhibition 


has been exerted on these gonococci is evidently only fleeting. 
More often the remaining gonococci are so few as to be overlooked, 





but the result is the same. 
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Some such cases do ¢ re un up very promptly, others 


show persistence of a few gonococci and tend to 
recur. Rarely there develops a posterior infec- 
tion. In all cases, however, where posterior 
infections have appeared under this course of 
treatment they have been very mild and of very 
short duration as if the virulence of the gonococci 
had been lessened. 

It has been the writer’s habit when discharge 
has ceased and shreds are very few and gonococci 
have been apparently absent for some days, to 
cease treatment entirely for about four days to 
test results. In the cases where there is a return 
of gonococci and discharge a short course of the 

same treatment will usually clear up the process 
permanently. As a rule, however, by this time 
the urethra is become insensitive and tolerant, 
and silver nitrate injections are equally service- 
able. Moreover, nitrate injections call for less 
frequent repetition and the treatment can thus 
be made less burdensome without being less 
efficient. 

The practical detail of this method is about as 
follows: 

(a) In cases where,treatment is begun at the first 
appearance of discharge. Immediate gravity irri- 
gation with permanganate of potash go'yo, as 
hot as can be borne comfortably, in large quantity, 
followed by syringe injection of 5% solution of 
protargol or argyrol held in for five or ten minutes. 
This procedure is repeated twice a day in the 
same way save that at the second or third injec- 
tion the silver solution is pushed up to 10% and 
is held in fifteen or twenty minutes. 

After three days the interval is lengthened, 
the routine is carried out but once a day. 

At ten days to two weeks the process is usually 
apparently gone save for some shreds, and treat- 
ment is interrupted to test results. 

(b) Where there is already a discharge, ardor, 
and a stiff urethra. Permanganate alone is 
usually used until conditions improve enough to 
give the protargol proper access to the urethra 
wall. Before this it is nearly useless and may be 
irritant. Usually the protargol can be profitably 
added to the treatment at the second or third 
treatment. These cases are not as a rule fit to 
test as to cure before two or three weeks. 

(c) Where there is already a posterior infection. 
The treatment is the same except that about every 
fourth treatment a posterior irrigation with 
permanganate is added. This is usually suffi- 
cient and the writer has never become convinced 
of the utility of using silver proteids in the pos- 
terior urethra. These posterior cases, of course, 
last longer,and unless things look very encourag- 
ing it has often seemed unwise to attempt treat- 
ment even of the anterior process more than once 
a day. 

In any of the cases if a discharge recurs after 
ceasing treatment to test results or in any case 
where the disease is not apparently about well 
within three weeks the writer has found it advan- 
tageous to substitute irrigations of silver nitrate 
sooo TuNNIng up to seo OF qs'ba, OF OCCaSiON- 
ally corrosive sublimate ;s399 Or yo}oo- 
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In cases where there is a persistence of shreds 
after the infection has gone by zine sulphate solu- 
tions running up to about 1% render excellent 
service. 

Where early active treatment has kept dis- 
charge and infiltration down to a minimum there 
seems to be very little tendency to this persistence 
of shreds. Astringents are often unnecessary, 
and in the cases treated according to the above 
routine the writer has found the Tate 1 use of the 
endoscope and the dilator entirely superfluous, 
which has not been his experience when using 
other methods. 

As to the mechanical technique the writer 
would insist upon two points only; namely, that 
all irrigations be from the meatus without intro- 
duction of any instrument? and that the irriga- 
tions be carried out so that the anterior urethra 
shall be alternately well-distended and thoroughly 
collapsed. What form of nozzle and other appa- 
ratus is used is of secondary importance so long 
as it does the work and is familiar to the mani- 
pulator through much use. 

Personally the writer uses a Rees nozzle’ or a 
Kiefer, and latterly a glass double-current nozzle 
especially made for him which fits all forms of 
meatus as the Kiefer does not. With these is 
used an ordinary irrigator with a head of three 
feet for anterior and about five feet for posterior 
irrigation. Irrigations are done with the patient 
sitting or standing. 

Posterior irrigations are done with the same 
nozzle in the meatus in the way advoeated by 
Janet, by having the patient relax and try to 
urinate against a pressure of about five feet of 
water or rather of solution. Rarely this fails to 
work, and a catheter must be used for irrigation 
by Diday’s method. 

The case histories appended are not picked for 
good results, and as a whole may be classed as 
worse than the average that should be obtained, 
because they include eases that did not “ tend 
up.” They are chosen simply as giving a fair 
view of the course of various sorts of eases under 
this line of treatment. 


ACUTE CASES SEEN EARLY. EARLY CURE. 


CasE I. One previous infection several years ago; 
thoroughly cured. Exposure four days previous, seen 
on the first day that any discharge was noted. 

Ist day. Discharge already considerable and puru- 
lent. Many gonococci present intra- and extra-cellular. 
Permanganate irrigation, 1-8,000; 5% protargol. 

2d day, A. M. No discharge — few shreds.  Per- 
manganate; 5% protargol. P.M. A drop of pus at 
meatus. Perm: uinganate; 5% protargol. 

3d day, A.M. No discharge. Permanganate; 10% 
protargol. P.M. Same. 

4th day. Minimal discharge. No gonococci to be 
found. Permanganate and 10° protargol only once 
a day. 

5th day. No discharge, same routine. 

6th day. Same. 

Sth day. Same. No treatment yesterday. 


7 Irrigation with a catheter gives no advantage, and does certainly 
subject the inflamed urethea to needless trauma. Moreover, the 
writer has rarely been able to sence as satisfactory dilatation and 
emptying with the catheter in the canal. 

8Similar to the Valentine — preferred only because lighter and 
handier. 
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10th day. No discharge. Shreds minimal. Changed 
to irrigations with hot corrosive sublimate, 1-15,000. 

14th day. No treatment for four days. No dis- 
charge, almost no shreds; corrosive, 1-10,000. 

17th day. Same. 

20th day. No discharge, one shred only, showing 
microscopically nothing but epithelium. Urethra cali- 
brated for possible (old) stricture, and prostate exam- 
ined. Corrosive, 1-10,000. Discharged. 

The patient reported some weeks later, no recur- 
rence, entirely well. 

CasE II. Seven previous attacks. Last one under 
my care, entirely cured after about seven weeks, by 
permanganate irrigations, etc. Exposed three days ago. 
Now shows meatus puffy, with a drop of pus. Many 
gonococci, intracellular. Some epithelium with the pus. 

Ist day. Potassium permanganate, 1-6,000; 7% 
protargol, held in fifteen minutes. 

2d day, A.M. Drop of discharge. Permanganate; pro- 
targol, 7%, ten minutes. P.M. Same, protargol, 7%. 

3d day, A.M. Same. Permanganate. Protargol, 
5%. P.M. Same. 

4th day, A.M. Almost no discharge. 
to be found. 
P.M. Same. 

5th day, 


No gonococci 
Permanganate, 1-6,000; protargol, 7%. 


A.M. No discharge at all. Permanganate, 
protargol, P.M. Permanganate, no protargol. 

6th day. A drop of watery discharge in morning. 
Only moderate number of shreds. Permanganate and 
5% protargol, once a day only. 

From this point on, daily permanganate, protargol 
omitted; with this omission the watery discharge 
ceased. On the tenth day the few shreds showed 
hardly anything but epithelium, and silver nitrate and 
corrosive irrigations were used. At sixteen days 
treatment was interrupted to test. There was no re- 
currence, and on the twenty-fifth day, a week after 
the last treatment, the urethral caliber, and the pros- 
tate were overhauled. 

This patient reported eight days later, entirely well, 
without any shreds on examination. He has remained 
well for two years. 

Cask ILI. One previous attack a year ago under my 
care; thoroughly cured after six weeks of irrigations, 
Without remaining shreds. Exposure four days ago. 

Ist day. Discharge first noted to-day. There is 
how a moderate purulent discharge containing a good 
deal of epithelium. Many gonococci on epithelial cells, 
few in leucocytes. Permanganate, 1-6,000; protargol, 
5%. 


2d day, A.M. No discharge; few shreds. 


=07 
l7/o- 


Perman- 


ganate. Protargol, 5%. P.M. A drop of pus. Per- 
manganate, 1-8,000; protargol, 5%. 
3d day, A.M. Few shreds. Permanganate; pro- 


targol, 10%. Infiltration gone. P.M. A little dis- 
charge; protargol, 10%. 
4th day. No discharge. 
cocel found. 
omitted. 

Sth day. 
tenth day. 
on ninth day. 

10th day. No discharge. No symptoms. 
few and without gonococei, but with pus. 
sublimate anterior irrigation, 1-15,000. 

The sublimate injection was repeated (running up 
to 1-10,000) every three days till the twentieth day, 
there was then but one shred to be found, of epithelium 


Shreds purulent, no gono- 
Permanganate, 1-8,000. Protargol 


Same. Permanganate once a day till 
Meanwhile active exercise, some alcohol 


Shreds 
Corrosive 


only. Routine examination of urethra and _ prostate 
hegative, 


This patient was seen some weeks later. There had 
been no return of trouble and the urine was free from 
shreds. 





ACUTE CASE SEEN EARLY; INFECTION 
LONGER ‘‘ SHRED STAGE.” 


CURED EARLY. 


CasE IV. One infection previous. 
save occasionally few shreds. 

Ist day. Slight discharge appeared to-day. Incu- 
bation four days. Drop of pus only, but shows intra- 
and extra-cellular gonococci in fair number. Perman- 
ganate, 1-6,000; protargol, 5%, for ten minutes. 

2d day, A.M. Same. P.M. Same. 

3d day, A.M. Urethra dilatable without pain; no 
discharge except drop in morning. Same treatment, 
but 10% protargol. 

This treatment continued twice a day until fifth day, 
permanganate, 1-6,000; protargol, 10%, held for ten 
to twenty minutes. There was no discharge after the 
second day, but persistent shreds containing gonococci 
up to the fifth day. 

6th day. No discharge. A very few shreds without 
gonococci with a good proportion of epithelium. Ure- 
thra dilatable, insensitive. At this time the patient 
left town and carried out his own injections of 10% 
protargol for a week. 

14th day. Still shreds, but no discharge or symp- 
toms and no gonococci in the shreds. Permanganate 
irrigation every other day for a week, then astringent 
irrigations every four days. 

34th day. No discharge. One shred only, showing 
only mucus and epithelium. No gonococci. — Dis- 
charged. 

This patient was followed by telephone for several 
weeks; there was no recurrence, and an examination, a 
month later, showed a normal canal and normal urine 


Well for a year 


ACUTE CASE SEEN EARLY, PROGRESSED SATISFAC- 
TORILY FOR A TIME. RELAPSED FOR CAUSE, RE- 
TREATED. RELATIVELY EARLY CURE. 


Case V. One previous infection, cured. 
the second day of discharge. 

Ist day. Profuse purulent discharge; very many 
gonococci. Permanganate, 5°; protargol. 

2d day. Discharge much less. Permanganate, 10° 
protargol. 

3d day. Discharge entirely gone. Treatment re- 
peated. This was repeated once daily until the 
eleventh day. There was a minimal discharge twice 
during this time. Then he absented himself for three 
days and returned with a discharge containing gonoc- 
ocei and with a mild posterior infection without 
symptoms. 

Under routine permanganate and silver nitrate all 
this cleared up in thirteen days. 

26th day. Very slight, thin discharge, shreds; no 
gonococel. 

32d day. Discharge gone. Silver nitrate. 

34th day. Last appearance for treatment; appar- 
ently cured, few epithelial shreds in first portion only. 

This patient reported a few weeks later; had had no 
return. Urine examined showed one or two shreds 
only, of epithelial type. 


Seen on 


ACUTE CASE SEEN EARLY, RELAPSED FOR CAUSE. 
LONG PERSISTANCE OF GONOCOCCI WITHOUT OBVIOUS 
CAUSE. EVENTUAL CURE. 


Case VI. Two previous infections. The first with 
a gleet of some months, the second recovering promptly 
and without recurrence or persistent shreds. 

Ist day. Four days incubation, one day of symptoms. 
Discharge slight, containing much epithelium and some 
pus. Gonococci in fair number extra-and intra-cellular. 


Some infiltration of walls of urethra. Permangan- 
ate, 5% protargol, for four minutes. 
2d day, A.M. Discharge gone; few shreds, no 
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gonococci. Permanganate, 3% protargol, five minutes. 
P.M. Same. Permanganate, 2% protargol, five min- 
utes; urethra already fully dilatable. 

3d day, A.M. Two or three shreds only. Perman- 
ganate and 3% protargol for five minutes. P.M. Same, 
but protargol, 1% only. 

4th day. A.M. Few shreds only. No gonococci in 
them. Permanganate, 1-8,000, protargol, 2%, for 
four minutes. P.M. Same. 

5th day. Same a.m. and P.M. 

6th day. Same. Once a day only. Now no dis- 
charge. No symptoms, very few fine shreds. 

Omitted treatment and indulged in alcohol. Pus 
and many gonococci reappeared. Permanganate and 
protargol again abolished discharge in six days. 
Gonococci disappeared after three days. Shreds per- 
sisted and treatment with permanganate and protargol 
was carried out for two weeks. Shreds persisted and 
irrigations of silver nitrate were substituted, but on 
ceasing treatment (after a long interval of minimal 
shreds without gonococci and of nearly pure epithe- 
lium) there was a recurrence of pus and gonococci on 
the thirty-second day, and nitrate treatment was re- 
sumed for ten days, then dropped. There were then 
only one or two epithelial shreds, and the usual cali- 
bration and prostate examination before discharge a 
week later, with indulgence in liquor and coitus left a 
clean urine. There had been no return of trouble for 
a year after he was discharged. 


ACUTE CASES SEEN LATE. RAPID PERMANENT CURE. 


Case VII. Discharge of two weeks duration. No 
previous attack for many years. Has been under 
treatment for two weeks with methyl blue and with 
protargol bougies with no great improvement. 

Ist day. Moderate purulent discharge; gonococci. 
Permanganate, 1-5,000. 

2d day. Discharge almost gone. Shreds moderate in 
number. Permanganate and 3% protargol. No gon- 
ococci. 

3d day. No discharge at all. Permanganate only. 

4th day. No discharge. Permanganate, protargol, 
3%, held in eight minutes. 

5th day. Same. Exploration revealed a stricture two 
inches from meatus about fifteen F. in caliber. 

6th day. Same. 

7th day. No discharge, few shreds. Silver nitrate, 
1-4,000. 

8th day. Same. 

9th day. Same. 

12th day. No treatment for three days. Some 
shreds, but only of pure epithelial type. 

Reported at twenty-three days; only epithelial 
shreds. 

At thirty-eight days a fresh discharge appeared two 
days after fresh exposure. Considerable pus; no gon- 
ococci; entirely gone after one treatment with 
permanganate and 10% protargol. A few shreds 
persisted until a week later, when the anterior stric- 
ture was cut, they then rapidly and permanantly dis- 
appeared. No recurrence, and no shreds when seen 
a year later. 

Case VIII. One infection fifteen years ago or more. 
Present infection of eight days’ duration, treated only 
with santal oil. 

Ist day. Moderate discharge, rather thin; a good 
many typical gonococci. _Irrigation with perman- 
ganate. 

2d day. Discharge gone; shreds in fair amount. 
Permanganate, 5% protargol, for eight minutes. 

3d day. Shreds rather few. Permanganate, pro- 
targol 10%, for ten minutes. 

4th day. Shreds few. Permanganate, protargol, 


10%, for five minutes. From fourth to ninth day he 
had to carry out treatment at home. 

9th day. There are only a few shreds with no infil- 
tration remaining. Anterior injection of 5% protargol. 

11th day. No treatment for past two days. Few 
fine shreds only. Protargol, 5% every other day. 

18th day. Nothing in urine, apparently well. 

This patient reported some weeks later; there had 
been no recurrence of trouble; there were then no shreds 
in the urine. 

Case IX. One previous infection years ago. Seen 
two weeks after fresh discharge began. 

Ist day. Moderate purulent discharge, showing many 
gonococci. Daily permanganate irrigations and acet- 
ozone for a week. No improvement. 

7th day. No better. Permanganate, 5% protargol, 
for ten minutes. 

He could come in only every other day at which 
times permanganate and 5% protargol for ten minutes 
were used, 

17th day. No discharge; very few shreds. 

This patient quit treatment at seventeen days, but 
reported a few weeks later. There had been-no return 
and an examination of the urine showed no shreds at all. 


ACUTE CASE, SEEN LATE, RELAPSE FOR CAUSE, RE- 
TREATED. RELATIVELY RAPID CURE. 


Case X. First infection. One week duration. 

Ist day. Profuse purulent discharge; gonococci 
present. A severe acute anterior infection. Perman- 
ganate irrigation every other day. 

5th day. Discharge somewhat less. Permanganate 
irrigation daily, followed by 5% protargol. 


irrigation, anterior, with silver nitrate, 1-5,000. 

17th day. For some days only a few shreds in first 
urine. After indulgence in soda water without other 
cause, the discharge has recurred with slight posterior 
infection without symptoms. Gonococci again present. 
Silver nitrate continued as daily anterior irrigation, and 
every three days posterior injection as well. 

28th day. Gonococci again gone. 

29th day. No discharge, few shreds; no gonococci 
no sign of posterior infection. 

Treatment continued every two or three days for 
twelve days with anterior injections of weak silver 
nitrate. In the meantime there was no discharge and 
only a small and diminishing number of shreds. The 
patient reported five days after omitting all treatment. 
There was no trace of shreds in the urine. 


This is not a brilliant showing compared with 
some series published, but it is contended that it 
compares most favorably with what is actually 
accomplished. It may be repeated that these are 
not picked cases except in so far as notes on many 
cases were insufficient. The cases were of fresh 
urethritis with demonstrated gonococci and were 
in each case followed up long after to make sure 
of entire and permanent cure.’ The way to make 
a more brilliant showing is to report cases earlier; 
when discharge has ceased most patients, unless 
warned strongly, pronounce themselves cured and 
omit treatment; moreover, it is fair to draw con- 
clusions only from results obtained in fresh infec- 
tions in urethre not previously infected, or at 
least known to have been really cured of any 


® A cure in the writer’s notion means: (a) disappearance of all dis- 
charge; (b) disappearance of gonococci; (c) disappearance of ** glu- 
ing” of the meatus; (d) disappearance, permanently, of practically 





all pus from the few remaining shreds; epithelial shreds are, of 
course, not pathological. 


9th day. Discharge has wholly disappeared. Daily . 
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previous infection. The very frequent acute 
processes occurring in the course of quiet chronic 
gonorrhea often can be quickly cleaned up under 
any treatment, even with internal use of the 
palsams alone. 

To sum up, the writer believes thoroughly that 
all cases of early acute gonorrhea except in the 
presence of some contra-indication (such as 
phimosis or acute folliculitis) do better under 
active irrigation which in itself much reduces the 
severity of the disease, and he believes that the 
“ organic ” silver preparations used not alone but 
in combination with profuse bland irrigations 
accomplish definite results by germicidal action. 

By following out a routine based on this, varied 
to suit varying cases, we can effect a very rapid 
cure in a certain proportion of cases, a very con- 
siderable diminution of time of treatment re- 
quired in the other cases, a very comfortable con- 
dition as to symptoms during the course of 
treatment and, by no means least, the most 
efficient limitation as yet possible of the area 
involved as well as of the duration, and hence the 
best chance for avoidance of complications and 
chronic processes. 


atte 
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GLYCOSURIA IN PREGNANCY.* 


BY JAMES MARSH JACKSON, M.D., BOSTON, 
Physician to Out-Patients, Massachusetts General Hospital, 
AND JAMES R. TORBERT, M.D., BOSTON, 


to Out-Patients, Boston Lying-In Hospital; Assistant 
in Obstetrics, Harvard Medical School. 


Biot in 1856 found a physiological glycosuria 
in the urine of all women at the lying-in period, 
in all nursing women, and in a certain number 
of pregnant women. Sugar was present in 
amounts as high as 8 gr. per 1,000 cc. of urine. 
He did not state the kind of sugar found, and it 
was not until 1877 that Hofmeister demonstrated 
it to be lactose. Since that time many observers 
have noted the existence of glycosuria in this 
class of cases and have brought forward different 
theories to account for its presence. Brocard 
in 1898 found a temporary glycosuria in 60 out 
of 125 cases of pregnancy between the seventh 
and ninth months, the varieties of sugar being 
glucose and lactose. Marie des Bouvenes in 103 
pregnant women out of 353 examinations found 
109 positive glucose reactions, or about 40%. 
Commandeur and Porcher recently found glyco- 
suria present in twenty cases just prior to delivery. 
Very frequently the proportion of sugar found 
was so small that ordinary methods of determi- 
nation were not always delicate enough to 
demonstrate its presence. 

Brocard thought the glycosuria due to a distur- 
bance of general nutrition. Charrin, his co-worker, 
suggested that the excess of fat in the liver of 
pregnant women might explain this tendency. 
Commandeur and Porcher in a recent article upon 
the subject maintain that the uncertainty of the 
physiology of the breast has been the difficulty 
in determining the cause. They state that from 
the experiments of Paul Bert in 1884, which 

* Read before the Obstetrical Society of Boston, Oct. 25, 1904. 


Physician 





they have since confirmed, it has been definitely 
proven that glucose, which is made in the liver, 
is transformed in the breast into lactose. This 
process increases as lactation appears. When 
there is an excess of glucose in the liver or when 
the breast is not ready for action this excess of 
glucose is thrown into the blood and appears in 
the urine. Then there is a temporary glycosuria 
which may occur from various causes as fright, 
injuries, nervous conditions, creatinine and its 
bases febrile attacks, acute diseases, action of 
certain toxic substances, ingestion of saccharine 
foods, anesthetics, and others. Pathological 
glycosuria is due only to the condition known as 
diabetes mellitus. In this condition glucose is 
present in quantities from 4 to 10%. The 
urine is increased in quantity and _ possesses 
various properties which are recognized as being 
associated with that disease. 

The relation of glycosuia to pregnancy is an 
interesting one and a number of cases of this 
condition have been collected. It has been 
possible to divide the cases into two classes: 

(1) Showing a temporary glycosuria during 
some part of the pregnancy where no other 
symptoms existed, where the glycosuria was 
small in amount and varied but little; and 

(2) Showing a glycosuria present where the 
amount was larger with a tendency to increase, 
and where other symptoms existed. 

Through the courtesy of Dr. Geo. M. Craigin 
of Boston and Dr. Ingalls of Hartford, Conn., 
we are able to report three recent cases of 
glycosuria in pregnancy and we desire to express 
our thanks to them here. 


(1) Case or Dr. GeorcE A. Craicin. Primipara; 
thirty; family history negative. Always well, robust 
physique, accustomed to considerable exercise and a 
hearty eater. Last catamenia May 8. Urine exami- 
nation negative up to Dec. 29. Urine examination, 
Dec. 29, 1,036; alb., 0; sugar, faint trace. General 
condition, excellent; fetal heart, strong; 140. 

Jan. 5. 1,036; alb., 0; sugar, .25%. 

Jan. 10. 1,023; alb., 0; sugar, .42%; urea, 350 
grains. 
Was well save for slight indigestion. 

miles daily. 

Jan. 20. 1,031; alb., 0; sugar, 42%. 

Jan. 22. Put on rigid diet. 

Jan. 28. Alb., 0; sugar, .22%. 

Feb. 15. After difficult breech labor was delivered 
of an eight-pound girl. Patient has been well since 
delivery. At no time since delivery has sugar been 
discovered in the urine. The child died on the third 
day with convulsions. This death was probably due 
to the difficulty in delivery. 

(2) Case or Dr. INGALLs. 
when six months pregnant. 
ably from pruritus. Three per cent sugar was found 
in the urine. Labor was induced with catheter. Pru- 
ritus disappeared and urine was sugar free soon after 
uterus was emptied. 

(3) Caszor Dr.J.M. Jackson. Primipara;twenty- 
seven; last catamenia June, 1902. First seen by Dr. 
Jackson Dec. 31. Urine was said to have been exam- 
ined prior to this time and no sugar was found. 

Dec. 31. Urine examined: Twenty-four degrees, 
amount 1,500 cc.; 1,028; alb., 0; sugar, 4%; urea, 
24 gms. No acetone or di-acetic acid. 


Walked several 


Primipara ; thirty ; seen 
Was suffering consider- 
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Has been perfectly well during pregnancy except 
for slight nausea and vomiting during early months. 
Put on strict diabetic diet, and by the end of one month 
was sugar free. Feb. 25, 1903, urine examination 
showed no sugar. 

Early in March had severe headache, but did not 
call her physician. March 12 complained of great 
fullness in the head and throbbing pains in the temples. 
When seen at this time pulse was very high, tension 
estimated at 250 mm. Hg. 

Five grains of phenacetin relieved her condition 
and she slept until 10 p.M., when her membranes 
ruptured, and a large amount of liquor amnii escaped. 
Labor progressed slowly all night; at 12 noon, the next 
day, she began to tire; os was size of one dollar, easily 
dilatable and head was in the pelvis. Ether was given, 
the dilatation completed, and an easy, low forceps 
operation done. The placenta was adherent and had 
to be removed manually; no hemorrhage, and the 
uterus contracted well. Aseptic ergot given subcu- 
taneously after the extraction of the placenta. 

Patient began to come out of ether and pulse dropped 
from 140 to 120 and was of normal tension. One hour 
later her pulse suddenly increased in rate, became feeble 
and patient sank into a profound collapse. In spite of 
stimulation she became delirious and died in about 
one hour. The child was alive. The question would 
at once be raised of rupture of the lower uterine seg- 
ment, but the interior of the uterus was carefully 
examined at the time the placenta was removed and 
no such condition existed. Shock of operation could 
be eliminated as she was under the ether but a few 
minutes and the delivery was not a difficult one. The 
heart had been examined several times previously and 
found normal. Certainly, there were no symptoms at 
any time pointing to any cardiac trouble. 

(4) CasE Reportep By LeErpMaNn. Seventh child; 
thirty; had excessive enlargement of the abdomen, 
swelling of the feet, dyspnea, sugar present in the urine 
in considerable quantity. The membranes were 
ruptured at this time and eleven pints of fluid escaped. 
Fifteen minutes later a large blood clot came away. 
An internal podalic version was done and child ex- 
tracted. The patient suffered much from shock, and 
as the hemorrhage was extensive the uterus was 
packed. No sugar was discovered directly after 
delivery, but when the gauze packing was removed, 
sugar reappeared and patient died in coma. Autopsy 
showed a dissecting endometritis, the connecting tissue 
being necrotic while the uterine muscular fibres were 
intact. 


As regards diabetes in pregnancy Duncan in 
1882 first reported twenty-two pregnancies 
occurring in fifteen women between the ages 
of twenty-one and thirty-eight years. From 
these cases and their subsequent histories he con- 
cludes: 

(1) Diabetes may come on during pregnancy. 

(2) Diabetes may occur only during pregnancy, 
being absent at other times. 

(3) Diabetes may cease at the termination of 
pregnancy, recurring later. 

(4) Diabetes may come on soon after par- 
turition. 

(5) Diabetes may not return in a pregnancy 
occurring after its cure. 

(6) Pregnancy may occur during diabetes. 

(7) Pregnancy and parturition may be ap- 
parently unaffected in their healthy prognosis 
by diabetes. 





(8) Pregnancy is liable to interruption, prob- 
ably always by the death of the fetus. 

In reviewing the literature one is struck by the 
infrequent occurrence of diabetes in pregnancy; 
also the fact that many of the reported cases 
were not discovered until near delivery or after- 
wards when the disease was far advanced. This 
last fact shows the importance of making sys- 
tematic urine examinations in all of this class of 
cases. 

Several reasons are given to account for the 
infrequent occurrence of diabetes as a complica- 
tion of pregnancy among which are: That where 
diabetes occurs in women in two thirds of the 
cases the disease does not make its appearance 
until after the menopause. Diabetes occurring 
in young women causes, as a rule, suppression 
of menstruation and numerous lesions of the 
genital tract which tend to prevent conception. 
In case conception does occur miscarriages are 
frequent. 

As regards prognosis Fry states that the un- 
favorable prognosis of diabetes is increased by 
the co-existence of pregnancy, mild cases assume 
acute forms and acute rapidly terminate. The 
authors have collected from the literature eighteen 
pregnancies occurring in eight women who had 
a mild glycosuria present at some time during 
the pregnancy. The glycosuria showed little 
tendency to increase and was accompanied by 
no further symptoms. All of these eighteen 
went to delivery at term, there was no difficulty 
with the labor and convalescences Were normal. 
No sugar was present in subsequent examina- 
tion. 

Where diabetes existed as a complication of 
pregnancy there were thirty-six pregnancies 
occurring in twenty-five women. Of these 
twenty-five women, sixteen or 45% died either 
at delivery or within a short time, of diabetes or 
some complication. Twenty or 55% of the 
infants were stillborn or died within a few hours. 
In seven of the vases who recovered after the 
first pregnancy diabetic symptoms recurred at 
the second pregnancy and three died at delivery. 
In four others diabetic symptoms reappeared 
in the second and third pregnancies, and three 
of this four died at the third delivery. In the 
fourth diabetic symptoms persisted after delivery. 
With reference to the effect on the fetus abnor- 
mal births were either miscarriages — which 
occurred most commonly at the third, fifth 
and seventh months — stillborn or macerated. 
Excessive size of the child and hydramnios were 
noted in several cases. Malformations occa- 
sionally occurred among which were spina bifida, 
hare lip, cleft palate, double hydrocele. Thus 
it is seen that diabetes frequently exerts a per- 
nicious influence upon the product of conception. 

As regards the effect of anesthesia, Naunyn 
states that coma and death are not infrequent, 
and in all cases narcosis was to blame. He 
states that there is always a large increase of 
sugar after operation, the amount ranging from 
nothing to7%. He reports a case of ten minutes’ 
narcosis followed in six hours by coma and death 
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within pew hon. The cause of the| 
coma is not known. 

Noble has collected sixty-nine cases of opera- 
tions upon diabetics for various surgical affec- 
tions; all of these took the anesthetic well; an 
occasional exacerbation of sugar was noted, but 
in no case did death occur which could be directly 
attributed to the anesthetic. Pavy states that 
anesthesia of diabetics is unsafe if much sugar 
is present; he advises strict diet, the choice of an 
anesthetic to lessen the chance of excessive post- 
operative vomiting, and to make the anesthesia 
as short as possible. 

Partridge states that fatal coma or collapse 
has been observed to follow unusual bodily or 
mental strain in diabeties. Labor is a great 
strain, and this ¢omplication unquestionably 
increases the risk of operation. Sudden death 
and coma occurred in two of the reported cases, 
and of eight cases seen in the literature four died 
shortly after operation. From these cases it 
would seem best to avoid the use of anesthetics 
as far as possible. 

As regards blood pressure there is nothing 
especial of note, except cases showing arterio- 
sclerosis as a result of diabetes; these cases show 
a slightly increased blood pressure. Mention 
should be made of the fact that a high blood 
pressure always precedes coma. 

In conelusion we would call attention to the 
importance of a systematic examination of the 
urine of all pregnant women. A low specific 
vravity does not prevent sugar being present; 
with a low specifie gravity and low solids sugar 
is frequently met with in the urine. 

A temporary glycosuria frequently exists during 
the later months of pregnancy; this may be due 
to either glucose or lactose, and the recent work 
of Commandeur and Porchet have demonstrated 
the fact that this is surely physiological and that 
these cases go on to the termination of pregnancy 
without interruption. Undoubtedly many cases 
of this class have been reported as cases of diabetes 
in pregnaney. 

Where a glycosuria exists due to glucose, and 
where the amount of suagr is variable, and where 
other symptoms of diabetes exist, when diacetic 
acid or acetone appear in the urine, the inter- 
ruption of pregnancy is advised for the possible 
benefit to the mother. 

On account of liability of sudden collapse the 
use of anesthetics should be ‘avoided as far as 
possible. 
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I. K. I. METHOD OF STERILIZING CATGUT. 
BY F. W. JOHNSON, M.D., BOSTON. 


Havina employed the I. K. 1. method of 
sterilizing catgut for over a year, and having had 
during that time no wound breal? down, and 
only one stitch-hole abscess, I wish to give my 
experience in its preparation and use. 

In every instance brought to my notice where 
this method has been criticized I have found the 
user and not the method at fault. Like every 
other method, it must be done exactly right, or 
it will not do what is claimed for it. One phy- 
sician allowed his nurse to make the solution, and 
had nothing but trouble with the gut that had 
been soaked in it. Another had the solution put 
up by a second-rate pharmacist, with the expe- 
rience of the one above mentioned. Another 
simply coiled the gut, and found fault because 
it had lost its strength. 

Virst of all, get clean, strong gut. This is 
essential whatever method of sterilization you 
intend to employ. 

At the present ‘time, clean, strong gut of 
uniform size can be obtained. The gut I have 
used for years is almost white, has no odor, and 
is free from fat. It is made in Germany, but 
where my supply agent gets it, I do not know. 

Before sterilization, no matter what process is 
employed, each strand of gut should be thor- 
oughly stretched. In the I. K. I. method of 
sterilization, the gut should be wound on wide 
reels if possible, and too much gut must not be 
put on any one reel. In other words, the solu- 
tion should find easy access to the deeper layers 
of gut. The gut must be wound on some form 
of spool or reel, else the method will prove a 
failure. Gut, being strands of some kind of 
intestine twisted into a fine cord, allowed to dry, 
and then polished, will untwist and thus lose its 
strength if put in any watery solution, unless it 
is wound on a spool or reel. 

Before using, the gut should be swashed 
through sterile water — not allowed to soak in it. 
The reel or spool can then be placed on a sterile 
sponge or gauze, and when the operation is 
finished, dropped back into the common jar, 
to be used at the next operation. 

The advantages of this method are the absolute 
certainty of a sterile gut, ease of preparation, 
healing by first intention and an animal suture 
material that will not slip and that will tie like 
silk. 





The solution is: iodine, one part; iodide of 
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potassium, sufficient quantity to saturate, and 
distilled water sufficient to make one hundred 
parts. 

Large sized gut is sterilized to its very center. 
(jut sealed in tubes in the I. K. L. solution, and 
kept from the light, will get friable in about three 
months. 

I. K. 1. gut should not be used in plastie work 
in the vagina, as iodine there irritates the mucous 
membrane, making it an excellent culture medium 
for micro-organisms. Reels made of aluminum 
are dissolved by this solution, and they turn it 
white. After extensive experimenting, reels 
made of papier maché were found to give excel- 
lent results. They ean be made of the desired 
size and notched, so that the size wanted ean 
be seen before removal from the 1. K. 1. solu- 
. * 
lion. 

















THE STERILIZATION OF CATGUT, BY CLAUDIUS’ 
IODINE ! METHOD. 


Martina has subjected this method to a careful 
series of tests, and reports very favorably on it. 

‘The preparation of the catgut is very simple, 
consisting of the immersion of the gut, as it comes 
from the maker, in an iodine solution for eight 
days, at the end of which time it is ready for use. 
The iodine solution in which the gut is sterilized 
and kept, is made as follows: 

‘One part of potassium iodide is dissolved ina 
little distilled water, then one part of iodine is 
added and the solution made up to one hundred 
parts with distilled water. 

* Claudius originated the method about a year 
ago, and has since published the opinions of a 
number of well-known surgeons, all of which 
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were favorable. Martina has investigated the 
product obtained from all points of view, and 
he praises it highly. An elaborate series of cul- 
tures, made under many different conditions, 
showed the absolute sterility of the gut, and also 
that the iodine retained makes it markedly anti- 
septic, without, however, being sufficient in 
amount either to produce local irritation of the 
tissues, or involve any risk of iodine poisoning. 
Comparative tests showed that catgut possesses 
about one seventh greater tensile strength than 
the raw material, though it gradually loses this 
property unless the iodine in the solution be kept 
to full strength. The method, therefore, offers 
an extremely simple and inexpensive means of 
preparing gut, which can be easily preserved in 
a sterile condition, and is not only aseptic, but 
antiseptic.” 

The following is the report of Dr. Calvin G. 
Page, assistant in bacteriology, Harvard Medical 
School. His investigations began in October, 
1903, and extended into May, 1904. 

On Oct. 2, 1903, I gave him a bottle of iodine 
solution and some raw catgut, requesting him 
to infect the gut with staphylococcus pyogenes 
aureus, staphylococcus albus, streptococcus 
pyogenes, and bacillus anthracis, and place the 
infected gut in the iodine solution, removing 
pieces at intervals up to ten days. Some of the 
veut, cut in pieces about one inch long, was put 
in bouillon cultures of the organisms suggested, 
for three days, and then the bouillon was re- 
placed by the iodine solution. At intervals, one 
piece of gut was transferred to bouillon, and in- 
cubated for several days. The intervals and 
results are given in the table. I. K. I. is the 
symbol for the solution. If there was no growth, 
showing that the iodine had killed the bacteria, 
the result is indicated by the minus sign, —. If 
the bacteria grew, showing that the iodine was not 
effective in the time given, the result is indi- 
cated by the plus sign, +. Control tests were 
made to show that the gut was thoroughly 
infected. Other controls and microscopic 
preparations were made as needed to insure the 
accuracy of the results. 

* Adding to bouillon in a tube half its volume 
of the iodine solution causes a precipitate. If 
the bouillon contains a growth, it will be carried 
down with the precipitate and killed. As the 
result showed that anthrax bacilli would be 
killed within twenty minutes, no further tests 
were made with the pus cocci, as they are known 
to be much less resistant than anthrax. Trials 
were made with bacilli much more resistant than 
anthrax. The ‘ Clam” bacillus, from the 
laboratory of the Massachusetts Institute of 
Technology, has spores that resist boiling for 
several hours. The “ catgut” bacillus has been 
found frequently as the sole contamination of 
commercial ‘ sterilized catgut.” It is very 
resistant to heat. The time required in the 
iodine solution to kill the spores varied from 
three to seven hours. This bacillus will grow 
profusely at 60° C., and also at 37° C., but there 
is anly a slight growth at room temperature. 





It produces a red pigment in certain media, and 
has other peculiar properties. Probably it is 
not pathogenic, but further tests on animals are 
to be made.” 

Dr. Page gives the result of Dr. A. Martina’s 
experiments with the Claudius method of steril- 
izing catgut.2 A review of this article appeared 
in the New York Medical Record for Dec. 19, 
1903, p. 976. (Quoted above). 

The following are some of the points considered 
in this article: 

“A watery solution of iodine is a stronger 
antiseptic than a concentrated alcoholic solution. 
This method insures the absolute sterility of 
catgut (eight days in the I. K. 1.). Experiments 
to see if catgut thus treated has antiseptic action 
showed that growth of staphylocoecus along a 
piece of gut was delayed two or three days. The 
‘ratgut gradually became decolorized and_ its 
antiseptic power lost.” 

‘Experiments with animals, to see if iodized 
gut is antiseptic against pus and artificial infee- 
tions with bacteria, yielded inconclusive results, 
because of the many biological factors. 

“Catgut prepared by different methods was 
held in unwashed hands, then cut and put in 


bouillon. Only the iodized gut gave no growth. 
The same result followed when hands were 


scrubbed fifteen minutes with soap and water, 
followed by aleohol. 

“The antiseptic action of iodine in catgut 
overcomes accidental infection of wounds. The 
amount of iodine is so small, and diffusion is so 
slow, that there is no chance for poisonous 
action. No adhesions were found in the ab- 
dominal cavity, after leaving a piece of coiled 
gut there. The strength of the catgut is in- 
creased by this method (eight days’ immersion). 

‘ Resorption in tissues occurs in six or seven 
days, as shown by experiments and_ hospital 
cases. 


—___—~> --_—_—— 


Clinical Department. 


‘ANOTHER CASE OF TYPHOID FEVER SIMU- 


LATING PUERPERAL SEPSIS.* 


BY H. T. SWAIN, M.D., BOSTON, 


SoME months ago I reported three cases of 
typhoid fever simulating puerperal sepsis, and 
as these cases aroused interesting discussion in 
this society, I thought I would add another 
marked case that I have seen. 


Mrs. —— was delivered by an externe of the Boston 
Lying-In Hospital. It was a normal labor, but the 
patient had a temperature of 101.2° and a pulse of 96 at 
the time of delivery. The temperature did not go 
down and there was a little tenderness low in the pelvis. 
Both of these conditions we thought due to an active 
gonorrheal infection from which she was having a free 
discharge at the time of labor. There were no general 
symptoms and she did not seem sick. On the sixth 
day the temperature went up to 103.5°, pulse to 110, 


2 Deutsche Zeitschrift fiir Chirurgie, 70 Band, 1-2 Heft, September, 
1903, pp. 140 to 174. 


* Read at the October meeting of the Obstetrical Society of Boston. 
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there was some abdominal distention and the lochia 
somewhat tainted. An intra-uterine douche of 1-10,000 
bichloride solution was given and a few shreds washed 
away. ‘There was no change in the condition the fol- 
lowing day. The Widal reaction was negative and 
the white count 7,000. On the eighth day the lochial 
discharge was foul and a curette was then introduced 
and a small piece of decomposing placenta removed. 
The curettage was followed by a douche which came 
away quite clear. The case now seemed like one of 
pure sepsis and the patient was admitted to the Boston 
Lying-In Hospital, as she was too sick to remain at 
her home. She had at this time high fever, distention 
of the abdomen and a slight vaginal discharge. There 
were no other signs or symptoms. On the tenth day, 
she had a positive Widal and a white count of 4,000. 
Two days later she had a second positive Widal and a 
white count of 3,400. Other symptoms of typhoid 
fever developed later. 


The case thus became one of typhoid fever 
developing in the puerperium. The foul piece of 
placenta was probably simply decomposing, but 
may have been mildly infected. Unfortunately, 
no cultures were taken, as it would have been 
interesting to know whether the typhoid bacillus 
was present. 

I do not report this case as an unusual one, but 
simply to again call attention to the similarity of 
the conditions. Typhoid is no doubt very often 
overlooked to the detriment of the patient, for 
the treatment of a patient supposed to be septic 
would usually do harm to a typhoid. This is 
especially true with reference to the carthartics 
that are given to reduce distention. It is true 
also of the manipulation which is required to 
give frequent‘ intra-uterine irrigation. Then, too, 
a patient recovering from sepsis is fed much more 
freely than a convalescent typhoid patient. 
Then, too, there is the danger to the community 
from an unrecognized typhoid. 

In conclusion, I would urge the importance of 
eliminating typhoid by frequent white counts and 
clump reactions in all puerperal cases with pelvic 
or abdominal symptoms. It is necessary to 
remember in this connection that the white count 
is usually high at the time of labor gradually 
coming down to normal during the first week. . 


—_____—@— 


fieports of Societies. 


THE OBSTETRICAL SOCIETY OF BOSTON. 
Maco Srorer, M.D., Secretary. 
Meeting of Oct. 25, 1904. The President, Dr. J. B. 
Swirr, in the chair. 


Dr. James R. Torpert, by invitation, read a paper 
entitled 


GLYCOSURIA IN PREGNANCY.! 


Dr. Exxiorr P. Jostin: Only two mild cases of this 
condition have come to my personal notice. The first 
was @ primipara who went to full term, and was suc- 
cessfully confined. The case was interesting chiefly 
because the patient was in the habit of eating much 
sugar. The per cent of sugar in the urine varied be- 
tween 0.1% and 0.7% during the last four months of 
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pregnancy. Nine months after confinement the urine 
was free from sugar. 

The second case was a IIpara of thirty who had 
had sugar present at her first pregnancy. In the 
second pregnancy 1.2% sugar was found at six months, 
and persisted until after she was confined. During 
this time the patient felt perfectly well. Three months 
later lactose was present, but no glucose. Both these 
cases were of the mild type and required no treatment, 
but were simply watched and the urine controlled from 
time to time. 

The care taken to-day by obstetricians in watching 
the urine is so great that I am convinced that the next 
few years will show a vast improvement in the statistics 
of glycosuria in pregnancy. ‘These cases are much like 
early cases of phthisis in that we can almost guarantee 
great improvement if they are taken in hand early, 
even when a large amount of sugar is present. 

Much more is known now about the proper diet in 
these cases than a few years ago. Changes in diet 
should be made very gradually. It is rare that it is 
wise to get a patient sugar free in less than two weeks. 
A sudden change in diet increases the acids which are 
the direct cause of coma. 

As to the question of anesthetics in diabetes I do 
not feel that they are any great danger if the patient 
is watched for some time before operation and gradual 
changes in diet made. A teaspoonful of sodium bi- 
carbonate should be given several times a day for 
several days before operation, and a diet in which milk 
figures largely should be commenced so soon as the 
patient can take nourishment after the operation. 
Failure in such cases comes, as 2 rule, from neglect of 
these precautions. 

Dr. Grorce A. Craicin: It would be interesting if 
we had any means of telling in a given case of glyco- 
suria in pregnancy whether it was of the mild type, 
needing no treatment, or a true diabetes. I should 
like to ask Dr. Joslin what would influence his judg- 
ment when first finding 1 or 2% of sugar. 

Dr. Jostin: I do not think there is any way of tell- 
ing. All we can do is to watch the case. I should 
not modify the diet unless the glycosuria increases. 
One might, of course, make slight changes such as 
preventing the patient eating excessive amounts of 
candy for instance. 

Dr. J. G. Buaxe: At to the effect of ether I can 
remember very many operations on elderly diabetics, 
especially among the Jews, yet I can recall no case 
of sudden death following them. 

Dr. M. H. Ricuarpson: I have never considered 
that the anesthetic has any great influence on these 
cases. The question of their standing the shock of 
operation is a different matter. 

Dr. C. H. Hare: I recently removed a twenty-six 
pound ecystoma in a diabetic who did perfectly well. 

Dr. C. E. Stepman: I am much interested in the 
case of cure Dr. Joslin has spoken of. I have under 
my care at present a case eleven years old in whom 
8% sugar appeared three years ago. Ona suitable diet 
she has been perfectly well ever since until quite re- 
cently when she has begun to fail. I should like to 
ask whether anyone else has known a case beginning 
so early and of so long duration. 

Dr. Jostin: Dr. Stedman’s case shows that what 
usually brings on death early does not do so when 
proper care is observed. ; 

Dr. RicHarpson: The question of operation in 
cases of diabetes is a very important one. We know 
by experience that operations in such cases are dan- 
gerous, and perhaps as a result we have gone to the 
other extreme. I should, however, operate only when 
operation is imperative. I have been so impressed 
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by the danger of operation that I hesitated for a long 
time from operating for diabetic gangrene. If possible, 
I should not do any operation upon a diabetic until the 
glycosuria had been thoroughly treated. Whenever 
the function of the kidney is disturbed the case should 
be looked upon with suspicion. I have just lost a case 
from suppression of urine where a few casts were found 
before operation, but as the man was seventy years old 
they were regarded by his family physician as being 
merely what might be expected at his age. 

Dr. Epwarp Rrynotps: My experience with dia- 
betes is very small and the few cases I have seen have 
been associated with surgery and not pregnancy. I 
have grown to feel that the chief danger comes from 
lack of resisting power. 

Dr. J. G. Mumrorp: My experience has been that 
if we are forced to give an anesthetic to a diabetic we 
are apt to get into trouble unless we have first got the 
percentage of sugar well down. If that is done the 
dangers of poor healing are avoided. 

Dr. E. H. Stevens: I have a patient who has gone 
through six pregnancies with sugar present in five. 
It remains for a month or so after confinement, and 
then disappears completely. I have attended her 
myself in two labors. The sugar must be merely an 
accidental thing as she always gets well. Each time I 
have put her on a partial diabetic diet. 

Dr. J. B. Swrrr: I have had only one ease of dia- 
betes in pregnancy. The glycosuria was slight and 
temporary. 

Dr. TorsBert: Did Dr. Stevens’s patient have any 
symptoms besides polypuria? 


Dr. Srevens: Nothing but great thirst. She 
nursed her child. 
Dr. M. H. RicHarpson reported a 
CASE OF CHYLOUS CYST OF MESENTERY.’ 
Dr. H. T. Swain reported 
ANOTHER CASE OF TYPHOID SIMULATING PUERPERAL 


SEPSIS.° 


Dr. Ricuarpson: I should like to bring up the ques- 
tion of operation upon pregnant women. I have 
recently operated for appendicitis upon two women 
who were pregnant, both of whom did well. Acute 
attacks complicating pregnancy are very fatal. I saw 
to-day a case operated upon a year ago for dermoid. 
She is now four months pregnant presumably, and has 
« very large tumor of the abdomen, probably a mul- 
tilocular dermoid. ‘The cervix can hardly be reached. 
All the symptoms of pregnancy are present, yet I 
confess that 1 cannot really say whether she is pregnant 
or not. In such cases the operation is apt to be very 
difficult, yet my experience is that we can operate 
almost with impunity as far as interrupting the preg- 
nancy is concerned. 

Dr. Reynotps: As regards appendicitis, I have a 
clear conviction that what brings about miscarriage 
after operation is a mild infection and not the opera- 
tion itself. The cases that I have seen have been so 
fatal that I should have no hesitation to operate, and 
operation should be done early, before the uterus is 
large enough to be in the way. 

As regards tumors complicating pregnancy, I think 
I have had ten fibroids and five ovarian cysts. With 
the changes in density of tumors due to the increased 
pressure resulting from the enlarging uterus it is often 
(uite impossible to tell fibroids from ovarian tumors. 
| think there is no such thing as a fibroid that may 
not disappear with labor, or rather that may not be 
drawn up so that a natural or easy forceps delivery 


2See p. 151 of the: JourNAL. 
3 See p.$163 of the JouRNAL, 





will be possible. Of course there is some risk of slough- 
ing after labor, but I do not think that risk is as great 
as the risk of operating in advanced pregnancy. In 
a tumor that was evidently going to obstruct, I would 
do an abortion if the fetus were small enough to pass 
the tumor. If too large, I would wait till term and 
then operate. When labor comes it is easy enough to 
tell whether a given tumor is a fibroid or ovarian. If 
a fibroid it begins to change its shape as soon as the 
pains become strong, and soon even when previously 
the tumor apparently blocked the pelvis it becomes 
possible to insinuate a finger between it and the pelvic 
wall. As I have said all my cases went on to natural 
delivery or easy forceps. In all of my ovarian cases 
but two after the uterus and its ligaments had been 
stretched it was possible to shove the tumor up above 
the descending head by taxis in the knee-chest posi- 
tion. In one case where the tumor was fixed a cesarian 
section became necessary. The other case, after being 
tapped by a quack, became pregnant and the tumor 
returned with much dyspnea at term. I removed the 
large child by cesarian section, together with the 
twenty-five pound tumor. 

In early pregnancy get rid of the pregnancy. Later, 
wait for term or absolutely urgent symptoms. Nature 
will generally get you out of the difficulty. There is 
equal or a little greater safety to the mother in operat- 
ing at term as then at the same time you get rid of 
the pregnancy. 

Dr. Stevens: Two weeks ago I saw a case who, with 
a history of four months amenorrhoz, presented a 
tumor rising above the umbilicus, while the pelvis was 
filled by a boggy mass with the cervix high up behind 
the pubes. Her attending physician had been cathe- 
terizing her for four days. The woman was very sick 
and having chills. At the hospital next morning, I 
opened the abdomen. A tumor presented from which 
a trocar evacated four quarts of foul urine. I then 
found a pregnancy of some five months. Behind the. 
uterus was a mass apparently continuous with it. 
On lifting the uterus up this mass disappeared, leav- 
ing an ordinary pregnant uterus. The patient made 
a good recovery. I blame myself for not passing a 
catheter before operation, but knowing that she had 
been catheterized for four days, I supposed the bladder 
was empty. 

Dr. Swarn: I remember a case of tumor filling the 
vagina. It was in a case of transverse position at 
term. The cervix could not be reached by the fingers 
even under ether while this boggy tumor feeling like a 
cyst filled the vagina. A cesarian section was done 
and it was then found that the lower segment of the 
uterus and the surrounding tissues were so edematous 
that they had simulated an ovarian tumor. Delivery 
through the vagina would have been impossible. ‘The 
patient made a normal convalescence. 

Dr. Ricuarpson: I am pleased with Dr. Reynold’s 
remarks about “ Nature as an Obstetrician ’” — she 
is a mighty poor surgeon. It must, however, be re- 
membered that many of these ovarian tumors are very 
malignant and that deferring operation till term may 
be sacrificing the one chance of a radical cure. 





watts 
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PAN-AMERICAN MEDICAL CONGRESS. 


Tue fourth meeting of this Congress was opened 
Jan. 3, 1905, by Presipent AMapor, of the Republic 
of Panama. The formal opening, however, took place 
in the evening at the National Theater. 

President Amador was introduced by Dr. Julio 
Icaza. President’ Amador thanked the Congress for 
the distinguished honor that had been conferred upon 
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him in being selected to preside over the deliberations 
of the meeting, which included among its members so 
many illustrious colleagues. He expressed the hope 
that great benefit would result from the papers that 
were to be read. With these few remarks he declared | 
the Fourth Pan-American Medical Congress open for | 
scientifie work. 


REMARKS BY MR. JOHN F. WALLACE, 


The Chief Engineer of the Isthmian Canal Com- 
mission, Mr. John F. Wallace, was introduced, and, 
among other things, said it was unnecessary to dwell 
on the five hundred years since the canal’s early and 
original conception. It was also unnecessary to dwell 
upon the progress which had been made so far under 
the grants and franchises to attempt its construction. 
He called attention to the fact that the first real prop- 
osition to construct the canal emanated from America, 
and while thé results of the French companies were 
failures, this work simply laid the foundation of its 
future construction. It would seem fair, then, that 
the Americans should have another trial, and it was 
the hope of all that it would be the last. It was a 
difficult matter when one passed over the line of the 
canal to-day to realize the extent of the work done and 
the enormous amount of machinery purchased by ip 
old and new French companies. It was only by 
study of the situation on the isthmus of what had “le 
accomplished that one could realize how much the 
work that had been begun before should contribute 
to the present success. The former operations on the 
canal had pointed out what to do and what not to do. 
The original idea of Mr. De Lesseps was a sea level 
canal. The reason why this project was abandoned 
was not one of engineering difficulty, but entirely for 
a different cause. His plans were changed simply 
because he did not have the means to put them into 
execution, not because he discovered anything imprac- 
ticable in the undertaking from an engineering stand- 
point. In following in his footsteps, or, rather, in 
picking up the enterprise, the Americans had com- 
menced at the opposite end of the problem, and all the 
plans that had been accomplished, the estimates that 
had been made as to time and progress, were based on 
the reports of the former commission from the United 
States to investigate this question. In making a 
comparison of the Nicaragua route, with an elevation 
of one hundred and ninety feet above the sea level, he 
desired to make a fair comparison with the Panama 
route. It was proposed to create a canal with an 
elevation of the same height, and it was also proposed 
to create an artificial lake, and create the same condi- 
tions, as nearly as possible, as existed at Nicaragua. 
The construction of the Panama Canal was one of the 
problems of the new world. There was hardly any 
branch of the civil engineering profession that would 
not have to be called upon to assist in the problem. 
The construction of the canal might be divided into 
three parts: (1) The sewerage proposition, which was 
the exeavation by ditches of the sea level portions of 
the canal. (2) Excavation for a short distance where 
the material might be excavated and wasted immedi- 
ately adjacent to the canal. (3) A type of construction 
which was peculiar to Panama, and that was what | 
might be called the Culebra problem. This problem 
not only involved the excavation of fifty million to one | 
hundred million cubie yards of material, depending 


upon the character of the canal, but it consisted in the | 


transportation and disposal of that material over a_| 
distance of ten to twelve or fifteen miles away. The 
Culebra problem was the controlling factor to be con- 
sidered both as to time, cost and difficulty . The time 
in which the Culebra cut can be excavated was the 


determining factor as to the time required for the 
| construction of the canal. 

| After referring to the labor problem, and the diffi- 
culties connected with it, Mr. Wallace spoke of the 
problem of sanitation and the care and health of the 
employees who were to be brought there for construct- 
ing the canal. This matter was in the hands of Dr. 
| Gorgas, and he would like to say that the success of 
|this work and the ability to bring men there would 
| largely be due to his efforts and the support he received. 


SANITARY CONDITIONS AS ENCOUNTERED IN CUBA AND 
PANAMA, AND WHAT IS BEING DONE TO RENDER THE 
CANAL ZONE HEALTHY. 

This was the title of an address delivered by Dr. W. 
C. GorGas, Chief Sanitary Officer of the Isthmian 
Canal Commission. He explained the sanitary con- 
ditions in Cuba, and stated that for two centuries the 
United States had been scourged with yellow fever 
often imported from Havana. When the United 
States occupied Cuba, there was a perfectly cast-iron 
commercial quarantine against the West Indies, in all 
Gulf ports during every summer. Still worse was it 
if yellow fever broke out in the United States. To 
get rid of yellow fever in Havana meant that it would 
cease to menace the Southern States, so that the sani- 
tation of the Republic of Cuba meant really the sani- 
tation of Havana. For two years, therefore, Havana 
was cleaned industriously, for the reason it was thought 
that filth was the cause of yellow fever. Conditions 
changed, however, when the decision was reached that 
the stegomyia fasciata was the cause of yellow fever. 
This theory was advocated by Dr. Carlos J. Finlay 
of Hanava, twenty years ago.” The first practical 
effort to suppress vellow fever was made as inoculation 
tests and not as efforts to destroy the mosquito; but 
some fatal cases which occurred after inoculation 
stopped all enthusiasm in that direction, and then it 
was decided to attempt to destroy the mosquito. This 
met with unexpected and remarkable success. In less 
than a year Havana was entirely free from vellow fever, 
and since September, 1901, not a single case had 
occurred in that city. 

The United States came to Panama to build the 
canal and the work of the Sanitary Department was 
|to preserve health while doing so. In all previous 
jaonte the history of the canal had been darkened by 
great loss of life. Malaria and yellow fever were the 
canal’s worst enemies. But the yellow fever problem 
here was really not so difficult as it was in Havana, 
jand the result seemed equally as promising. Con- 
|tinuing, Dr. Gorgas said: ‘‘ We know more about 
yellow fever now than we did at Havana; we are pretty 
certain to be able to eliminate that disease; but malaria 
is seen under very different conditions from what it 
was in Havana. Malaria in a big city is chiefly a 
disease of the suburbs; malaria along with yellow fever 
was eliminated from Havana by the destruction of the 
breeding-places of the mosquito, but on the isthmus 
conditions are different. Here there are twenty-odd 
villages with 12,000 people scattered over nearly fifty 
miles; 70°% of these have been found to have the 
;malarial organism in the blood; probably a larger 
percentage would be found were the examinations to 
be extended over a greater period of time. Moreover, 
the parasite is not that of simple malarial fever, but 
‘the one which breeds the pernicious Chagres fever, of 
|a much severer type, the estivo-autumnal parasite. 
The plan adopted along the canal is to eliminate the 
ee by superficial drainage. Much head- 

way has already been made. For instance, at Ancon, 
the hospital is entirely free from the malarial mosquito. 

Dispensaries are being established, and all canal people 
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are encouraged to use quinine. These are the two 
methods employed for destroying the malarial mos- 
quito. Four fifths of the money appropriated for 
sanitary matters now goes for the care of the sick, for 
the commission has determined to take charge of all 
of those sick within the zone. There is now under 
way a hospital of 100 beds at Taboga; at Ancon, under 
Major La Warde, U.S. A., there will be hospital accom- 
modations for about 500; at Miraflores there will be 
hospital accommodations for 100 chronic patients, 
including insane and lepers; at Colon, a hospital with 
500 beds is expected. At Culebra, Gorgona, Bohio, 
small hospitals will be erected. At Ancon there is a 
good general laboratory in which are working Dr. 
Herrick and Dr. Kendall, both Johns Hopkins men. 

Dr. Gorgas promised rapid advances and he was sure 
that the expectations for complete control of conditions 
would soon be realized. 


EARLIER CONDITIONS OF THE CANAL, 


Mr. Tracy Roninson delivered an address on this 
subject. He reverted to the opening of the Panama 
railroad on the 31st of January, 1855. This, next to 
the discovery of the Pacifie by Balboa, was the most 
important event that had occurred on Isthmian soil. 
In 1869 the overland connection from Omaha to San 
Francisco was completed, and the prosperity of the 
Pan-American route waned. He said the people of 
Panama expected great things from the influence of 
the medical profession on the new canal project. He 
believed that Panama under American government 
would some day be an object lesson for the world. He 
joined his Panamian brethren in extending the hand 
of welcome to the members of the Congress. There 
had not been a real epidemic of yellow fever on the 
isthmus for fifteen years, although many had died of 
the fever. There had been 1,200 deaths in five years 
out of a total number of 6,000 men employed in the 
construction of the railroad. All the workers on the 
canal in the sanitary corps were up-to-date medical 
men — true missionaries. To them the people looked 
for health and strength. The trained physician led, 
and he would be the captain in the battle of scientific 
civilization against bigotry and ignorance. 

The Secretary-General of the Congress, Dr. Jose E. 
Canvo, extended to the members the hospitality of the 
city, and said that “ if we have not the charm of large 
cities, we still take great pride in your visit, and hope 
that you will be rewarded for having come so far.” 

Mexico, Guatemala, United States of America, Hon- 
duras, Santo Domingo, Cuba, Peru and Porto Rico 
sent. official delegates, as well as the medical faculty 
of Costa Rica, and the Academy of Sciences of Havana. 


Jan. 4, 1905. — SECOND SESSION. 


There was an informal excursion in the morning to a 
suburb called Savanes, where the guests were received 
and entertained at luncheon by Dr. Icaza. 

In the afternoon the scientific session was presided 
over by Dr. H. R. Carrer. 


A NEW METHOD OF INCISING AND SUTURING THE LIVER 
TO RE-ESTABLISH ITS CONTINUITY AND FOR THE 
CONTROL OF HEMORRHAGE. 

Dr. Jacop FraNK of Chicago, in a paper with this 
title, stated that all modern surgery, especially 
abdominal surgery, sought to secure primary union, 
thus minimizing infection and hernias. This principle 
should be applicable to surgery of the liver provided 
& proper technique was employed. If the surfaces 
were properly coaptated, the continuity would be 
re-established, primary union secured, and hemorrhage 
prevented. Liver surgery had heretofore presented 





the following dangers: hemorrhage; ignorance of the 
healing and regenerative power of the liver; infection; 
cholemia from the escape of bile into the peritoneal 
cavity. Injuries of the liver had always been con- 
sidered grave, and those of the concave surface more 
dangerous than of the convex. Compression had been 
most usually tried to stop hemorrhages. It was now 
pretty well proven that hemorrhage might be con- 
trolled by the suture, catgut being preferred to silk. 
Dr. Frank had lately experimented on dogs, making 
deep incisions into or through the liver, some of which 
recovered without any treatment whatever. He then 
excised a wedge-shaped piece from the liver, securing 
exact apposition, and securing all bleeding vessels by 


ligature. The edges were then held in contact and 
sutured by catgut. The results were excellent. The 
abdominal incision was a matter of choice. The 


method was considered particularly applicable to 
tumors, for the reason that they usually appeared at 
the edge of the liver. The incision must be free, so 
as to be certain to remove the growth completely. 

Dr. NicHouas SENN of the United States stated 
that the experiments of Dr. Frank were conducted on 
normal tissue and that the conditions were not such as 
one would find in pathological tissue. In cases calling 
for operation the possibility of hemorrhage was greater 
because vascular channels were enlarged. In operat- 
ing, one should strive to imitate nature. The retrac- 
tion of the cut end of blood vessels was a mechanical 
impossibility in the parenchyma of the liver. A 
thrombus was the only thing to be relied on to secure 
control of liver hemorrhage. Nature would provide 
such a thrombus when the liver was lacerated. The 
idea of excising a wedge of tissue he considered excel- 
lent. 

Dr. GEorGE W. CRILE of Cleveland, O., stated that 
in the liver the circulation was low, and that even 
pressure was essential to continue it. He believed that 
on this account bleeding could be checked by the 
method recommended by the essayist. 

Dr. FRANK, in closing the discussion, stated that 
he had recently received reports with reference to 
gall-bladder surgery where the surgeon had found that 
after the removal of the gall-bladder hemorrhage from 
the liver was best controlled by sutures. It was very 
essential to operate as rapidly as possible on human 
beings, and endeavor to control hemorrhage or prevent 
it from entering the peritoneal cavity. 


SURGICAL PHYSIOLOGY. 


Dr. GEorGE W. CrILE of Cleveland, O., in a paper 
on this subject stated that surgical practice rested very 
largely upon altered physiological actions. Good 
illustrations were the surgical physiology of the two 
most vital phenomena, respiration and circulation. In 
respiratory obstruction respirations were not imme- 
diately arrested, but were stimulated in force 
though not in frequency. In mechanical stimulation 
of the laryngeal mucosa there was usually an imme- 
diate respiratory arrest; therefore, there should not be 
a moment of doubt in differentiating between reflex 
inhibition and obstruction, thereby avoiding certain 
crises in the abstraction of foreign bodies or in perform- 
ing intubation. In administering anesthetics the 
students should remember that if the tongue was pulled 
forward too forcibly, respiration would be arrested. A 
better way was to recall also the increased respiratory 
action caused by divulsion of the anus, and to call upon 
the accessory muscular apparatus to aid respiration. 
Surgical physiology of the circulation was more vital 
than that of the respiration. The control of the cir- 
culation often meant control of life itself. If by any 
reflex action the vaso-motor system was disturbed, 
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its function was impaired, and the blood pressure fell. 
If the surgeon remembered this he would guard against 
excessive manipulation and he would try to support 
the circulation by such mechanical means as saline 
infusions, posture or bandaging. It was known that 
« hard pulse and high blood pressure were characteristic 
of increased intracranial pressure. This might lead 
the surgeon into a false security. He should not push 
chloroform to full anesthesia, as by so doing the blood 
pressure is liable to fall and cause a sudden arrest of 
respiration and circulation. The heart might be 
inhibited from mechanical stimulation of the trunk of 
the superior laryngeal nerve in operations upon the 
larynx, and death might occur although it should not. 
Furthermore, a blow upon the lower ribs or pit of the 
stomach did not cause collapse or death from distur- 
bance of the solar plexus, but from inhibition of the 
heart. 

As to suspended animation, he stated that the differ- 
ent parts of the body had varying periods of suspended 
animation, and death fell unevenly to the different 
tissues and organs. He had been able to resuscitate 
a dog fifteen minutes after complete arrest of respira- 
tion and circulation. A decapitated dog was kept alive 
for twelve hours by a continuous slow infusion of a 
one to fifteen thousand solution of adrenalin in salt 


solution. The author cited several interesting experi- 
ments. The great lesson to be learned was _ that 


physiology must be studied carefully to benefit surgery. 
SOME GYNECOLOGICAL SUPERSTITIONS. 


Dr. Lucy Ware of Illinois, U.S. A., said that these 
were hard to overthrow. One of the first superstitions 
was that the uterus had any normal position. It had 
not, but it might lie in any position. The second was 
that retrodeviation of the uterus was the cause of 
constipation. This was not so, as it could not be 
proved either by dissection or examination. She 
had five hundred cases analyzed, but could not trace 
constipation to posture of the uterus alone. The 
uterus was found in anteroposition in 60%, in retro- 
position in 40%. Of the anteropositions, 52% gave 
a history of constipation, while 48% did not. Of the 
retropositions, 66% complained of chronic constipa- 
tion, and 33% had normal bowel movements. The 
third was that backache was a symptom of retrodevia- 
tion. She regarded this as nonsense, as one thousand 
‘ases examined disproved that superstition. The 
fourth, that flexion or stenosis was the cause of dys- 
menorrhea. This was not so, nor was childbirth the 
only cure. Of 300 cases where the question was 
asked, ‘‘ Have you had more or less pain since the 
birth of your children?” the answer of 135 was, 
‘More pain,” of 89 ‘ Less pain,” and of 76 “ No 
difference.” Some of these 76 had had no pain before 
or since childbearing. Of the 135, some had had no 
pain before childbearing. Many women had suffered 
worse after childbirth than before. She thought that 
the mania for operating ought to be checked on the 
death of these superstitions. 

Dr. Grorce W. Crite of Cleveland, O., asked 
the essayist whether all backaches were attributed 
to the uterus, and whether they were often accom- 
panied by aches of the legs, to which Dr. WalrE replied 
that not all backaches are traceable as referred pains 
to the uterus, but that there was usually some pelvic 
disturbance rather than any malposition of the uterus. 


EXTRACTION OF CATARACT. 


Dr. S. D. Ristey of Philadelphia, Penn., set 
forth the technique of extraction based upon certain 
complicating conditions, their relation to the opaque 
lens, and the extent to which the complications modi- 
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fied prognosis and rendered the removal of cataract 
difficult and dangerous. The cataractous eye was 
to be regarded as not free from disease. In studying 
cataracts, it would be found that early there were 
asthenopic symptoms, swollen and red caruncles, 
thickening of the retrotarsal folds and headache. As 
the cataract matured and reading was abandoned, 
these diminished. There might also be encountered 
during the incipient stage anomalies of refraction and 
fundal changes, sometimes fluidity of the vitreous. 
There was an obvious relation between choroidal 
disease eyestrain, and lens capacity; also between 
the lens and the gouty or rheumatic diathesis. 
The nutrition of the eyeball was largely dependent on 
the circulation of the uveal tract. Vitreous and lens 
were apt to suffer as well as the posterior capsule; 
therefore, it was best not to operate in the immature 
stage, 7. ¢., until the disease changes had ceased. He 
never attempted operation with a dull gray or amber- 
colored lens that had ripened slowly or with one that 
was translucent. When the iris lacked luster, and 
did not dilate easily, it was liable to traumatic iritis. 
It was best to treat such cases by iodide and bromides 
internally and by some mydriatic, and to perform a 
preliminary iridectomy, four to six weeks in advance, 
using cocaine if possible. If the lens was extracted 
in the capsule, Dr. Risley preferred a Kalt stitch 
through the cornea with a large corneal section; then 
a wire loop was introduced and the lens delivered by 
gentle traction. There was some but not unavoidable 
danger. In anterior capsulotomy, the danger was 
less and the corneal section might be smaller, but a 
secondary operation was usually necessary. For this 
he preferred two knives devised by himself, introduced 
at the same time. He preferred a light firm bandage 
with confinement in bed as short a time as possible. 


Jan. 5, 1905. Turrp SEssIon. 


COXA VARA, AND DIFFERENTIATION BETWEEN IT AND 
STHENIC INFLAMMATORY AND TRAUMATIC AFFECTIONS 
OF THE HIP JOINT. 


Dr. NicHoLas SENN of Chicago stated that coxa 
vara was a disease of the femoral neck in adolescence, 
and hitherto had been rarely described in this country. 
Mueller was the first, in 1888, to give it an earnest 
clinical study and to prove that it was a disease entirely 
different from any other hitherto described. Hof- 
meister and Kocher, six years later, contributed to 
the study. A genuine coxa vara was characterized 
by a non-inflammatory softening of the neck of the 
femur. Jt was a self-limited disease, confined to the 
femoral neck, and characterized by anatomical changes. 
Dr. Senn reported two typical cases in young men, 
and a third in a man forty-two years old. The last 
‘ase presented all the classical signs, and the x-ray 
showed that there was no fracture of the femur as 
had been suspected before the case came under his 
observation. There had been the usual pains in the 
hip joints referred at times to the knee, coming on in 
paroxysms which would last for two weeks, followed 
by painless intervals of several days. There was no 
tenderness or impairment of joint motion. The pain 
was not aggravated by standing or walking. After 
two occasions in which the patient slipped and increased 
the pain, he noticed that the leg was shorter. When 
seen by the essayist he walked with a decided limp and 
complained only of muscular weakness. Any infection 
could be excluded, and there was certainly not a com- 
plete fracture. A spontaneous recovery, as well as 
the degree of bending downward of the neck of the 
femur in its entire length, and the complete absence of 
neoplastic inflammatory products excluded absolutely 
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the possibility of arthritis or senile coxitis. Very little 
was known with reference to the true nature of coxa 
vara. The softening of the neck of the femur was the 
most important element. Trauma, tuberculosis, or 
inflammatory affections must be excluded. Life itself 
was never threatened as the disease was self-limited, 
and sooner or later ended in spontaneous recovery. 
The general treatment was unimportant. Local treat- 
ment should be directed toward relieving pain and 
limiting the bending of the neck of the femur. Both 
of these were secured by absolute rest in bed combined 
with extension. Operative treatment should be 
delayed as long as possible. 


SANITARY CONDITIONS IN CUBA SINCE THE PROCLAMA- 
TION OF THE REPUBLIC. 


Dr. Cartos J. Finuay, of Havana, Cuba, contrib- 
uted a paper on this subject, which was read by Dr. 
Martinez of Havana, in the absence of the author. 
The subject was divided into; (1) special sanitation 
against yellow fever; (2) special sanitation against 
other infectious disease; (3) general sanitation for the 
preservation of public health. The author stated 
that there were many who did not yet acknowledge 
that the stegomyia fasciata was the only means through 
which yellow fever could be propagated. The author 
claimed that this was the only method, and that to 
keep yellow fever patients from being bitten was the 
only means of subduing the disease itself. He referred 
in the highest terms to the noble work done by the 
late Major Walter Reed, Col. W. C. Gorgas and others. 
He said that Dr. Gorgas, who was the chief sanitary 
officer of Cuba until May 20, 1902, first drove the 
infection from the island, and since his régime and 
up to the present date, December, 1904, notwith- 
standing the importation of twenty-two cases of yellow 
fever from foreign ports, not a single case of the disease 
had occurred in Havana, nor until two months ago in 
any other part of Cuban territory. 

The acute quarantinable diseases about which the 
island of Cuba was particularly concerned were yellow 
fever, smallpox, cholera and plague. None of these 
diseases, except those cases mentioned, had occurred, 
with the exception of one case of smallpox which was 
due to an accidental contagion which did not spread. 
Against small pox they trusted to isolation and vacci- 
nation. Against diphtheria, isolation and anti-diph- 
theritic serum prepared in Havana had given excellent 
results. Cases of infectious diseases were isolated at 
home or in some special hospital. 

Dr. PurNeELL, Acting Assistant Surgeon in the 
Marine Hospital Service at New Orleans, stated that 
although he accepted the mosquito theory, he did not 
do so absolutely, inasmuch as there were cases unex- 
plained by this theory, and that measures of prevention 
besides the attack on the mosquito should be adopted. 
The great epidemic in Memphis in 1879 occurred after 
a severe, cold winter, but not until the 9th of July, 
and if the mosquitoes alone were the cause, the disease 
ought to have appeared in April. He had known of 
an outbreak in Jackson, Miss., among men working in 
buildings which ten years previously had been infected 
with the disease. Fomites had undoubtedly some- 
thing to do with the spread of yellow fever. 

Dr. H. R. Carrer of Panama expressed himself as 
being positive that yellow fever was conveyed by the 
bite of a mosquito from sick to sick, and in this way 
only. He had assisted in stamping out epidemics by 
methods not necessarily directed against the mosqui- 
toes alone, such as isolation and fumigation, but he 
knew that their efficacy had destroyed the mosquito 
incidentally. Sulphur was a good insecticide, but not 
much of a disinfectant. 





Dr. STERN of Jamaica and Panama concurred in 
the remarks of Dr. Purnell in not accepting the mos- 
quito as the only conveyor of yellow fever. 

Dr. Cook of Panama expressed himself in a similar 
vein. 

Dr. CuHassaticnac of New Orleans, La., considered 
the mosquito theory beyond refutation. The Havana 
experiments had furnished positive proof of this, and 
he did not think there was any other means of trans- 
mitting or conveying the disease. 

Dr. C. H. Hueues of St. Louis, Mo., spoke of his 
experience with the disease during his early practice. 
He was not convinced that the mosquito was the only 
means of propagation, and expressed himself as believ- 
ing that flies might transmit the disease. 

Dr. CarRTER referred to fomites, and said that there 
could be only two ways in which they could convey the 
infection. One was by direct contact, such as opening 
a trunk, and the other by environment. If either 
means was admitted, infection should take place any- 
where. . 

Dr. W. C. Goreas said he thought at one time fo- 
mites was the only cause of transmission of the disease. 
He then differed from Dr. Finlay, but Major Reed soon 
convinced him to the contrary. The harmlessness of 
baggage was observed in Havana, where people from 
the suburbs were constantly moving back and forth, 
but never brought infection with them. 

Dr. Lewis Batcu, in referring to fumigation, said 
that he relied upon two pounds of pyrethrum powder 
to one thousand cubic feet, with two hours’ exposure. 
This gave absolute results in killing the stegomyia 
fasciata. 

Dr. Tuomas had used pyrethrum, but had found it 
without value, and said that sulphur was now used 
exclusively in Louisiana. 

Dr. Ecueverria of Costa Rica spoke in favor of 
the mosquito theory, and added that yellow fever had 
never been known to occur where the stegomyia could 
not be found. 

Dr. MarTINEz, in closing the discussion for Dr. 
Finlay, said that to explain isolated outbreaks, it was 
assumed that children preserved the organism in the 
blood, as they did malaria, and this offered a source of 
supply to the mosquito. The study of the develop- 
ment of the parasite in the mosquito showed that an 
intermediate host was necessary just as it was in the 
tapeworm. The United States Army Commission had 
studied the question of fomites very thoroughly. In 
its report, one instance was cited where the blankets, 
clothing and bedding of patients ill or dead from yellow 
fever had been stored in a room, and used by two sets 
of non-immune fresh arrivals in Cuba, and yet no 
single instance of infection from this clothing had 
occurred. 


RESOLUTION. 


Dr. CHarLes CuHassarGnac of New Orleans offered 
the following resolution: 

Resolved, That owing to the suffering and to the 
serious danger to health and life for which the mos- 
quito is known to be chiefly, if not solely, responsible, 
it is the imperative duty of all communities and 
governments to use all the means in their power for 
the destruction and gradual annihilation of the pestif- 
erous insect in question. 

The resolution was seconded and unanimously 
carried. 


CARE AND CURE OF EPILEPSY. 


Dr. Cuar.es H. Hucues of St. Louis, Mo., claimed 
that epilepsy should not in many cases be listed with 
the curable diseases. He reported ten cases that had 
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been under observation for twenty-five vears, in which 
there had been no recurrence. In treating epilepsy, 
he always demanded an agreement that the patient 
should be under control at least two years, during 
which time he would treat every function of the indivi- 
dual so as to keep his general health in the best possible 
condition. Of course, institutional treatment was 
better in most cases than private treatment. 


REPORT FOR THE DELAYED PASSENGERS ON THE 


‘‘ aTHOS.”’ 


Dr. A. E. MacDonatp of New York stated that 
when the members accompanying him realized that 
they could not reach Panama on time, the delegates 
and members held meetings on board the “ Athos.” 
Papers were read and discussed, of which records were 
kept, and he made a motion that such papers and dis- 
cussions be allowed to be spread on the minutes of the 
Congress as a part of the regular proceedings. The 
resolution was adopted. 


PERMEABILITY OF FILTERS TO THE PROTOZOA OF THE 
WATERS USED IN THE CITY OF LIMA. 


Dr. Hvuco Brrri of Lima read a paper with this 
title, saying that the idea of the experiment was to 
see that filters were serviceable not only to provide 
good drinking water to those using them, but to secure 
sterile water for laboratory purposes. They found 
that some amebz and flagellate bacilli passed through 
all the filters. Most filters suffered from prolonged 
use. He considered the Berkefeld and Grandjen 
filters were the best. 


PLAGUE AT MAZATLAN, MEXICO. 


Dr. Jose Ramos of Mexico outlined the methods 
by which the Mexican government was able to suppress 
the outbreak of plague at Mazatlan in 1900. Complete 
isolation of plague patients was insisted on. Disin- 
fection was thoroughly carried out; destruction of 
rats was attempted on a very large scale, and even 
houses were destroyed by fire to reach results. They 
had found the use of anti-plague serum very efficacious 
in suspected cases. 


Jan. 7, 1905. 
TRACHOMA IN MEXICO. 


Dr. JosE Ramos of Mexico stated that this disease 
was gradually spreading in the Republic, and there 
were certain well-recognized areas where it was more 
frequently found, but there was no doubt that the 
elevation at which most of the people lived had a good 
influence on the disease, and that it was rather more 
benign than in other parts of the world. He urged 
that popular lectures for general practitioners be given 
throughout the country on the diagnosis and treat- 
ment of trachoma. 

Dr. Catvo read by title all of the papers on the pro- 
gram, the authors of which were not present, or had 
had no time to read them. 

The delegates and members were warmly received, 
and royally entertained. 

The next place of meeting will be in Guatemala 
City, Guatemala, in 1908. 


me 
> 


Tue Eruics or Larce Typr.— At a stated meeting 
of the Medical Society of the County of New York, 
held Dec. 27, 1904, the following resolution was unani- 
mously adopted: ‘‘ That in any directory or list other 
than a medical one, it is undesirable that any data 
should appear other than the name, address and tele- 
phone number, and that the use of more prominent 
type for one name than another is to be severely 
deprecated.” — Medical Record. . 
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THE ANNUAL REPORT OF HARVARD 
UNIVERSITY, 1903-1904. 

ONE is accustomed to turn the pages of this 
annual report not merely with the hope, but 
with the assured expectation, of finding much 
information of interest and much food for sug- 
gestive reflection. This could hardly be other- 
wise with a statement of the operation, the 
changes and the development of the various 
departments of the greatest and oldest university 
of the country, especially when accompanied by 
the analysis and comments of such a presiding 
officer as the present head of Harvard. 

In regard to Harvard College itself, President 
Eliot thinks that one of the most encouraging 
events of the vear was the progress made towards 
acceptance of the entrance examinations, con- 
ducted at many points scattered all over the 
United States, by the College Entrance Exami- 
nation Board in lieu of the examinations con- 
ducted exclusively by Harvard College with its 
own question papers and its own readers. This 
Examination Board began its work in 1900, and 
the Harvard Faculty of Arts and Sciences, after 
watching its operations, came to the conclusion 
last spring that it was ready to accept member- 
ship and do its part in making the work of this 
board increasingly successful and useful. This 
seems to be, in the language of the wicked rail- 
roads, a sort of “‘ pooling” of definitions of the 
subjects of examination and standards of exam- 
ination on those subjects. Mr. Eliot believes 
this is likely to result, in time, in a regulation 
and simplification of the preparatory work done 
in the secondary schools of the country. 

The President’s report gives some interesting 
statistics in regard to the fathers of students 
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entering Harvard College and the Lawrence 
Scientific School in the summer and autumn of 
1904, and of students in those departments of 
the University. 

‘“* The following table exhibits the occupations 
of the fathers of the students who entered Harvard 
College and the Lawrence Scientific School in 
the summer and autumn of 1904: 





Harvard College. Scientific School. 
Occupation. No. % No. & 
Business. .. +... . 3 43.1 329 62.1 
-— (Physicians .... 112) =) 18 3.4 
Sj Lawyers ..... 160(512  8.0l555 292) 55. 492 
= Ministers. .... 73 8.6 (° 10¢' 1.9 ‘i 
~lOthers. 2... 167 8.3) 13 2.5 
Government Officials . . 53 2.6 6 11 
ae 53 2.6 16 3.0 
Wage Earners - « 2 12.6 60 11.3 
“No Occupation”... 56 2.8 a oan 
LS 216 10.8 49 9.2 
MR. 2% 3 ss 2,009 100.0 530 100.0 


Three sevenths of the fathers of the college 
students are in some sort of business, large or 
small; and more than four sevenths of the fathers 
of students in the Scientific School are in trade. 
Very few farmers send their sons to either the 
College or the Scientific School. As to wage 
earners, over 11% of the fathers of the students 
belong to this class both in College and in the 
Scientific School. The great majority of the 
undergraduates come from cities and towns. 
More than a quarter of the students in Harvard 
College have fathers who practice the professions; 
while only between one eighth and one seventh 
of the Scientific students have fathers in the 
professions. One student in seven has no father 
living; but deceased fathers are included in the 
above table.” 

The occupations of the “‘ wage earners” as 
given in an appendix include: baker, carpenter, 
cook, fireman, gardener, hackman, janitor, laborer, 
plumber, policeman, stonecutter, tailor, teamster, 
ete. 

Mr. Eliot devotes four pages to the game of 
football, and this will probably be the most 
widely quoted and widely discussed portion of 
the report. It is never safe to try to condense 
the President’s statements, but it seems fair to 
sum them up in one sentence, that the game 
of football, as at present played by the teams of 
American colleges, is a “‘ hateful” game. This 
view does not seem to correspond with that 
recently expressed by the President of Dart- 
mouth College. The opening and closing para- 
graphs on this subject must suffice as quotations: 
“The game of football has become seriously 
injurious to rational academic life in American 
schools and colleges, and it is time that the public, 
especially the educated public, should understand 





and take into earnest consideration the objec- 
tions to this game.’”’ This opening statement of 
his opinion of the relation of the game to academic 
life is followed by several pages of comment on 
the objectionable features of the game as played, 
and the whole is summed up in the following 
concluding paragraphs: 

‘‘ What then are the sources of the grave evils 
in this sport? They are: (1) The immoderate 
desire to win intercollegiate games; (2) the fre- 
quent collisions in masses which make foul play 
invisible; (3) the profit from violations of rules; 
(4) the misleading assimilation of the game to 
war as regards its strategy and its ethics. 

“On the question, whether or not football 
victories do, as a matter of fact, contribute to 
the growth and reputation of a college or uni- 
versity, there are evidently twoopinions. But if 
a college or university is primarily a place for train- 
ing men for honorable, generous and efficient serv- 
ice to the community at large, there ought not to 
be more than one opinion on the question whether 
a game, played under the actual conditions of 
football, and with the barbarous ethics of war- 
fare, can be a useful element in the training of 
young men for such high service. The essential 
thing for University youth to learn is the differ- 
ence between practicing generously a liberal art 
and driving a trade or winning a fight, no 
matter how. Civilization has been long in pos- 
session of much higher ethics than those of war, 
and experience has abundantly proved that the 
highest efficiency for service and the finest sort 
of courage in individual men may be accom- 
panied by, and indeed spring from, unvarying 
generosity, gentleness and good-will.” 

This arraignment of football as a fight whose 
strategy and ethics are those of war; in which 
every ruse, stratagem and deceit justifiable in 
actual fighting may be legitimately resorted to; 
where new tricks are always desirable, as sur- 
prises; and where the weaker man is the natural 
prey of the stronger, is not satisfactory to the 
advocates and admirers of the game. They 
claim that every competitive sport is open to 
trickery, and in none is it customary to seek 
out and attack the opponent’s strongest point; 
that peaceful arbitration will not serve as a sub- 
stitute for the game. 

To what extent the “ hateful conditions ” 
detailed by Mr. Eliot actually obtain in the game 
seems to be the real point. His plea is a strong 
one for reform, though hardly for abolition. In 
the meantime reform comes somewhat slowly, 
and the merits and faults of the game continue 
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to be discussed and debated at recurrent in- 


tervals. 

The most important part of this report as 
affecting the departments affiliated under the 
Faculty of Arts and Sciences, riz.: the College, 
the Lawrence Scientific School, the Library and 
the Graduate School, comes last. It appears 
that in seven of the last nine vears there have 
been considerable deficits in the combined account 
of the departments under that Faculty, and this, 
notwithstanding the introduction of undesirable 
economies. Everyone is agreed that these depart- 
ments require a larger income. The question as 
to the best way of providing such income has 
developed differences of opinion ; some advocating 
an increase of tuition fees, some the raising 
of additional endowment, and some a combina- 
tion of the two methods. President Eliot is a 


warm advocate of the proposition for raising a 
fund of $2,500,000 by subscription for the 
permanent endowment of professorships, assis- 
tant professorships, instructorships and assistant- 
ships. Whether this endowment should be 
confined to already existing positions or should 
be divided between those and new ones to be 
hereafter created he does not clearly state. 
Neither does he speculate as to the effect which 
such an endowment-subscription is likely to 
have for some time to come upon the usual stream 
of annual benefactions which flows in on the 
college. Perhaps he thinks it wiser not to touch 
on these points at the present time. It is evident 
that the Board of Overseers is impressed with 
the necessity of an increase of income, and is not 
desirous of taking any action now which might 
interfere with efforts well disposed alumni may 
be inclined to make toward such an end. The 
President points out with regret that the college 
is more dependent upon fees than it was thirty 
or forty years ago, and that the rate of interest 
on endowments has greatly decreased in that 
time. It might also be pointed out that the 
number of students and of courses has enor- 
mously increased, and that the actual value of 
the fee has greatly diminished in that time. The 
college, undoubtedly, needs and will continue to 
need much more money, and with as little doubt 
it will from one source or another get some. 
The health of the students, except among the 
‘Sign-offs,” who apparently inhabit for the most 
part the luxurious dormitories, has been good. 
Among the teaching staff of five hundred and 
fifty persons there was no death during the year. 
A fee of four dollars a year, beginning with the 





academic year 1904-5, will be charged to 
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every student registered in any Cambridge depart- 
ment of the University for the maintenance of 
the Stillman Infirmary; this, with the income 
from the invested funds of the Infirmary, is 
expected to meet the expenses of the institution 
for the present. 

The Medical School is passing through a tran- 
sitional and, therefore, somewhat trying period. 
At the close of the vear the last class was gradu- 
ated to which condidates not holding a degree 
in Arts, Literature, Philosophy or Science could be 
admitted. This requirement for admission, has, 
as was to be expected, greatly reduced the total 
number of students in the school, but the number 
of students holding such degrees Oct. 1, 1904, 
was forty-nine more than were in the school when 
the new requirement went into effect. It is 
thought that the probable minimum of students 
has now been reached, and that henceforth the 
number may be expected to rise gradually. The 
school is becoming more and more a center 
of medical research, as is shown from vear to 
vear by the increasing number of titles of theses 
relating to investigations carried on by those in 
some way connected with it. 

A new laboratory of Comparative Pathology 
has been built in connection with that depart- 
ment at the Bussey Institute, which will be used 
both for pathological research and for the work 
of the State Board of Health in preparing diph- 
theria antitoxin and vaccine matter. 

Through the subscriptions of three citizens of 
Boston, one of them a professor and one a student 
in the school, aided by a contribution from the 
Rockefeller Institute, the pathological depart- 
ment was able to send an expedition to the 
Philippines to continue the work on smallpox. 
This expedition is making, at the same time, good 
use of its opportunities to study other infectious 
diseases, notably chicken pox. It has also observed 
an endemic dermatitis in the islands caused 
by a moth resembling the brown-tailed moth. 

Research work under the auspices of the Com- 
mittee on Surgical Research has been actively 
varried on during the year, and a considerable 
number of excellent contributions have resulted 
therefrom. 

The Dental School has continued to do good 
work under difficult conditions. A deficit was 
turned into a surplus by the self-sacrificing gener- 
osity of its instructors. The courses in anatomy, 
physiology, histology and bacteriology given at 
the Medieal School have heen reorganized, so 
that dental students receive more special training 
adapted to their requirements. 
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MORTALITY AMONG PHYSICIANS. 

Tue Journal of the American Medical Asso- 
ciation has undertaken an interesting and valu- 
able statistical investigation into the deaths of 
physicians during the year 1904 and the causes. 
The figures are obtained from the deaths pub- 
lished in that journal during the year. The 
number so recorded was 2,142 in the United 
States and Canada, giving a mortality of 17.14 
a thousand. The average time of active practice 
was upwards of thirty years, with an average at 
death of over sixty years. In spite of conscien- 
tious attempts to get satisfactory and exact infor- 
mation the statistics are in certain respects in- 
complete. Often it was impossible to ascertain 
the exact cause of death, or the cause was mani- 
festly obscure or incorrect in nearly one thousand 
cases. The difficulty of obtaining the exact age 
and also the number of years in practice was 
likewise considerable. During the vear, 166 
members of the American Medical Association 


died. The causes of death were naturally numer- 
ous. Heart disease leads the list with 205, 


including sudden deaths supposedly due to dis- 
ease of the heart. Next in order was cerebral 
hemorrhage, including the deaths under the head 
of paralysis or apoplexy, with 179 cases. Of 
clearly defined disease pneumonia leads with 172 
deaths, which is 73° of the total mortality. 
Nephritis and uremia caused 107; tuberculosis, 
90; cancer, 39; typhoid fever, 37; septicemia, 
23; diabetes, 20. Other diseases in decreasing 
numbers claimed certain victims. Of the total 
deaths 1483 were due to violence, 95 to accident, 
36 to suicide and 12 to homicide. Of those who 
committed suicide it is noteworthy that 14 chose 
poison as @ means. ‘The ages at death naturally 
varied between wide limits, the youngest being 
twenty-two and the oldest one hundred and four, 
the average, as already stated, being sixty. 
lifty-seven deaths occurred at this age, with a 
somewhat decreasing number at the ages above 
up to seventy-three. 
ninety, 241 over eighty, and 3 had passed the age 
of one hundred. 

l'rom the foregoing figures, which are given 
considerably more in detail in the Journal of the 
American Medical Association for Jan. 14, it 
appears that physicians on the whole live as long 
as other people and die of essentially the same 
diseases. It is noticeable in a series of statistics 
of this sort that disorders of the circulatory sys- 
tem constitute a very large proportion of the 
causes of death. Heart disease and cerebral dis- 
‘ase, Which naturally depend upon diseases of 


Nineteen lived to be over! 





the circulatory apparatus, stand at the head of 
the list of diseases. It is also noticeable that 
infectious diseases, to which physicians are con- 
tinually exposed, claimed an extremely small 
number of victims. Diphtheria and scarlet fever, 
for example, in this series of statistics, but three 
each. 

The Journal of the American Medical Associa- 
tion has on several occasions rendered excellent 
service in its tabulation of statistics. We refer 
particularly to the yearly work on tetanus, which 
we have on previous occasions commented upon 
editorially. These statistics on the mortality 
and term of life of physicians are also of interest 
and value, and could they be continued over a 
sufficient number of years would add much to 
our general knowledge. 


—_—_—__—__ 


UNTOWARD EFFECTS OF X-RAYS. 

THE earlier idea that the x-rays were powerful 
for good, and incapable of serious harm, has been 
proved false by much sad experience. Cases are 
accumulating in which x-ray burns have been 
most serious in their effects, and particularly has 
it been demonstrated that long and repeated 
exposure to the rays may lead to such alterations 
of the skin that malignant disease supervenes. 
There has been a curious failure to recognize the 
extraordinary power of the energy, whatever it 
may be, which is manifested by the x-rays, and 
especially its power for harm. 

An interesting and no doubt important series 
of observations was recently presented before the 
New York Academy of Medicine by Dr. I. Tilden 
Brown, relative to the effect of the x-rays upon 
sexual conditions. The Medical News comments 
upon this communication and quotes the follow- 
ing somewhat startling remarks of Dr. Brown: 


“ He[Dr. Brown] had to announce that men by their 
mere presence in an x-ray atmosphere, incidental to 
radiography or the therapeutic uses of the rays, after 
a period of time—as yet undetermined — will be 
rendered sterile. In the last few days ten individuals 
who have devoted more or less time to the work dur- 
ing the past three years — none of whom have had any 
venereal disease or traumatism involving the genital 
tract — have been found to be the subjects of abso- 
lute azoospermia. None of the number are conscious, 
however, of any change or deterioration in regard to 
their potency.” 


In support of this statement cases are quoted, 
one being a patient who was known to have active 
spermatozoa before treatment by the x-rays for 
pruritus ani. Following the treatment the sperm- 
atozoa disappeared, and it was only after several 
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months that they again appeared in active form. 
In view of this, at first sight, surprising result, 
our contemporary calls attention to the effects 
which have been produced in lower organisms by 
exposure to the action of the x-rays. Tor exam- 
ple, the inhibitory effect upon the growth of seeds 
has been observed and experimentally proved. 
Somewhat similar results have been obtained in 
experiments with the larvee of beetles, changes of 
such a character being induced in the body 
tissues that development does not normally take 
place. The extraordinary effects of the emana- 
tions of radium in inhibiting growth which have 
been described in considerable detail, are also 
well recognized phenomena of an analogous sort. 
Our contemporary alludes to other investi- 
gations. For example, Albers-Schénberg has 
produced azoospermia in rabbits by exposing the 
abdomen to the x-rays. Very recently Halber- 
staedter, studying the effect of the x-ravs on the 
ovaries of rabbits, has found undoubted changes, 
consisting essentially in the disappearance of the 
Graafian follicles at the end of about fifteen days. 

There is, therefore, nothing impossible in the 
proposition brought forward by Dr. Brown that 
the reproductive organs of man should be so far 
affected by exposure to the x-rays that they tem- 
porarily, at least, are prevented from elaborating 
spermatozoa, and that thereby sterility may be 
produced. The idea is not a pleasant one, but if 
proved true, by further investigation, it should 
at least have a salutary effect in teaching still 
further the lesson which many have been slow 
to learn, that the possibilities of harm in the 
x-rays are probably much more far-reaching than 
we at first imagined and that an ever-increasing 
caution is the part of wisdom in dealing with 
so subtle and intangible a force. 


valien 
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MEDICAL NOTES. 

INSTITUTES FOR THE StTuDy OF CaNcER. — It is 
stated that $50,000 has been given the Gov- 
ernment of the Grand Duchy of Baden toward 
founding an institute for the study of cancer at 
Heidelberg. Provision has also been made for its 
location and for its maintenance. 


DraTus FROM DISEASE IN THE JAPANESE ARMY. 
— It is reported that from the time of the land- 
ing of General Oku’s army in Manchuria in May 
up to Dec. 1, there have been but 40 deaths from 
disease. Upwards of 24,000 cases of illness were 
treated, of whom about 5,600 were sent back to 
Japan. Of these latter 40, or considerably less 
than 1%, died. More than 18,500 cases recovered 





at the front and were again able to serve in active 
operations. Typhoid fever and dysentery to- 
gether numbered less than 500 cases. Beri-beri 
was somewhat more prevalent, but apparently 
not ordinarily fatal in its results. It is presumed 
that a similar freedom from the diseases ordinarily 
met with in armies existed also in the other 
Japanese armies. In view of these facts the 
methods of the Japanese may well be studied in 
detail. This we have no doubt will be done. 


THe CENTENARY OF MANUEL GarRcIA. — 
On the centenary of Manuel Garcia, the inventor 
of the laryngoscope, which takes place March 17, 
a celebration will be held in London, at which 
many countries will be represented. His por- 
trait, painted by Mr. John Sargent, will be pre- 
sented to him on this occasion. A banquet, 
attended by ladies, will conclude the festivities. 


THe NatHan Lewis Hatriretp PRIZE FOR 
ORIGINAL RESEARCH IN Mepicinr. — live hun- 
dred dollars will be awarded by the College of 
Physicians of Philadelphia to the author of the 
best essay submitted in competition on or before 
March 1, 1906; subject, “‘ The Clinical and Patho- 
logical Diagnosis of Sarcoma.’”’ Essays must be 
typewritten, designated by a motto or device, 
and accompanied by a sealed envelope bearing 
the same motto or device, and containing the 
name and address of the author. They must 
embody original observations and_ researches. 
The committee reserves the right to make no 
award if none of the essays submitted is considered 
worthy of the prize. Further information can 
be had of Francis R. Packard, M.D., Chairman, 
College of Physicians, 219 South 13th Street, 
Philadelphia, Pa. 

Course OF INsTRUCTION IN PuBLIc HEALTH. 
— The authorities of the University of Pennsy!- 
vania, realizing the efforts which are being made 
in communities throughout the country to obtain 
officials who have had some special training in 
matters pertaining to public health, and that 
each year the demands for men of this type 
(either as chiefs of departments or in some subor- 
dinate position) is increased, and that at the 
present time there is a lack of men qualified to 
fill such positions, to meet the needs of such 
instruction, will introduce into the curriculum, 
beginning Oct. 1, 1905, a course in Public 
Health. 

This course will include the following subjects: 
‘Sanitary Engineering,’ ‘ Sanitary Legis- 
lation,’ ‘‘ Inspection of Meat, Milk and Other 
Animal Products,” ‘ The Sanitary Engineering 
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of Buildings,” “ Social and Vital Statistics in the 
United States,’ ‘‘ Practical Methods Used in 
Sanitary Work,” ‘“ General Hygiene ” and “ Per- 
sonal Hygiene.” 


BOSTON AND NEW ENGLAND. 


Acute Inrectious Diseases IN Boston. — 
For the week ending at noon Feb. 8, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 39, scarlatina 22, typhoid fever 16, 
measles 8, tuberculosis 31, smallpox 0. 

The death-rate for the total deaths reported 
during the week ending Feb. 8, 1905, was 20.63. 


Boston Morrauiry Statistics. — The total 
number of deaths reported to the Board of Health 
for the week ending Saturday, Feb. 4, 1905, was 
213 against 197 the corresponding week last 
year, showing a increase of 16 deaths, and making 
the death-rate for the week 18.10. Of this num- 
ber 104 were males and 109 were females ; 211 were 
white and 2 colored; 132 were born in the United 
States, 79 in foreign countries, and 2 unknown; 
58 were of American parentage, 135 of foreign 
parentage, and 20 unknown. The number of 
cases and deaths from infectious diseases reported 
was as follows: Diphtheria, 38 cases and 3 deaths; 
scarlatina, 29 cases and 2 deaths; typhoid fever, 
25 eases and 3 deaths; measles, 12 cases and no 
deaths; tuberculosis, 33 cases and 16 deaths; 
smallpox, 0 cases and no deaths. The deaths 
from pneumonia were 36, whooping cough 1, 
heart disease 33, bronchitis 2, and marasmus 1. 
There were 10 deaths from violent causes. The 
number of children who died under one year was 
33; the number under five years, 42. The num- 
ber of persons who died over sixty years of age 
was 74. The deaths in public institutions were 
do. 

Tue Hookworm Disrase. — Dr. Charles 
Wardell Stiles of the Public Health and Marine 
Hospital Service addressed the Society of Arts 


at the Institute of Technology, Feb. 9, 1905, on 
the Hookworm Disease. 


A New OrToLocicAL AND LARYNGOLOGICAL 
Society. — On Jan. 20, a meeting was held at 
the Massachusetts Eye and Ear Infirmary for the 
formation of a society of those interested in dis- 
eases of the ear, nose and throat. The society 
is to be called “‘ The New England Oto-Laryngo- 
logical Society ” and will hold meetings on alter- 
nate months during the winter. The following 
were elected as officers for the ensuing year: 


President, Dr. F. L. Jack; Vice-president, Dr. 
S. W. Langmaid; Secretary and Treasurer, Dr. 
Philip Hammond. 


NEW YORK. 


DEATHS DURING 1904. — The State Depart- 
ment of Health reports that there were 141,564 
‘deaths in the State of New York during the year 
1904, which is the largest annual mortality ever 
officially recorded. The death-rate was 18.2 
as against an average death-rate for the past 
five years of 17.2. There were 380 deaths a day 
on an average through the year, as against 350 
a day in 1903. In March there were over 14,000 
deaths, a number never before reached in any 
month on record. Pneumonia was one of the 
chief causes of mortality. In the first five months 
of the year, 2,000 more deaths were reported 
from this disease than in the same period of the 
preceding year, and the mortality from it con- 
stituted 12.5% of the total deaths. During 
the year pulmonary tuberculosis caused over 
14,000 deaths, or about 10% of the total. This 
was very nearly the same as the rate from pneu- 


monia. In the last twenty years there have 
been 259,000 deaths from consumption, and 


with little variation between 12,000 and 14,000 
deaths each year. The death-rate from this 
disease during the twenty years is not given in 
the report, but, taking into consideration the 
increase in population, the fact that the actual 
number of deaths has remained about the same 
would indicate a gradual reduction in the mor- 
tality from this cause. 


DiminvuTIon IN City Deratu-rate. — It is 
gratifying to learn that in the city of New York 
the year has commenced with a considerable 
diminution in the death-rate, as compared with 
1904. The weekly reports of the Health Depart- 
ment show that during the month of January 
the mortality represented an annual death-rate 
of 19.82, as against 18.75 in December and 21.22 
in January of last year. Among the diseases in 
which there was an increased fatality were the 
following: The weekly average of deaths from 
diphtheria and croup increased from 37 in Decem- 
ber to 42 in January; the weekly average from 
scarlet fever, from 13 to 16.5; from epidemic 
cerebrospinal meningitis, from 14.25 to 27; from 
influenza, from 8.5 to 23.75; from pneumonia, 
from 165 to 180.25; from broncho-pneumonia, 
from 102.5 to 115.25; from acute bronchitis, 
from 35.75 to 39.5; from pulmonary tuber- 
culosis, from 150.5 to 162; from diarrheal diseases 
from 31.75 to 35.25; from diarrheals under two 
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vears of age, from 24 to 28.5; from cancer, from 
52.75 to 55.5; and from Bright’s disease and 
nephritis, from 126.25 to 132.25. Among the 
few diseases which showed a diminished mor- 
tality were typhoid fever, which decreased from 
a weekly average of 17.25 to one of 11.5, and 





[FeBruary 9, 1905 
charge of bribery, based on an offer to an attor- 
ney to obtain the discharge of a client, an illegal 
practitioner of medicine, for the sum of five hun- 
dred dollars. Dr. Jackson has hitherto been a 
reputable physician and is a member of the County 
Medical Society. In bringing in their verdict 


organic heart diseases, the weekly average of} of guilty the jury made a strong recommenda- 


: Lite ein, 
deaths from which declined from 116.25 to 105.25. | 


In the month of January, 1904, the weekly | 
average of deaths from pneumonia was 226.5. | 
us against 180.25 in January, 1905. On_ the| 
other hand, the weekly average of deaths from | 
cerebrospinal fever in January, 1905, was only 
6.25, while in January of this vear it was 27. 
The fact that the number of cases was nearly | 


tion for merey. 





@bituarp. 
HOMER L. BARTLETT, M.D. 


Dr. Homer L. Barruetr, a_ well-known 


twice as great as in the month of December | physician of Brooklyn, N. Y., died Feb. 3, in 


would seem to indicate the advent of net 


serious epidemic of this very fatal disease. 


r 
| 


| 


Thomasville, Ga., where he had gone for his 
health. He was born in Chittenden County, 
\t., in 1830, and was graduated from the College 


ANNUAL MEETING OF Mount Sinat Hosprrai.| of Physicians, New York, in 1855. In 1857, 


Society. — The annual meeting of the Mount 
Sinai Hospital Society was held in the new hospi- 
tal buildings at Fifth Avenue and 100th Street. 
on January 29. 


} 
| 
} 


| 


The total cost of site, construc- | community. 


he settled in the town of Flatbush, Long Island, 
now a part of Brooklyn, where he became one 
of the most prominent citizens and was identified 
with almost every improvement in that ancient 
He organized the board of health. 


tion and equipment was reported as aggregating | becoming health commissioner, and later the 


$2,752,566. This has all been paid, but it was 
announced that it would be necessary to increase 
the annual membership so as to yield at least 
$50,000 more than at present, in order to mect 
the expenses of maintenance. It is estimated 
that the cost of this will be $300,000 a vear when 
all the departments of the institution are opened 
to their full capacity. In regard to the patho- 
logical department, the building for which was 
erected and completely equipped by Adolph 
Lewisohn, it was announced that the donor had 
generously offered to pay all the expenses of its 
maintenance. 


Tue CorNELL Dam. — The new Cornell dam, 
in the Croton watershed in Westchester County, 
has now been completed, after ten vears of labor. 
It is stated to the the largest piece of masonry 
in the world, with the exception of the Pyramids 
of Egypt, and it will hold thirty billion gallons 
of water. It is estimated by the engineers that 
it will require about two years for the dam to fill, 
and that when the water reaches the base of its 
coping it will make a lake seventy miles in cir- 
cumference. For the first year the principal 
supply of water will come from the overflow of 
the old Croton dam, the latter will then be 
flooded, and the water will rise thirty feet above it. 


CONVICTION OF A CoRONER. — Dr. Moses J. 
' Jackson, one of the city coroners, was on Feb. 1 
convicted in the Court of General Sessions on a 








police department, of which also he was made 


the head. In addition, he organized the Flat- 
bush Water Company and the company which 
introduced gas into the town; for many years 
he was visiting physician to the Kings County 
Penitentiary, and he was at one time vice-pres- 
ident of the Kings County Medical Society. Dr. 
Bartlett was a medical author of considerable 
repute, and he also wrote a number of books 
of fiction, basing his stories in many instances 
on the Indian legends and traditions of Long 
Island. 





Mwiscellanp. 


RECTAL ALIMENTATION,. 


In .tmerican Medicine, Feb. 4, Edsall and 
Miller refer to the literature and their own pre- 
vious work which indicate that nutrient enemata 
are very poorly absorbed and that exclusive 
rectal alimentation is incapable as a rule of main- 
taining a nutritive balance. They report a series 
of experiments in which they carried out rectal 
alimentation in dogs and also determined the 
absorption in isolated loops of intestines in dogs: 
and further they report an absorption experi- 
ment in a human being. This work was done in 
order to determine in how far it is possible to 
improve fat absorption by giving the fats in the 
form of soaps, or by giving them in an artificial 
emulsion, when the emulsion is so prepared that 
it will not readily be broken up in the bowel. 
Their results were such as to convince them that 
it is impossible by any methods now available 
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to administer successfully sufficient soap to make 
it of decided nutritive value. Their results 
with an artificial fat emulsion, particularly in 
the human subject, were somewhat encouraging, 
and they believe that by further study it may 
be possible to increase the clinical value of nutri- 
tive enemata though it is still a question whether 
it willever be possible to maintain nutrition in 
this way. 


> 


Correspondence. 


WATER PURIFICATION. 
New York, Jan. 31, 1905 

Mr. Epiror: From your report of the proceedings of 
the Havana meeting of the American Public Health 
Association, I read that, 

“V. B. Nesfield recommends the use of tablets made 
from 1} gm. bleaching powder and 4 gm. sodium bicar- 
bonate. He claims that these will each sterilize a pint 
of water in five minutes, or, better, ten. He removes 
the paste of chlorine by adding a tablet of sodium sulphate. 
He claims that by such use the most foul river water can 
be made free from disease germs and palatable.”’ 

This proposition will undoubtedly be of interest to any 
one looking for a development in the vexatious problem 
of water purification, and especially attracts my attention, 
as I have been working on a similar proposition. But, 
setting aside the question whether the use of chloride of 
lime to sterilize drinking water is advisable, I believe 
that the use of two tablets, one after the other, is rela- 
tively clumsy and unnecessary. 

Chemistry evidently has developed more rapidly than 
any one could possibly follow, a reason why we some- 
times overlook new  feasibilities. Knowing that the 
bleaching powder, chloride of lime, is a mere agent for 
the generation of oxygen, and that oxygen in statu nas- 
cendi does the bleaching as well as the sterilizing, chem- 
istrv nowadays offers certain oxygen carriers, the per- 
oxides, which by mere decomposition will furnish in a 
direct way oxygen, which in fact alone is accomplishing 
the desired work upon organic matter or bacteria. One 
of these chemicals is peroxide of calcium, another one 
peroxide of magnesium, both are entirely harmless to our 
system, indeed even of high therapeutical value and 
readily liberate a considerable amount of active oxygen 
when dissolved in water and dilute acid. 

One tablet made of 14 tenths of a gram of peroxide of 
calcium and the equivalent of citric or tartaric acid will 
act in a pint of water in exactly the same way as two 
tablets, one made of 14 gm. chloride of lime and 4 gm. 
soda bicarbonate and one of sodium sulphate. 

The striking difference in the quantity necessary to 
obtain the same results — standing in a ratio of 1 to 10 

-proves the above statement as to the efficiency of the 
oxygen carrier, directly generating oxygen, compared 
to the efficieney of the oxidizing agent, indirectly generat- 
ing oxygen. 

I deem it unnecessary to enter into more extensive 
comparisons as to the nature of these two kinds of steri- 
lizing tablets, for any physician or bacteriologist as well 
as any food chemist will soon see the difference and then 
probably give the preference to the simple peroxide tablet, 
naturally suited to that purpose. 

In an article which appeared in the January 1 issue 
of The American Inventor entitled “ A Legitimate Food 
Preservative, Active Oxygen,” I published some experi- 
ments made in the New York Board of Health Laboratory. 
A part of these were made with tablets similar to those 
described above and the purpose was also to sterilize drink- 
ing water. 

The paragraph referred to reads as follows: 


“TYPHOID CONTAMINATED WATER. 


‘<The experiments entailed the use of a preparation 
made in tablet form which could readily generate oxygen. 





“Two tablets killed 2,250,000 typhoid bacilli in 150 ce. 
of distilled water in one minute. 

“One tablet killed 2,250,000 typhoid bacilli in 150 ce. of 
distilled water in thirty minutes. 

“One-half tablet killed 2,250,000 typhoid bacilli in 150 
ec. distilled water in twenty-four hours.” 

The value of the use of such tablets should not be over- 
looked as in this way any body will be enabled to sterilize 
any water at any time wherever he may be, undoubtedly 
a most convenient way to solve the all important question 
of a rational water purification. 

Very truly yours, 


R. v. Foreccer, Px.D. 
, 


a 
> 





CLOSER RELATIONS BETWEEN PHYSICIANS AND 
HOSPITAL. 


Mr. Eprror: In connection with the letter of your 
correspondent who argues that certain advantages would 
be derived from the establishment of closer relations 
between physicians who send their patients to hospitals 
and the medical men who have charge of such cases after 
admission to hospital wards, the enclosed blanks may be 
of some interest. These various forms of notification 
were adopted by the Board of Directors of Mount Sinai 
Hospital upon the suggestion of one of our attending 
surgeons: 

Dear Docror: Your patient has 
been admitted to the Hospital and has been placed in 
charge of Dr. in Ward : 
The patient may be visited by you between the hours of 
10 a.m. and 5 p.m. any day at vour convenience. 

It is desired that no suggestions concerning the patient 
be made to the nurses or to the House Staff. The Attend- 
ing Physician or Surgeon will be glad to confer with you 
on any matter connected with the case. 

Yours very truly, 
S. S. GotpwaTer, M.D., Superintendent. 

Dear Docror: M , referred by you to 
this Hospital, will be operated upon on 
at o'clock, A.M. P.M. 

You are invited to be present. 

Yours truly, 
S.S. GotpwaTer, M.D., Superintendent. 

Dear Doctor: Your patient 
to-day discharged from the Hospital. 
the patient is 


was 
The condition of 


Yours truly, 

Ss. S. GoLpwaTterR, M.D., Superintendent. 
While our practice here does not vet exhibit that perfect 
co-operation which is advocated by your correspondent, 
it represents at least a step in the direction of proper 
consideration for the rights and needs of the general pro- 
fession, whose support is so essential to the welfare of 

large general hospitals. 

Very truly vours, 

S. 8. GoLpwaTerR, M.D., Superintendent. 


eg ee 
PATENT MEDICINE BILL. 


Boston, Feb. 2, 1905. 


Mr. Epvrror: A bill is pending in the Massachusetts 
Legislature to require that every patent- medicine shall 
have the formula of its ingredients printed on the label 
of the bottle. Laws to this effect exist in Germany and 
France, and a similar regulation has just gone into effect 
in New Zealand. 

The bill was introduced on petition of Mrs. Julia Ward 
Howe and others. It is fought by the Druggists’ Asso- 
ciation, because they think that people would not take 
so much patent medicine if they knew what they were 
swallowing. 

A hearing on the bill will be given at the State House on 
Feb. 13, at 10.30 a.m., in Room 439. The measure ought 
to have the support of the doctors, and it is hoped that 
as many as possible of those interested will attend. 

Very truly yours, 
ALICE STONE BLACKWELL. 
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RECORD OF MORTALITY 
FoR THE WEEK ENDING SATURDAY, JANUARY 28, 1905. 





Northampton 20,314 
Beverly ... i5,807 
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Clinton ... 15,694 
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Melrose... 13,819 25.00 
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Deaths reported, 3,471; under five years of age, 933; princi- 
pal infectious diseases (smallpox, measles, scarlet fever, 
cerebrospinal meningitis, diphtheria and croup, diarrheal 
diseases, whooping cough, erysipelas, fevers and consumption) 
715; acute lung disease 702, consumption 369, scarlet fever 21, 
whooping cough 17, cerebrospinal meningitis 36, smallpox 1, 
erysipelas 11, puerperal fever 21, measles 13, typhoid fever 39, 
diarrheal diseases 88, diphtheria and croup 81. 

From whooping cough, New York 6, Chicago 9, Boston 1, 
Worcester 1. From scarlet fever, New York 13, Philadelphia 
2, Baltimore 2, Providence 1, Boston 2, New Bedford 1. From 
cerebrospinal meningitis, New York 28, Chicago 1, Baltimore 
1, Boston 4, Holyoke 1, Quincy 1. From smallpox, Chicago 1. 
From erysipelas, New York 6, Chicago 5. From typhoid fever, 
New York 14, Chicago 7, Philadelphia 11, Baltimore 4, Boston 2, 
New Bedford 1. 

In the seventy-six great towns of England and Wales, with an 
estimated population of 15,609,377, for the week ending Jan. 14, 
1905, the death-rate was 17.5. Deaths reported 5,251; acute dis- 
eases of the respiratory organs (London) 174, whooping cough 
86, diphtheria 60, measles 114, smallpox 5, scarlet fever 42. 

The death-rate ranged from 7.6 in Willesden to 35.8 in Stock- 
ton-on-Tees; London 15.8, West Ham 14.7, Brighton 20.5, 
Southampton 14.1, Plymouth 21.1, Bristol] 18.8, Birmingham 
19.7, Leicester 14.4, Nottingham 20.5, Birkenhead 15.3, Liver- 
pool 20.0, Wigan 13.2, Bolton 15.2, Manchester 19.6, Salford 
14.9, Halifax 24.0, Bradford 20.9, Leeds 20.2, Hull 25.3, Shef- 
field 21.0, Newcastle-on-Tyne 21.1, Cardift 19.7, Rhondda 14.2, 
Leyton 10.5, Merthyr Tydfil 25.4. 








METEOROLOGICAL RECORD. 


For the week ending January 28, in Boston, according to 
observations furnished by Sergeant J. W. Smith of the United 
States Signal Corps: 
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*O., cloudy; C., clear; F., fair; G., fog; H., hazy; S., smoky; 
R., rain; T., threatening; N., snow; —, below zero. t Indicates trace 
of rainfall. g@~- Means for week. 





SOCIETY NOTICES. 


BosTON MEDICAL LIBRARY MEETINGS. — The Boston 
Medical Library in conjunction with the Suffolk District Branch 
of the Massachusetts Medical Society will hold a meeting at the 
Library. 8, The Fenway, SATURDAY, Feb. 11, 1905. Pro- 
gram: Physiological Economy of Nutrition: Prof. Russell H. 
Chittenden of Yale University, New Haven, Conn. Discussion: 
Prof. Lafayette B. Wendel of Yale University and Dr. Otto 
Folin of the McLean Hospital at Waverley. 

GEO. B. Gay, 

FRED B. LUND, 

ELLIOT? P. JOSLIN, 
Committee on Medical and Social Meetings. 


BostoN MEDICAL LIBRARY MEETINGS. — The Boston 
Medical Library in conjunction with the Suffolk District Branch 
of the Massachusetts Medical Society will hold a meeting at 
the Library, 8, The Fenway, Wednesday, Feb. 15, 1905. ro- 
«ram: The Protozoa in the Etiology of Infectious Diseases : 
Prof. G. N. Calkins, professor of Comparative Zoology, 
Columbia University. Medical Studies in the Philippines: 
Dr. E. E. Tyzzer (recently from Manila), assistant in Pa- 
thology, Harvard Medical School. General Discussion. 

iy GEO. G. SEARS, Chairman. 
EDWIN A. LOCKE, Secretary. 


NEW ENGLAND HOSPITAL MEDICAL SOCIETY. — The Section 
on Ophthalmology will bold a regular meeting on Thursday, 
Feb. 16, 1905, at 7.30 P.M., at Hotel Nottingham. Papers: 
** A Few Clinical Observations and Practical Suggestions Con- 
cerning the Nasal Passages and the Relation they bear to the 
Organs of Sight and Hearing,” Dr. Alice G. Bryant. *‘ Certain 
Contagious Diseases of the Eye, of Special Importance to the 
General Practitioner,’ Dr. Louise P. Tingley. Discussion: 
Drs. Dexter, Call, Smith, Culbertson, Hobart, Bond, Denig. 
Nagle. 

: Dr. BLANCHE A. DENIG, Secretary. 
Hotel Bristol, Copley Sq., Boston. 





RECENT DEATHS. 
SAMUEL Ezra THAYER, M.D., M.M.S.S., died in Wenham, 
Feb. 5, 1905. 
JOHN MALACHI DONLAN, M.D., M.M.S.S., died in Fitch- 
burg, Jan. 26, 1905. Age thirty years. 





BOOKS AND PAMPHLETS RECEIVED. 


The Surgical Treatment of Bright’s Disease. By George M. 
Edebohls, A.M., M.D., LL.D. New York: Frank F. Lisiecki. 
1904. 

In Defense of the Attenuated Drug. By Royal S. Copeland, 
A.M., M.D. Reprint. 

Practical Physiological Chemistry. By J. A. Milroy, M.A., 
M.D., and T. H. Milroy, M.D., B.Sc., F.R.S.E. Illustrated. 
New York: Longmans, Green & Co. Edinburgh: William 
Green & Sons. 1904. 

Text-Book of Nervous Diseases and Psychiatry. For the 
Use of Students and Practitioners of Medicine. By Charles L. 
Dana, A.M.,M.D. Sixth Revised and Enlarged Edition. Illus- 
trated. New York: William Wood & Co. 1904. 
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@riginal Articles. 


THE PROGNOSIS OF EPILEPSY.* 


BY WILLIAM ALDREN TURNER, 


Fellow of the Royal College of Physicians of London. Physician to 
Out-Patients, the National Hospital for the Paralysed and Epileptic; 
and King’s College Hospital; and Visiting Physician, the Colony 
jor Epileptics, Chalfont, Bucks. 


M.D., LONDON, 


ALTHOUGH the study of epilepsy in general 
dates from a period far back in classical times, 
detailed attention to the prognosis of the disease 
was not made a subject of special study until 
the appearance of Herpin’s well-known work, 
‘“ Du Pronostic et du Traitement de |’ Epilepsie,”’ 
published in Paris in 1852. This writer’s con- 
clusions, and the statements regarding his cures 
were so bright, and so much at variance with 
what had previously been accepted doctrine 
that attention was again called to the possibility 
of cure in many cases of epilepsy. 

A few statistics on this subject may, therefore, 
be given, with a view to show the variability 
existing between the results of treatment ob- 
tained at different periods. Before the intro- 
duction of the bromides, it is interesting to recall 
the high percentage of so-called cures which 
have been recorded: 

Per - of cures 
Hufeland gave . . 
Russell Reynolds g: wve 


Trousseau gave 
Herpin gave . 


10 
13 
50 


The almost universal administration of the 
bromides since their introduction in 1857, in the 
treatment of epilepsy, has in no way affected 
the variability in the results. To mention only 
a few instances: 


Per cent of cures 
4 to 5 


Nothnagel gives . 
Spratling gives 


0 
Laehr gives . 6 
Ackermann gives 7.6 
Dana gives . . 5 to 10 
Wildermuth gives : 8.5 
Habermaas gives 10.3 
Alt gives . 12.5 


It must be evident that some explanation 
ought to be forthcoming as to the difference 
existing between the statistics of authors upon 
the results obtained before and since the intro- 
duction of the bromide treatment. First, some 
proportion of the existing difference is accounted 
for by the greater precision exercised in diagnosis, 
the later authors excluding from their statistics 
all cases of epilepsy due to organic disease. Sec- 
ondly, much of the discrepancy existing in sta- 
tistics depends upon the definition of “ cure ”’ 

-the interpretation differing widely. Most 
authors fail to state in their writings what is 
their definition of ‘ cure,” or recovery from 
epilepsy, and in the majority of instances, so- 
called cures are merely long remissions occurring 
spontaneously, or as the result of suitable treat- 
ment. 

The cases upon which the following observa- 


*Read at the Fourth Annual Meeting of the National Association 
for the Study of Epilepsy, Nov. 22, 1904. 





tions are based have been obtained from the 
records of the National Hospital for the Paralysed 
and Epileptic, Queen Square, London, and from 
the cases under care and treatment at the Colony 
for Epileptics, Chalfont-St.-Peter, Buckingham- 
shire. Of the former, 355 and, of the latter, 161 
were available for statistical purposes. In an- 
alyzing the cases certain guiding principles were 
laid down, and the following eliminations were 
made: All cases which showed any coexisting 
complication, such as organic cerebral disease, 
and all cases of idiocy and pronounced imbecility. 
By observing these restrictions, cases of so-called 
idiopathic epilepsy were, as far as possible, ob- 
tained; while any transitory amelioration result- 
ing from medicinal or other treatment was 
checked by fixing the minimum period of obser- 
vation at two years. 

It is not proposed in this communication to 
detail the figures and percentages which have 
been already published in the T'ransactions of 
the Royal Medical and Chirurgical Society of 
London, Vols. xxxvi and Ixxxvii, but merely 
to enumerate herein the general results which 
were in this way obtained. 

The prognosis of epilepsy, and the conditions 
which influence it, will be mentioned under the 
following headings: (1) The influence of sex; 
(2) Of an hereditary disposition; (3) Of age at 
the onset of the disease; (4) Of the duration of 
the disease; (5) Of the frequency of the seizures; 
(6) Of the character and time of the seizures. 

(1) The influence of sex.— Sex plays little part 
in the general prognosis of epilepsy. Rather 
more males than females show arrest of the seiz- 
ures, but, at the same time, the former sex gives 
a greater percentage of confirmed cases. As 
regards the influence of sex upon the mental 
condition in epilepsy, it would appear as if a 
larger percentage of women escape the deterior- 
ating influence of epilepsy upon the mind than 
men, but that when dementia supervenes and 
reaches its most pronounced form, a somewhat 
higher percentage of women are affected. The 
most frequent mental condition in male epilep- 
tics would seem to be a slight impairment of the 
memory and a blunting of the higher mental 
faculties. 

(2) The influence of an hereditary disposition.— 
The only hereditary maladies taken into con- 
sideration in this investigation were epilepsy 
and insanity. It would appear from the investi- 
gation that the following general conclusions 
may be drawn: (a) That thereis as great a chance 
of arrest of epileptic fits in those who have, as 
in those who have not, a known family history 
of epilepsy; (b) In those who have an hereditary 
history the chances as to whether the fits become 
arrested, improved or confirmed are in any 
given case about equal. (c) That as regards 
general improvement, more is to be expected in 
those who have no hereditary disposition, while 
a considerably smaller percentage of confirmed 
epileptics is to be found amongst those who have 
no family predisposition to the disease. As 
regards the influence of an hereditary disposition 
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upon the mental characteristics, the fact may be 
stated that a family disposition to epilepsy 
or.insanity exerts to a great extent a deteriorat- 
ing influence upon the mental condition of those 
who subsequently develop epileptic seizures. 
So that a general statement may be made that 
a family tendency to either epilepsy or insanity, 
though offering no obstacle to the arrest of the 
seizures in favorable cases, materially increases 
the likelihood of the disease becoming confirmed 
and the supervention of dementia. 

(3) The influence of age at the onset of the dis- 
ease. —The main conclusions to be derived from 
a study of the statistics, with special reference 
to this point, may be stated as follows: (a) That 
epilepsy commencing under ten years of age is 
least favorable for arrest or improvement, and 
most favorable for the production of confirmed 
cases. In a similar way a low percentage of 
mentally healthy individuals is to be found 
amongst those in whom the disease commences 
in early childhood. This class also contains a 
high percentage of cases showing profound 
mental impairment. (6) In those in whom the 
disease commences during the period of puberty 
is to be found the greatest percentage of arrests 
and the lowest percentage of confirmed cases, 
in which class also is observed a greater percent- 
age of cases showing slight mental deterioration, 
and a smaller percentage showing marked mental 
deficiency. 

The cases of epilepsy, which commenced 
between the twenty-first vear of age and the age 
of thirty-five, showed a steady diminution in 
the percentage of arrests and a progressive in- 
crease in the percentage of confirmed cases. 
But after the latter age, there is again a diminu- 
tion in the number of confirmed cases, while 
senile epilepsy is essentially a tractable disorder. 

From the above, the following general state- 
ment may, therefore, be made: Epilepsy com- 
mencing in infancy and childhood is the least 
favorable for arrest of the fits, and the most 
favorable for the production of the confirmed 
disease. The common type of epilepsy, or that 
commencing during puberty, is the most favor- 
able form of epilepsy, both as regards the arrest 
of the seizures and the absence of mental infi.m- 
ity. Adult epilepsy is unfavorable, but senile 
epilepsy is tractable. 

(4) The duration of the disease. — Speaking in 
general terms, the earlier a case is brought under 
systematic treatment, the more hopeful the prog- 
nosis and the greater the probability of improve- 
ment. There is a greater prospect of arrest or 
improvement during the first five than during 
the second five years of the disease. Under 
five years’ duration there is a considerably greater 
percentage of cases with no mental impairment, 
or merely slight interference with the memory, 
than of those with well-marked mental deficiency. 
Arrest of the fits may take place in cases even 
after a duration, of from twenty to thirty years, 
although on the whole there is a progressive 
tendency for epilepsy to become confirmed the 
longer the disease lasts without definite treat- 





ment. Although the duration of epilepsy from 
the commencement of the seizures is a potent 
factor in determining the subsequent mental 
condition, it should be pointed out that in a few 
cases the disease may have lasted for periods of 
thirty or more years without the development 
of any obvious mental impairment. 

(5) The frequency of the seizures. — As regards 
general prognosis, it may be stated that the 
longer the interval between the attacks, the 
greater the prospect of arrest or improvement. 
Very infrequent attacks are eminently favorable; 
attacks which occur every three or four months, 
or once or twice a year, are within certain limits, of 
more satisfactory prognostic importance than 
those which may be counted by the month, the 
week,or the day. The greatest percentage of 
confirmed cases, and the smallest percentage of 
arrested cases are found to occur in those epilep- 
tics who are subject to daily and weekly attacks. 
As regards the influence of the frequency of 
the seizures upon the mental condition, the gen- 
eral statement may be made that there is a direct 
relationship between the frequency of the seiz- 
ures and the degree of mental impairment. The 
more frequent the attacks, the more common and 
profound the associated dementia. Nothing 
more forcibly illustrates the severity of the disease 
than the frequency of the attacks. For in addi- 
tion to the close association between the frequency 
of the seizures and mental deterioration, there 
is a remarkable relation between frequency and 
arrest of the fits. Attacks which recur every 
three or four months, or once or twice a year, 
show the highest percentage of arrested and 
the lowest percentage of confirmed cases, as well 
as no cases of mental debility; while the attacks 
which recur so often as several times a day 
show no cases of arrest, and no cases of mental 
integrity. 

(6) Character of the seizures. — The kind of 
attack to some extent modifies the prognosis. 
It is a matter of common knowledge that the 
major attacks are more readily influenced by 
drugs than the minor seizures. It was clear from 
the statistics that the greatest percentage of 
arrests was found in cases of the grand mal. 
Then followed the cases of the combined grand 
and petit mal, while the least favorable were the 
cases of the petit mal occurring alone. As 
regards the mental condition, it was noted 
that mental deterioration was found in asso- 
ciation with both types of seizure, but its 
presence was less frequent in those cases in which 
the grand mal was the main expression of the 
disease. Freedom from mental impairment was 
also found in both types, but to a minimal extent 
in those cases characterized by the petit mal, 
whether alone or in conjunction with the grand 
mal. 

The mind was more frequently affected to a 
slight extent in those cases in which the petit 
mal seizures occurred alone, and lastly, the mind 
attained its most universal and profound impair- 
ment when the disease was manifested by a com- 
bination of the grand and petit mal attacks. 
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LONG REMISSIONS IN EPILEPSY. 


It is well known that remissions are a frequent 
if not a characteristic feature of this disease. 
The common remission, which takes place during 
childhood, in those whose fits commence in 
infaney, then cease for a time, and recur at or 
about the time of puberty, is one of the most 
remarkable features of the disorder. An interval 
of several years not infrequently occurs between 
the first and second attacks, while numerous 
instances may be cited in which periods of five, 
ten or fifteen years have been known to elapse 
between epileptic seizures. Wharton Sinkler 
records a remission of twenty-nine years in one 
of his cases. The present series of cases revealed 
a number of instances, in which remissions were 
observed and which persisted for several years, 
but were succeeded by a return of the character- 
istie seizures, as shown in the following table: 


Years observed Cases 

Remission of from 2to3 1 
& 7 3 to4 2 

= 4 to 5 4 

we 5 to 6 2 

a 3 6 to 7 2 

< 7to8 1 

9 9 15 1 


It should be pointed out that in all the above 
cases the disease had been fully established for 
some years, and that the intervals, therefore, did 
not correspond to the prolonged periods some- 
times found between the first and the second 
fits, to which reference has already been made. 

Two points especially call for attention in this 
connection. On the one hand long remissions 
may occur under bromide administration, to be 
followed by a relapse when the drug is omitted. 
On the other hand, a remission of long duration 
may be broken by an accidental circumstance, 
such as a blow upon the head, a fall, childbirth, 
or an acute inflammatory disorder. Hence it is 
apparent that long periods of arrest, though as 
a rule indicating a favorable prognosis, are not 
synonymous with the cure of the disease. 


IS THERE A CURE OF EPILEPSY? 

This question may in general terms be an- 
swered in the affirmative. Although writers upon 
epilepsy are generally agreed as to cure of the 
disease, there is less general concensus of opinion 
as to what is the definition of “‘ cure,” that is 
to say, after what period of arrest a cure may 
be said to have taken place. The following 
table shows the number of cases of arrest and of 
remission, and their duration: 


Cases of arrest Remission Years duration 
11 1 2 to 3 
18 2 3 to 4 
10 4 4to 5 
10 2 5 to 6 
ps 2 6 to 7 

8 1 7to8 
8 0 8 to 9 
4 0 9 to 10 
5 0 10 to 11 
2 0 11 
2 1 15 
1 0 22 
1 0 25 





The arrest column shows that the greater 
number of the cases, that is to say 71 out of the 
total of 86, were observed for a period of from 
two to nine years, during which no fits occurred, 
while of the remission cases, although four showed 
an arrest of from four to five years, in five a 
relapse occurred up to eight years, after which 
time only one was found to relapse. With these 
results I have thought it unsafe to regard as 
cured any case of epilepsy in which the seizures 
have been in abeyance for a period of less than 
nine years after the disease has become satis- 
factorily established. 

In order to obtain the percentage of cures in 
the present series, those cases only have been 
taken which were under observation for a period 
of at least nine years. They form a total of 
147, of which 15 were arrested for nine or more 
years, giving a percentage of 10.2 cures. 

Therefore, although it may be laid down as a 
general rule that a cure of epilepsy has been 
established after an arrest of nine years, the 
fact must be borne in mind that a very small 
percentage of cases do relapse after that period. 

A further point of great importance lies in 
the fact that if any given case of epilepsy is capa- 
ble of amelioration, a satisfactory response will 
be apparent within a short time of commencing 
treatment. Of the series of cases in which the 
disease was arrested, somewhat over 50% showed 
arrest within one year of treatment. 

There is a striking harmony between the result 
obtained and the percentage of cures, amongst 
those authors who have based their observations 


upon a clear definition of the term “ cure of 
epilepsy,” as the following shows: 
Author Definition of cure Percentage 
R. Reynolds Freedom for 4 to 8 10.0% 
years 
Habermaas 5 to 10 years 10.3% 
Turner 9 years 10.2% 


—s 
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A STUDY OF THE BIRTH-RATES, GENERAL 
DEATH-RATES, AND DEATH-RATES FROM 
CANCER FOR THE NEW ENGLAND STATES 
FOR THE YEAR 1900. 


BY WILLIAM F. WHITNEY, M.D., BOSTON. 


In a study of vital statistics the number and 
character of the population should be considered 
first, and in that of New England the following 
are the striking features. Taking the entire 
area it has, in round numbers, 5,600,000 persons, 
of which Massachusetts has a little more than 
half (2,805,346). The character of that of the 
three northern states, Maine, New Hampshire, 
Vermont, is essentially rural; that is, the families 
are scattered or living only in small aggrega- 
tions. In the three southern ones, Massachu- 
setts, Rhode Island and Connecticut, while there 
is still a rural element, the large cities and manu- 
factories impress upon it an urban character. 
The influence of these elements cannot, however, 
be clearly shown as yet from the incomplete 
character of the statistics, and the only index 
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which can be used to arrange them for compari- 
son is the density of the population. This, as 
given in the Report of the Twelfth Census, is as 
follows: 


TABLE I. 
DENSITY OF POPULATION. 1900. 
Maine. Vt. N. H. Conn. Mass. ie 
23.2 37.6 45.7 187.5 384.9 407. 


‘rom the above it appears that there is a wide 
difference between the two halves, and that 
the order in each half varies slightly from the 
geographical sequence. 

It will not be of general interest to give all 
the figures by which the rates have been calcu- 
lated, but only the final results. But it should 
be stated here that they are all based upon the 
average of five years with the year 1900 as the 
middle point. 

The birth-rates which are given in Table I1 
will be considered first. These are given in two 
ways. First, the proportion of births to every 
thousand persons living at all ages; second, and 
more accurate, for every thousand women within 
the child-bearing period, viz., fifteen to fifty 
years of age. For both of these the average 
of the births for five years have been used. 


TABLE II. 
BIRTH-RATES. 1900. 


Maine. Vt. N.H. Conn. Mass. R.I. 
For 1,000 


persons, 20.4 21.2 20.0 22.8 25.7 25.7 
For 1,000 
females 


(15-50) = 82.4 85.8 76.0 83.7 88.8 89.9 


The object of expressing the birth-rate in the first 
way is to have a means of estimating the excess 
of births over deaths. If this is done here it 
will be found that the northern half does not 
make as good a showing as the southern. The 
average birth-rate for the former would be about 
20.5 and the average death-rate for all ages 
would be about 16.5; while for the latter it would 
be about 24 and 17 respectively. Even at the 
best this shows a very small rate of increase for 
our native-born population. 

When the productiveness of the females of 
the child-bearing age is compared there is found 
to be only the difference of seven between those 
of the thinly settled state of Maine and the thickly 
populated one of Rhode Island. The extremely 
low rate of seventy-six for New Hampshire raises 
the suspicion that the registration of births is 
not as complete in that state as in the others. 
Or, if it is so, then it calls attention to the need 
of further study to determine the underlying 
social or other conditions which have brought 
about this result. 

In a previous article! it was stated that the 
birth-rate for Massachusetts had fallen from 
97.6 in 1850 to 91.5 in 1875, and to 88.8 in 1900. 
On looking at the above table it will be seen 
that only in Rhode Island is the rate even a very 


1 A Comparative Study of the Death-rates for the State of Massa- 
chusetts for the Years 1850, 1875 and 1900. Boston MEDICAL AND 
SuRGICAL JouRNAL, May 19, 1904. : 











little higher. It is extremely probable, there- 
fore, that the rest of New England has fallen off 
equally during the last fifty years, and when the 
influx of foreigners, with as a rule a high birth- 
rate, is taken into consideration the decrease in 
the old native stock must have been very much 
greater even than would appear from the above 
figures, a fact that is greatly to be deplored. 
When compared with foreign countries our 
birth-rates are low. 

In the article already quoted the death-rates 
for Massachusetts for the years 1850, 1875 and 
1900 were compared and it was found that a 
marked improvement had taken place in those 
of the earlier periods of life. It would be very 
interesting to see if this was true for the other 
New England States, but unfortunately their 
statistics are wanting or unreliable for the earlier 
years. The best that can be done, therefore, 
is to compare their quinquennial average for 
1900 with that of Massachusetts as the standard. 
But even now the lack of uniformity in the pub- 
lished reports makes a very close analysis impos- 
sible. In those of two of the states, Vermont 
and Connecticut, the sex is not given for the 
different age periods, and in the absence of this 
fundamental fact, a comparison based on the 
total number of persons at each decade is alone 
possible. 

The mistakes that can arise when this only is 
used have been dwelt upon before (loc. cit.). It 
is to be hoped most sincerely that the persons 
having the charge of compiling those statistics 
will have this defect remedied, for it is a pity 
that the states’ money should be spent to pub- 
lish a treasury of information, but to unlock 
which a key has not been furnished. 

In the following table the rate for the first 
year of life is obtained by using the average of 
births instead of the number living for that year 
as returned by the Census since it has been found 
that this is always too low: 


TABLE III. 


DEATH-RATE FOR ONE THOUSAND PERSONS LIVING AT EACH 
AGE PERIOD. 1900. 


Age Maine. Vt. N.H. Conn. Mass. RI. 
O 115.20 144.44 141.94 143.29 146.84 160.70 

1 13.30 10.49 16.79 15.62 19.02 21.35 

5 3.79 2.95 390 4.07 4.38 4.40 

10 400 3.60 3.68 3.62 3.64 3.84 
20 6.86 638 6.20 6.39 6.78 7.14 
30 7.64 6.91 7.19 8.11 8.53 8.88 
40 9.14 9.05 9.51 11.30 11.70 12.67 
50 14.92 1480 16.43 19.30 20.32 23.27 
60 30.81 30.71 32.74 36.21 39.45 42.84 
70 71.56 74.96 74.14 76.81 83.34 91.37 
80 178.20 179.90 180.20 188.20 186.84 195.28 
0—5 35.10 40.40 43.60 44.30 50.40 55.40 
Over 30 22.67 23.05 22.86 21.15 21.80 23.05 
Allages 16.00 16.72 17.02 16.31 17.20 18.24 


On examining the above table it appears 
that the extremes are Maine and Rhode Island, 
while the figures of the other states are very close 
together. There is an old adage of statisticians 
that a high birth-rate also gives a high death- 
rate for the first year of life, and this is certainly 
borne out by the figures of the states just men- 
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tioned, but if New Hampshire is taken into 
account which had the phenomenally low birth- 
rate of 76, its death-rate of 141.9 is well up to 
the average. 

When the ages up to five are taken together 
it is interesting to note that the death-rate rises 
in the order of the density of the population. A 
further curious coincidence is that the death- 
rate for England and Wales for the year 1900, 
for the same age period, is 56.5 and the density 
is given as 558, the former figure practically 
coinciding with that of Rhode Island. Of course, 
any wide generalization from this is out of the 
question. The remaining age periods have still 
to be considered. From five to ten the three 
more thinly populated states have a slightly 
lower rate than the others, from ten to forty 
there is practically no difference, while from that 
time on each separate decade appears to be de- 
cidedly in favor of the more rural communities. 
When, however, the ages are taken in the aggre- 
vate these differences are lost sight of. 

A great deal has been said about the increase 
of cancer of late years in different parts of the 
world, and the statistics of Massachusetts for fifty 
years were studied and they showed an appar- 
ently great increase. They were brought down 
to 1895, and the rates for the other New England 
States were also given for that year.” 

The following table gives the rates for 1900, and 
in this those for ages below thirty years are in- 
cluded also. They were not given in 1895. 


TABLE IV. 


DEATH-RATE FROM CANCER FOR ONE MILLION PERSONS 


LIVING AT EACH AGE PERIOD. 1900. 
Age Maine. Vt. N.H. Conn. Mass. i: ae 
0 15 23 9 21 21 12 
20 68 69 40 56 55 59 
30 296 229 248 248 299 294 
40 845 704 725 835 1,019 1,042 
50 1,852 1,604 1,981 1,952 2,218 2,328 
60 3,135 2,748 3,115 3,167 3,701 4,066 
70 4,786 4,850 4,427 4,486 5,265 5,435 
80 6,422 7,126 5,852 7,382 6,290 6,581 
Over 30 1,706 1,566 1,594 1,432 1,578 1,671 
Allages 800 744 767 649 710 732 


To begin with, let us compare the crude rates 
for all ages and for all over thirty years of the 
different states. In each of these Maine has the 
highest and Connecticut the lowest. If the 
different age periods are taken it appears that 
up to forty years Maine leads slightly and 
after that epoch Rhode Island takes the first 
place. In a general way it may be said that 
viewed by decennia the rates of the northern 
group are a little under those of the southern. 
But it is to be remembered that in order to do 
away with fractions the rates are on the basis 
of a million living at each age period, and that 
three decimal places should be pointed off to 
make the scale coincide with the general death- 
rate based on one thousand. If this is done it 
will be found that the greatest difference between 


2 Alleged Increase of Cancer in Massachusetts. The Shattuck 
Lecture. Proceedings of Massachusetts Medical Society, 1901 
Statistics of Cancer for Massachusetts. Thirty-second 


Annual 
Report of the Massachusetts State Board of Healt. 


for 1900. 


the highest and lowest in any one decennium is 
one and a half, or about one seventh of one per 
cent, a difference that is easily within the limits 
of error of registration. There is really a re- 
markable uniformity throughout the whole of 
New England, and this too when it is recalled 
that the tabulations have been made in commu- 
nities with populations varying from 428,000 
(R. I.) to 2,800,000 (Mass.). 

The last table gives the difference between 
the figures of 1895 and 1900. Unless the minus 
sign is used, the numbers are understood to stand 
for an increase. 


TABLE V. 
N. E. STATES. DIFFERENCE BETWEEN THE CANCER DEATH- 


RATES FOR ONE MILLION PERSONS LIVING AT EACH AGE 
PERIOD, FOR 1895 anp 1900. 


Age Maine. Vt. N.H. Conn. Mass. RI. 
= Not calculated in 1895. 
30 16 30 —15 —l 0 —19 
40 55 26 —57 -—-38 -—300 38 
50 278 346 559 319 78 600 
60 363 589 659 552 229 =1,022 
70 580 1,493 451 1,272 757 ~=—«1,212 
80 1,352 3,691 1,918 3,424 1,374 1,680 

Over 30 230 360 218 228 76 222 

Allages 104 167 102 89 40 149 
From the above it appears that each of the 


states has made a gain all along the line except 
occasionally in the earlier decennia. But Massa- 
chusetts is far below the others, whether the crude 
rates for all ages and over thirty or the single 
decennium are scrutinized. It is hardly to be 
believed that the greater gain in other states is 
due to a real advance in the disease itself, but 
simply to more careful registration which has 
now brought their vital statistics up to the stand- 
ard of Massachusetts; and we will venture the 
prophecy that the tabulation for 1905 will not 
show any such difference as this one. 

One other point has come out clearly and that 
is the increment for Massachusetts is the lowest 
except two for any five years since 1850. If 
cancer is really increasing it is of the greatest 
importance to know how fast. 

The tables for 1895 show that the rate for all 
persons over thirty years of age was four times 
as great as that of fifty years before. This 
might be interpreted to mean that the rate 
doubled every twenty-five years, or it might be 
assumed that this had been reached by a regular 
progression, which it was found would be 112 
for each quinquennium. If the rate of 1895 
were to be again doubled when 1920 was reached 
it would certainly be expected that the amount 
for the first five years of that period would be 
above that of the regular progression for the 
preceding half century. It is, therefore, a good 
omen when it is found to be greatly below the 
average, in fact only 76. 

It will probably be many years yet, even with 
modern accuracy, before the truth as to the al- 
leged increase of cancer will be known. It is 


.|even possible that it will appear then that at the 





close of the last century we were on the crest of 
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a cancer wave, to the apparent height of which 
more accurate diagnosis and registration had 
contributed greatly, and the commencing reces- 
sion of which is foreshadowed by its slight in- 
crease in Massachusetts for the quinquennium 
of 1900. 





THE EFFECT OF TUBAL ABSCESS UPON 
THE POSITION OF THE URETER. 
BY ERNEST BOYEN YOUNG, M.D., BOSTON, 


Second Assistant Visiting Physician for Diseases of Women, Boston 
City Hospital; Assistant in Gynecology, Harvard Medical Schooi. 


lv is the purpose of this paper to present the 
results of the investigations of the writer upon 
the relations of the ureters to collections of pus 
in the Fallopian tubes, with especial reference 
to the operation of vaginal section for drainage. 

The operation is necessary, as a palliative 
measure, in many of the cases admitted to our 
wards in the Boston City Hospital, and while 
often only palliative; yet in a certain proportion, 
recovery takes place without further operative 
treatment. Occasionally, in cases with a slight 
amount of exudate, it is possible to dissect, 
layer by layer, until the abscess is reached. As 
a rule, however, the pelvic organs are dis- 
placed to a greater or less degree and the struc- 
tures so filled with inflammatory exudate, that 
after incision of the vaginal mucous membrane, 
no anatomical landmarks can be recognized. If 
the pus bulges into the vagina or lies close to its 
side, why do we not injure the ureters from time 
to time? Although finding no report of this 
accident during vaginal section, our experience 
shows that there is a possibility of such an acci- 
dent and also the reason for its infrequency. 

The portion of the ureter which concerns us 
in this article lies on the pelvic floor under the 
broad ligament, and approaching the cervix, is 
situated about 4 to ? inch distant from it, at 
the level of the internal os. From this point 
it gradually nears its fellow of the opposite side 
over the lateral and upper surfaces of the vagina, 
before entering the bladder wall. It would seem 
quite possible that this part of the ureter might 
be displaced by the pressure of inflammatory 
masses from above and lie directly in the path 
of the incision. 


RESULTS OF INVESTIGATIONS. 
I. Upon tHE LIVING. 


In 25 patients with abscesses of the Fallopian 
tubes bougies were placed in both ureters if 
possible; although in some instances it was not 
feasible, owing to the displacement and swelling 
of the bladder wall and the condition of the 
patient. Then a combined examination was 
made in the lithotomy position to determine 
the relation of one or both ureters to the cervix, 
to the abscesses, and to the median line of the 
pelvis. 

Of the 25 cases examined, both ureters were 
catheterized in 16, and in the remainder, cathe- 
terization was performed upon the side with the 


larger mass. In every instance, except some 
figured and mentioned later as anomalies, in 
which there was an abscess of any size, the ureters 
were more distant from the cervix than normal. 
In some the uterus was displaced — serving to 
increase the gap between the two structures. As 
a rule the ureters lay under the outer ends of 
the abscess cavities, as in Fig. II]; but in Fig. 1V, 
both were above. 

Once, the ureter was found crowded inward 
onto the posterior cul-de-sac and would have 
been severed by any incision except in the longi- 
tudinal axis of the vagina directly behind the 
cervix. The greatest distance found between 
cervix and ureter was 14 inches, with the uterus 
in the mid-line of the pelvis. The broad liga- 
ments were always infiltrated when a tubal 
abscess was present. 

The cervix, when in its normal position, forms 
the best landmark for the estimation of displace- 
ments of the ureter, as after the insertion of 
the bougie, the ureter is easily felt running along 
its side and can often be traced nearly to the 
pelvic brim. When the cervix is pressed toward 
either side of the pelvis, however, it seems to 
widen the distance between itself and the ureter 
of the opposite side, without very appreciably 
decreasing the space upon the same side. This 
has been noted several times in pelves where no 
acute inflammatory condition was present. Thus 
in using the cervix as our most available guide, 
abnormalities of its position must be considered, 
if present, or apparent may be mistaken for 
actual displacement of the ureter. 


Fia. I. 
ureters. 








Fic. II. This shows small abscesses lying behind and only slightly 
to the side of the uterus, but so small that they did not affect the 
position of the ureters. The uterus was in the median line, small 
and somewhat movable, indicating that the broad ligaments were 
not much infiltrated. 
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was not displaced. The uterus was in the mid-line of the pelvis. 
The broad ligament on the left was much infiltrated. This shows 
the usual displacement of the ureter. 
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Fic. 1V. An unusual condition. ‘lhe ureters lie above the ab- 
scesses. ‘The mass on the right was the size of a lemon; the one on 
the left about that of an ——— walnut. Both ureters are displaced, 


but the left only slightly. his patient recovered without operation. 





Fic. V. An unusual case. ‘he ureter lies close to the cervix 
and passes beneath the abscess, being forced downward and inward 
on to the posterior cul-de-sac of the vagina. An incision into this 
mass would have divided the ureter. The abscess was the size of 
a large hen’s egg and bulged into the vagina. ‘The left tube was 
only slightly enlarged. 








Fic. VI. The abscess was about the size of an orange, high in the 
pelvis and almost entirely in the ovary. The mass was movable. 
On account of the seat of the abscess and lack of induration of the 
broad li ent the ureter was not disturbed. The uterus was in 
the mid-line of the pelvis and the left tube was not enlarged, but 
the broad ligament thickened. 





is drawn to left and the ureter of the same side is forced outward by 
the somewhat distended tube. The displacement of uterus increases 
distance between cervix and right ureter. 


Tables of figures are of little value in the pres- 
entation of this subject, as the pelvic conditions 
vary to such a degree as to make tabulations 
of little value to one who has not seen the cases 
themselves. For this reason, only diagrams of 
the pelves illustrating the changes found are 
given; trusting that in the light of these, as well 
as certain experiments upon the cadaver, the 
conclusions as to etiology may seem justified. 


II. Upon THE CADAVER. 


Unfortunately it is impossible upon the dead 
to successfully imitate the condition of acute 
inflammation in the living, or to produce the dis- 
tention of the Fallopian tubes which we find in 
life. Hence such experimentation gives us only 
a clew as to the manner in which these displace- 
ments are produced. 

My observations upon the cadaver show: 

(1) Traction upon the broad ligament toward 
the side of the pelvis draws the ureter outward. 

(2) Distention of the Fallopian tube by in- 
jections under pressure into its lumen, causes 
it to straighten in the same manner as when 
water is forced into a rubber hose. 

(3) Injections into the broad ligament pro- 
duce no effect upon the ureter. 

(4) Drawing the uterine body toward the 
side of the pelvis does not affect the ureter unless 
the cervix and upper portion of the vagina are 
pulled strongly to one side. It then follows 
to a slighter degree. 


ETIOLOGY. 


The usual position of tube and ovary in the 
virgin are too well established to call for any 
discussion here; while according to my observa- 
tions, they have approximately the same rela- 
tions in the greater number of multipare in 
whom there is no uterine displacement or disease 
of the appendages. With the advent of inflam- 
matory conditions, however, the thickening of 
the tubes and the increased fluid in their lumen 
cause their outer, posterior half to gravitate 
into Douglas’ cul-de-sac in the majority of cases. 
Here they become adherent, the fimbriated 
extremities firmly close, and the tube distends. 
The ureters must of necessity become more or 
less fixed in the mass of exudate which usually 
fills the broad ligaments. In some instances 
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this is so great that the ureters cannot be felt 
from the vagina. According to the observations 
noted above, the distention of the tube causes 
it to straighten from its curved, relaxed position. 
As it does so, it draws upon the broad ligament, 
which in its turn carries the ureter with it. This 
seems to be one explanation of the phenomenon. 
Small collections, which have not reached a suffi- 
cient size to affect the broad ligament, seem to 
have no power to disturb the relations. An 
example of this is seen in Fig. II. 

The second means by which the displacement 
may be brought about is by direct pressure of 
a collection of pus in the end of a tube which 
lies nearer the median line than the ureter. The 
slowly increasing distention and pressure force 
the ureter directly outward as the mass increases 
in size. Naturally, we may have a combination 
of both; and this, in all probability, is usually 
the rule. 

There remains to be accounted for, the dis- 
placement of the ureter where the tube is not 
in Douglas’ sac, but stretches outward from the 
side of the uterus. These would seem to be 
eases in which the tube was not in its normal 
position and where early or previous closure of 
the fimbriated end has changed the tube into a 
sac. Here the displacement of the ureter is 
probably due solely to traction upon the broad 
ligament by a distended tube. This view is 
rather borne out by Fig. VI, in which the ovary 
was the principal seat of the purulent focus, 
while the broad ligament was not infiltrated to 
any extent, and only the fimbriated end of the 
tube concerned in the abscess. It will be seen 
that in this case the ureter was not displaced. 
IXven in this instance had the ovarian abscess 
been of such size as to put the broad ligament 
upon the stretch, there is no reason why displace- 
ment, similar to those in which the abscess was 
in the tube, should take place. To accomplish 
this, the abscess would need to be of such size 
that it would force the ureter inward, rather 
than exert any outward traction. 

Whether the lack of infiltration had any bear- 
ing on the position of the ureter, it is impossible 
to say, as it has always been present in my other 
cases. Experiments upon the cadaver in this 
particular were negative, as the condition in 
life could not be even approximately simulated. 

The methods which we have considered hold 
for what may be called the normal displacement, 
found in nearly all cases. Unfortunately, under 
certain circumstances the exact nature of which 
is more or less of a mystery, the ureter is forced 
inward on to the posterior cul-de-sac of the vagina. 
This condition is shown in Fig. V. In such an 
event the ureter would be endangered by the 
usual incision, unless conducted with extreme 
care and with its relation previously determined. 
When this happens, it seems reasonable to pre- 
sume that cither from previous inflammatory 
processes in the broad ligament or because of 
adhesions, the distending tube is unable to 
straighten itself sufficiently to exert traction or 
that the broad ligament is too much thickened 





to admit of stretching. If this takes place, the 
ureter might be foreed downward by the abscess 
forming in the convoluted tube above. For- 
tunately this is rare, as in numerous observations 
we have found only this one instance. 

In one patient the ureters were found above 
the pus cavities, but still displaced outwards. 
(See Fig. IV.) No reason for this can be given, 
unless the abscess worked underneath the ureters 
from the pouch of Douglas. 


CONCLUSIONS. 


In the foregoing article it has been my aim to 
show: 

(1) That small collections of pus in the Fallo- 
pian tubes do not displace the ureters. 

(2) That larger collections displace the ureters, 
(a) Outward generally, whether the ureter is 
above or below the mass. (b) Downward rarely, 
on to the posterior cul-de-sac. 

(3) That such displacements are probably due 
to, (a) Traction upon the infiltrated broad 
ligaments by the distended tubes: the ureter 
moving with the broad ligament. (b) Direct 
pressure from the growing abscess, forcing the 
ureter in the direction of least resistance.  (c) 
A combination of both. 

Previous to the investigation of this subject 
the operation of vaginal section has seemed to 
me a somewhat haphazard procedure, but in the 
light of what has been found, our lack of acci- 
dents seems quite fully explained. 

With the exception of the few unusual cases 
which have been figured, the manner of displace- 
ment of the ureter seems to be quite definite, and 
for this reason the operation is safe in the great 
majority of instances. If the vaginal vault is 
incised directly behind the cervix, even if this is 
displaced, it will be seen from an examination 
of the diagrams that under no circumstances 
will any injury to the ureters take place. If 
the abscess cavity does not reach the wall of the 
vagina at this point, it can easily be opened with 
the finger working through the cellular tissue of 
the broad ligament, toward the side on which 
the abscess lies. 





THE SURGERY OF MECKEL’S DIVERTI- 
CULUM.* 


BY JOHN W. KEEFE, M.D., PROVIDENCE, R. I., 


Consulting Surgeon to the St. Joseph’s Hospital; Attending Surgeon 
to the Rhode Island Hospital. 


MecKEL’s’” diverticulum, also known as a 
true diverticulum, is a remnant of fetal life which 
existed in the embryo as the vitello intestinal or 
omphalo-mesenteric duct. This duct connects 
the rudimentary intestine to the yolk-sac in the 
embryo, and in about 98% of human beings 
disappears at about the sixth month of embryonic 
life. In the remaining 2%, however, it fails to 
become obliterated, and this fact is of sufficient 
importance to warrant a careful study and con- 
sideration of the subject. This congenital defect 

* Read before the Rhode Isiand Medical Society, Dec. 1, 1904. 
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was first clearly and accurately described and 
shown to be the cause of intra-abdominal disease, 
in an essay by John Friedrich Meckel, in 1812, 
although during the previous century various 
observers had noted and called attention to 
diverticula arising from the intestine. 

It may arise from any point of the intestinal 
tract between the pylorus and the cecum, but 
is most commonly found involving the ileum 
within four feet of the ileo-cecal valve. Its 
origin may be from the free border of the gut 
opposite its mesentery, from the lateral walls 
of the gut, or it may be intramesenteric. Its 
lumen connects with the interior of the intestine, 
and its distal end may be free, sometimes ending 
in a fibrous cord covered with peritoneum. This 
distal end, however, may be attached to the 
umbilicus, abdominal wall, mesentery or colon. 
Its average length is about two and one-half 
inches, but it varies from a slight projection to 
a length of ten inches, and the diameter at its 
base is usually less than the diameter of the gut 
to which it is united. The diverticulum may 
be patulous throughout its entire length, and in 
this variety of diverticula, with the distal end 
attached to the umbilicus, an umbilical fecal 
fistula may result. Another variety of diverti- 
cula is patulous for a short distance, with the 
remainder, a cord varying in size from an eighth 
to a fourth of an inch in diameter. This sort 
of diverticula communicates with the intestine 
only, since the free end is closed and cord-like 
in appearance, and intestinal obstruction with 
its attendant train of symptoms may follow, 
should this band constrict a coil of intestine. 
Circular constrictions may be present producing 
irregular distention or pouches, and if the com- 
pression is complete a cyst may result. Occa- 
sionally a valve may be found partially closing 
the opening into the intestine, similar to the 
ileo-cecal valve. The order of frequency in which 
we find the cord-like distal extremity attached 
is as follows: the mesentery of the intestine, the 
umbilicus, and lastly the abdominal parieties. 

Meckel’s diverticulum has been found a number 
of times ijn a hernial sac, either alone or accom- 
panied by some portion of the ileum to which it 
was attached. The omphalo-mesenteric vessels 
may be found accompanying it. A diverticulum 
may cause intra-abdominal disease by intussus- 
ception of the diverticulum, or by chronic inflam- 
mation and gangrene of its walls. Perforation 
due to ulceration of a Peyers patch in the diver- 
ticulum has been known to cause death during an 
attack of typhoid fever. 

The ileum may be caught in a loop formed by 
this appendage causing intestinal obstruction. 
Volvulus of the ileum may result from traction 
of a diverticulum, especially when the distal end 
is attached to the umbilicus, or a loop of intestine 
may pass under the cord-like portion and vol- 
vulus may then take place. Kinking and acute 
flection of the ileum at the point of attachment 
of the diverticulum may also occur. 

Torsion of the diverticulum has been found 
and strangulation of the ileum is far more com- 





mon when the diverticulum is attached at both 
ends, than when one end is free. Adhesions 
from attacks of localized peritonitis, due to an 
inflamed diverticulum, may cause secondary 
obstruction in the gut and the diverticulum may 
act as a band constricting a loop of intestine 
that has fallen beneath it. 

The symptoms of disease of Meckel’s diver- 
ticulum may resemble those of acute fulminating 
appendicitis, since this appendage is most fre- 
quently found in the lower right quadrant of the 
abdomen and on account of its resemblance 
anatomically to the vermiform appendix. The 
previous history is usually negative. The onset 
of the disease is sudden, the patient being seized 
with pains extending all over the abdomen, the 
greatest intensity being about the umbilicus. 
The pain is paroxysmal in character and at times 
the increased peristalsis is so marked that the 
movements of the intestine may be seen by 
abdominal inspection. In the late stage of the 
disease we may have intestinal paresis. Vomiting 
is an early symptom and, unlike the vomiting in 
most cases of appendicitis, it is continuous, instead 
of ceasing after the first day. The vomitus at 
first may contain food, later bile, and then become 
brownish in color with a fecal odor. Usually 
gas and fecal matter are not passed per rectum 
after the onset of the symptoms, unless it be 
that the colon is unloaded by rectal enemata. 

The abdominal muscles are rigid, which is a 
prominent and important fact. The percussion 
note over the abdomen is usually tympanitic 
and may be dull in places, due to the varying 
contents of the intestine at the time of examina- 
tion. The pulse is always accelerated. The 
temperature varies and is not a valuable guide 
as to the severity of the disease. The cardinal 
signs are: (1) Sudden onset. (2) Pain, general 
abdominal and paroxysmal in character. (3) 
Continued vomiting. (4) Absence of feces or 
flatus perrectum. (5) Rapid pulse. (6) Rigid- 
ity of.abdominal muscles. 

Previous to operating on cases where there has 
been persistent vomiting, or where one has reason 
to think that the stomach may contain food, 
lavage of the stomach should be practiced before 
etherization. This may be the means of saving 
life, although during an operation following 
lavage of the stomach, especially where there is 
intestinal paresis, the stomach may refill and 
the vomitus enter the trachea and cause death. 
Most of the acute abdominal affections require 
surgical intervention, and the patient’s interest 
requires that the case be viewed from a surgical 
as well as a purely medical or internist’s stand- 
point. In this particular condition early recog- 
nition of the disease is of the greatest importance, 
for there is a certainty of relief by employing 
timely surgical measures. The great mortality 
quoted, from 65 to 75%, following operations 
for intestinal obstruction due to a Meckel’s 
diverticulum, is sufficient evidence to show that 
an early recognition and operation is absolutely 
essential to save life. The mortality, I believe, 
should not be more than 1% if the operation is 
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performed within twenty-four hours after the 
onset of the disease. The incision is preferably 
made in the outer border of the rectus muscle, 
for the wound may be enlarged to any extent, 
thus giving free access to the greater portion of 
the abdominal cavity. A few points to be borne 
in mind are, that there is occasionally a Meckel’s 
diverticulum; that it may cause intestinal ob- 
struction; that a surgical operation holds out the 
only hope for life, and an early recognition and 
operation are of the utmost importance. 


A CASE OF INTESTINAL OBSTRUCTION DUE TO MECKEL’S 
DIVERTICULUM, OPERATION AND RECOVERY. 


E. W., male, single, aged twenty-one years, occupa- 
tion window dresser, was seen at his home in Valley 
Falls, R. 1., in consultation with Dr. T. J. Smith, Feb- 
ruary 11,1902. He has always been healthy and never 
has had an attack anything like the present one. Three 
days ago he was seized with general abdominal pains 
paroxysmal in character. He had chilly sensations, 
nausea and vomiting. The following day the pain 
was less severe and he had a small bowel movement. 
He traveled a distance of six miles to his home and on 
reaching there had a temperature of 103° and vomited 
a dark, brownish-looking fluid. The vomiting con- 
tinued during the night. 

Feb. 11, 1902. Pulse 130, temperature 102°, 
respiration rapid; anxious expression of countenance, 
general abdominal distention, rigidity of abdominal 
muscles and tenderness on both sides of the abdomen, 
with possibly the greatest point of tenderness a little 
to the right of the umbilicus. The diagnosis made 
was general peritonitis, probably caused by disease 
of the appendix. The patient lived in a small tene- 
ment house, amid poor surroundings, and yet his con- 
dition was so extreme that we decided to operate 
then and there, although a small and not over-clean 
kitchen was the best room available. 

Under ether anesthesia an oblique incision three 
inches long was made in the right iliac region, the 
muscles separated, as in the gridiron method, and the 
peritoneal cavity exposed. Upon incising the peri- 
toneum considerable turbid fluid escaped. The cecum 
presented and the base of the appendix was sought 
and found by following the longitudinal band on the 
cecum. It became necessary to enlarge the incision 
by three inches. An appendix five and one-half inches 
long was found adherent posteriorly to the cecum and 
ascending colon extending upward until its tip was on 
a level with the lower border of the liver. As the 
appendix was mutilated in freeing it from the cecum, 
it was removed, although there was no evidence of any 
recent inflammation of its coats. Its location and 
adherent condition I believe were due to a congenital 
defect. 

The peritoneum was closed over the ligated stump 
of the appendix with a few Lembert sutures. Although 
the patient was in a precarious condition and we were 
giving normal saline solution subcutaneously, we 
determined to seek further for the cause of the general 
peritonitis. The ileum, markedly injected, was drawn 
out of the wound and about seven feet from the cecum 
was found an adherent mass composed of two coils of 
the ileum and a Meckel’s diverticulum, the ileum was 
found distended above the adherent mass and collapsed 
below it, giving us a case of intestinal obstruction. 

The diverticulum was equal in size to the terminal 
phalanx of an adult thumb, patulous throughout, the 
distal end was free. It was inverted into the lumen 
of the ileum and the edges of the depression in the 





bowel were united with Lembert sutures. The abdom- 
inal cavity was flushed with normal salt solution and 
the wound closed in layers with buried sutures, without 
drainage. Stimulants, both hypodermatically and 
per rectum, were freely given. He responded well to 
the stimulation, and until the seventh day his tempera- 
ture ranged from 99° to 101°; at this time an intra- 
mural abscess was evacuated. He subsequently made 
arapid recovery. After several months he complained 
of cramp-like pains in the abdomen. 

Nov. 21, 1904. I learned from Dr. Smith that he 
is in good health, the abdominal pains having com- 
pletely disappeared. 


OPERATION AND DEATH. 


Case II. E. C. §., aged seventeen years, entered 
the Rhode Island Hospital Feb. 23, 1903. Three 
years ago he had an illness lasting five days. He was 
at this time seized with severe abdominal pain, inter- 
mittent in character and accompanied by vomiting. 
Pain was most marked to the right of the umbilicus. 

Feb. 20, 1903. He was taken with cramp-like 
abdominal pains which gradually increased in severity, 
followed by vomiting. Bowels regular previous to 
this illness. Since then practically no movement, 
although cathartics and enemas were given. Vomited 
continuously. On February 22, the vomitus was dark 
brown while previously it was greenish in color. The 
odor was offensive and fecal. Feb. 23. Patient 
shows mental apathy, answering questions with hesi- 
tation. The abdomen is uniformly distended and 
rigid, but not especially tender on pressure. No visible 
peristalsis. No tumor by palpation. The abdomen 
is generally tympanitic except in places where there is 
slight dullness on percussion. Diagnosis, intestinal 
obstruction, due to a diverticulum. 

Feb. 23, 1903. Operation. Ether. Incision along 
the outer border of the right rectus muscle beginning 
at level of the umbilicus and extending downward a 
distance of four inches. Upon entering the abdominal 
cavity free fluid was found. The intestine was dis- 
tended and injected, showing an extensive peritonitis. 
The cecum with a normal appendix presented at the 
wound. While the ileum was being brought out of 
the abdominal cavity, at a distance of four feet from 
the ileo-cecal valve there was found a Meckel’s divertic- 
ulum, arising from and having a patulous opening 
into the ileum, and being attached to the abdominal 
parieties beneath the umbilicus. The diverticulum 
was about 25 cm. long and 2 em. wide. The distal 
third was cord like, the remaining two thirds being 
patulous. The diverticulum was so wound about a 
portion of the ileum that it acted as a band, causing a 
constriction and complete obstruction of the ileum at 
this point. The intestine above the point of con- 
striction was greatly distended and that portion below 
was collapsed. The intestine showed hemorrhagic 
spots in the distended portions. The vessels were 
injected, producing a dark red hue of the intestine. 

The distal end of the diverticulum, or that portion 
near the umbilicus, was cut between two clamps and 
the part close to the abdominal wall was ligated. The 
proximal end near its junction with the ileum was 
crushed and cauterized with Downes’ Electro-thermic 
Angiotribe and removed by cutting through the des- 
sicated strip left after the removal of the Angiotribe. 
The stump of the diverticulum was pushed into the 
lumen of the ileum and a silk purse string suture was 
used to approximate}the peritoneum above. By this 
procedure no evidence of the diverticulum could be 
seen. The abdominal cavity was flushed with normal 
salt solution. The patient commenced to_regurgitate 
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the stomach contents and his condition which was 
until now, first class, commenced to fail and color 
became cyanotic. The incision was rapidly closed 
in layers with chromic gut, cumol gut and silver wire. 
The stomach was washed out immediately after the 
operation and a foul-smelling, yellowish-brown, fecal 
fluid siphoned away. Magnesia-sulphate, 2 0z., was 
placed in the stomach with the aid of the stomach tube. 
The administration of stimulants and oxygen had no 
effect. The dyspnea became more marked, the cyano- 
sis deepened and he died one-half hour after the opera- 
tion. 

His death was due to the entrance of the stomach 
contents into the lungs, as shown by the autopsy. 
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PERILOUS CALMS OF APPENDICITIS. 


BY ROBERT WALLACE HARDON, M.D., CHICAGO. 


THE patient died, who only a few hours before 
seemed to be doing so well, with a more normal 
pulse and temperature, with practically no pain, 
able to move about with comparative ease, and 
when those about him were led to think he was 
getting well. The surgeon who saw the case, 
before death, either refused to operate, finding 
a practically comatose patient, or operated only 
to find the results of a perforated appendix or 
the results of bacterial extension, affecting more 
or less and to a greater or less extent the abdomi- 
nal contents, and the general system. 

Deaver, in the JouRNAL, 1904, page 860, says: 
‘“ Every physician has had one case of severe 
acute appendicitis, which may have caused 
difficulty in diagnosis, has referred the patient 
to a surgeon, stood beside the operating table and 
observed a highly-inflamed appendix, perhaps 
gangrenous, removed. And yet this same physi- 
cian a few months or years later is called to see 
another patient in the throes of appendiceal 
colic, knows well what the disease may lead to, 
and yet gazes, fascinated as if by a rattlesnake, 
temporizes and dallies until the right iliac fossa 
becomes ripe and filled with pus.” 

Why was not the patient operated upon before, 
at a time when operative results by skilful opera- 
tors show practically no deaths? First, because 
of the large percentage of recoveries without 
operation. Second, because the attending ‘physi- 
sian or the family or patient hope that this case 
will be one of a large majority of recoveries 
without operation. Third, after waiting some 
hours, or a few days, the patient is apparently 
improving, and recovery is taking place, with 
apparently more or less subsidence of the active 
inflammatory process. This apparent  subsi- 
dence of symptoms, the more normal pulse and 
temperature, the lessened pain may be, and 
frequently is, the precursor of symptoms and 
conditions much more grave and menacing to 
life than the more active ones. It often is the 
treacherous calm to be followed by the death 
storm, if prompt action is not taken or allowed. 

A few examples will serve to illustrate the 
subject before going further: 


* Read at the Surgical Section of the Mississippi Valley Medical 
Society, Cincinnati, October, 1904. 





Case I. F. H., forty-four, male; saloon keeper. Seen 
Nov. 25, 1903, at noon. A large consumer of whiskey, 
but never drunk, using about a quart of whiskey daily 
for many years. Patient obese. Temperature 100° 
F; pulse 96. Arteries hard. Examination of abdo- 
men revealed some pain on pressure, covering practi- 
cally the entire region below umbilicus on right side. 
This area was also somewhat dull on percussion. 

Ten days previous there was general abdominal 
pain, supposed to be neuralgic in character. For this 
an alkaline cathartic was given. Two days following 
the beginning of the attack, the pain became localized 
in the right inguinal region, but was much less intense 
than at first, and remained in this region up to the time 
when I first saw the patient. 

No history of chills could be elicited. He was told 
that he had appendicitis, which had extended to the 
abdominal cavity, causing peritonitis with pus, and 
advised to go to the hospital at once and submit to 
operation. Refusing, he was advised to lie perfectly 
quiet, given a low enema, and all food and fluid by 
mouth cut off. Two days later he consented to go to 
the hospital, the treatment having given him no relief. 
On entrance at 5 p.m., his pulse was 96; temperature 
101.8°; respirations 28. Operation was refused at 
that time. He was kept quiet and given enemata of 
normal salt solution, one pint every four hours, if awake, 
and nothing was allowed by mouth. The urine showed 
4% of albumin, mixed hyaline and granular casts. 
The blood showed a marked leucocytosis, 29,000 being 
reported. 

The second day in the hospital he had a chill at 
2 a.M.; temperature of 104.4°; pulse 128. Tempera- 
ture at 8 a.M. next day was 100.6°; pulse 100. At 
noon, temperature 99.4°; pulse 104. At 8 P.M., tem- 
perature 100.4°; pulse 90. The following day, after 
having been seen by two of my colleagues at the hos- 
pital, he was operated upon, it being considered his 
only chance. He died. The operation revealed a 
general peritonitis, with some slight adhesions in the 
right lower abdomen, holding over a quart of thick, 
foul pus, having a fecal odor; a sloughed appendix, 
with only the stump remaining. The treacherous 
calm had passed; the storm was on, and the wreck 
came. 

Case II. Miss D. S., twenty-six. This patient 
had been under my care at times for some years. Her 
past history as concerns this attack was of pain two 
years ago in the right lower abdominal region, thought 
to be ovarian, and for which no medical advice was 
sought. 

On March 26, 1904, she ate some crab salad at a res- 
taurant. The next day she had some discomfort in 
the right iliac region, and burning of her stomach. 
This was followed in a few hours by colicky pains in 
the right iliac region. 

On March 28, she vomited twice. The family, 
thinking the trouble one of indigestion from the crab 
salad, gave her a cathartic, and applied antiphlogistine 
poultices and hot fomentations, with opium. The 
patient was first seen March 29, at 4 P.M., having a 
temperature of 102.8°, and pulse of 120. There was 
great rigidity of the muscles about the right iliac region, 
with pain most marked below the external to McBur- 
ney’s point. 

The diagnosis of appendicitis was made, and removal 
to the hospital advised. The family, still thinking 
that there was a possibility of indigestion, asked for 
and got a consultant. The diagnosis was confirmed, 
but although the patient had a fairly easily palpable 
abdomen, neither the consultant, Dr. Alfred C. Croftan, 
nor myself could feel the appendix, partly because of 
the muscular rigidity and partly because of its posi- 
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tion. She entered the hospital at 9 p.m., with a tem- 
perature of 100.2°; pulse 108; respirations 24. She 
was prepared for operation. On my return to the 
hospital at 10.30 P.m., the temperature was 100.2°; 
the pulse had dropped to 88, and there was no pain 
except on pressure in the right iliac region, and this 
was less than when first seen. There was, however, 
greater tympany than when examined at nine. 

I advised operation at once. The family again 
referred to the crab salad, and said, “ It is only a belly 
ache; see how much better she is.” I insisted upon 
consultation, believing it to be a perilous calm, and it 
was granted. The consultant agreed with me that 
operation was imperative, and it was performed at 
about 1 a.m. The operation took forty minutes, be- 
cause of many old, firm adhesions of the proximal 
third of the appendix, and many new of the distal two- 
thirds. It was a muscle-splitting operation, with skin 
incision 17 inches long. Later on the day of operation 
the pulse at 10 a.m. was 88; temperature 100.2°; res- 
pirations 24. At 6 P.M., pulse 86; temperature 98.4°; 
respirations 22. During the day she was given liquids 
by mouth. The day following she was slipped out of 
bed to use a commode, the pulse and temperature 
being normal, and two days following was rested in a 
chair out of bed. The patient left the hospital nine 
days after operation, following an uneventful recovery. 

This one of two recently removed appendices I have 
brought here as being of sufficient interest to show. 
This appendix was placed well down on the internal 
part of the cecum, having a course first anterior, then 
upwards, then backwards, and downwards, the curved 
portion being that held by dense old adhesions. 

















_Specimen from Case II. About four 
fifths actual size. Lumen held open show- 
ing the two orange seeds. 


Pathological report in part: Length, 54 inches. 
The distal end is greatly enlarged, swollen, and of a 
dark purplish color, extending two thirds of the way 
up the organ to a point where a stricture is found 
almost obliterating the lumen. The capillaries and 
vessels over the surface are greatly distended. Upon 





opening into the lumen there were found two full-sized 
orange seeds. No free pus, but some fecal contents. 
The pathological histology of sections of this appendix 
shows extensive round cell infiltration throughout the 
mucous membrane, and glands almost entirely de- 
stroyed, as well as a part of the muscular coat in places. 
The blood vessels were dilated and congested. There 
was also an interstitial hyperplasia, showing that a 
chronic form of disease had existed prior to the last 
attack. 

The picture shows an acute catarrhal condition, 
with extensive necrosis. 

Case III. Mrs. G. W.S., twenty-two years. First 
seen Aug. 6, 1904, at noon. Temperature 103°; pulse 
124; respirations 26. She had marked pain in right 
iliac region, with rigidity of the muscles on both sides, 
less in left iliac region. She gave a history of difficult 
and painful micturition ten days before, with much 
swelling of the labia, which had subsided under the 
use of hot douches. Menstruation was normal. There 
had been no sickness since childhood, but she had not 
felt well since leaving Arizona in April. The day 
before, and at 2 a.m. on the day of visit, she had vomited 
three times, which was attributed to some medicine 
which had been taken. Vaginal examination showed 
some discomfort in vagina and tenderness of uterus 
and adnexa. A diagnosis of appendicitis and infection 
of uterus and tubes was made, and patient was sent 
to hospital. 

Temperature at entrance at 3 P.M., 103.2; pulse 120; 
respirations 26. She was prepared for operation for 
appendicitis. ‘Temperature at 8 p.M., 101°; pulse 110; 
respirations 24. Temperature at 11 P.M., 100°; pulse 
90; respirations 24. 

At this time the patient felt much better, having a less 
rapid pulse and much lower temperature, but examina- 
tion revealed increased rigidity of the muscles in the 
right iliac region, and a particularly painful point 
below and external to McBurney’s point. Vaginal 
smears showed gonococci. She was operated upon 
about midnight, and a slightly enlarged congested 
appendix containing in its distal end one large grape 
seed was found. The proximal end was somewhat 
constricted, so that it was barely possible to force 
through a probe from the distal end. A culture from 
the lumen showed a pure colon bacillus. An unevent- 
ful short recovery followed, she being in the hospital 
ten days. It is of passing interest to know that she 
last ate Tokay grapes in Arizona in April; also 
that her douche bag had been used by others using a 
common bathroom. 

Cas#IV. Mr. A.M., thirty;married. Fairly devel- 
oped and nourished. Previoushistory: About one year 
previous to present attack was sick in bed for three 
weeks, with a diagnosis of typhoid fever, although no 
Widal reaction was found. 

First’ seen, Oct. 17, 1902, at about 7 p.m. Facial 
expression drawn. Movements caused some pain in 
right inguinal region. He had been in bed two days; 
had not vomited, but the pain during the morning of 
the day seen had been very sharp and colicky. Pulse 
103; temperature 102.8°; respirations 24. Pain on 
palpation of right inguinal region, while marked, 
allowed sufficient manipulation, so that the appendix 
could be felt about one and one-half inches outside and 
below McBurney’s point. A diagnosis of appendicitis 
was made. The patient was sent to the hospital. 
Passed a good night, sleeping well. In the morning 
his pulse was 84, and temperature 99°, but the face 
was drawn and tympany more marked than on pre- 
vious night. He was operated on in the morning, and 
an erect, highly-injected, congested appendix removed. 
Near the base, the lumen was entirely constricted, and 
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many old adhesions were separated, caused without 
doubt by the attack of the previous year, then thought 
to be typhoid. On opening the distended appendix it 
was found full of a thick, reddish-yellow pus. Cul- 
tures showed colon bacillus and staphylococcus. 

The night following operation he got out of bed 
twice during the absence of the nurse to pass urine, 
and was allowed to get out of bed thereafter. The 
recovery was uninterrupted. 


As briefly as possible, the aim of this paper is 
to try to reduce the unnecessary mortality due 
to a hope of recovery without operation. It 
has been tritely said that so many die of appen- 
dicitis because so many get well. Nothing could 
be more true. The one who gives advice against 
operation in this treacherous disease must assume 
a grave responsibility, notwithstanding the pa- 
tient shows an apparent return to a normal 
condition, no matter what treatment is used. 
To say that he has never had a death without 
operation is only saying that he has been for- 
tunate in not having cases that went on to ulcera- 
tion, necrosis, perforation, peritonitis and general 
septicemia. The subsidence of one or more com- 
bination of symptoms may not mean recovery, 
but may meana far more imminently dangerous 
condition for the patient. The pulse may return 
to normal and be of normal volume; the tempera- 
ture may subside or go below normal. The 
pain may cease. The dead appendix knows no 
pain. ‘‘ After the bowel perforates, all peris- 
talsis rapidly ceases, and the silence of the grave 
broods over the abdomen.” However, the treach- 
erous calm is not a complete one. Something 
abnormal remains; greater tympany; accelerated 
pulse; increased pain; drawn facies; or increased 
muscular rigidity. 

As long as the trouble is confined to the appen- 
dix, there is no immediate danger. But no one 
can tell when the trouble will extend to the 
peritoneum. There are no sharp lines to be 
drawn, and it is impossible to say when a peri- 
toneum received its infection. Neither it is 
necessary for the appendix to be perforated for 
peritonitis and its sequele to occur. 

These treacherous calms may come at any 
time during a few hours or days following the 
acute attack. 

G. Dieulafoy well says: ‘“ Traitorous calms 
of appendicitis are often the cause of death. A 
temporizing or hesitating physician notices with 
eagerness theseeming defervescence of the trouble, 
wishing to put off or avoid surgical intervention, 
believing it will always be time to operate later, 
between attacks, but nevertheless there follow 
terrible accidents against which surgical treat- 
ment is of no avail, and the patient dies.” 


CONCLUSIONS. 


(1) Defervescence of symptoms and apparent 
better condition of a patient do not always mean 
recovery, but may be the forerunner of a more 
dangerous condition. 

(2) There being no specific for the disease, no 
matter what treatment is used, the one who 





procrastinates should shoulder the responsibility 
for the death. 

(3) When a clear diagnosis is made but one 
treatment should be advised, that of operation 
as soon as possible under the conditions, or the 
golden opportunity may be forever gone. 

(4) The physician who does not explain the 
great dangers of delay and the small comparative 
danger of operation is doing his patient a serious 
injustice, which often leads to fatal results. 

(5) Operation at the proper time usually 
greatly shortens convalescence, and eliminates 
all danger from this cause hereafter. 

(6) Procrastination is the greatest cause of 
surgical deaths, operation often being performed 
as a last resort, when but little hope of recovery 
exists. 


~~ 
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Medical Progress. 


REPORT ON OBSTETRICS. 


BY FRANK A. HIGGINS, M. D., BOSTON. 


THE IMPLANTATION OF THE HUMAN OVUM IN 
THE UTERUS. 


Minot ' regards the discovery of the fact that 
certain tissues can attack and destroy others 
as one of the most important discoveries of recent 
years. He states that it is known that certain 
young tissues of the embryo are in part endowed 
with a capacity to destroy the tissues with which 
they come in contact. A tissue appears to pro- 
duce a destructive agent, presumably chemical 
in character, from which itself does not suffer 
under normal conditions, but which will destroy 
other tissues with which it comes in contact. 
Present knowledge leads to the belief that such 
a phenomenon occurs in the early stages of the 
human ovum, and affords a fairly correct. con- 
ception of the implantation of ova upon the wall 
of the uterus. 

The ectodermal cells of the chorion increase 
in size and numbers by proliferation, and wher- 
ever they come in contact with the walls of the 
uterus destructive changes take place in the 
uterine tissue. To these ectodermal cells he 
applies the special name, trophoderm. Dr. Minot 
affirms that it seems scarcely too much to say 
positively, in the light of our present knowledge, 
that the function of these chorionic cells, the 
trophoderm, as the means of implanting the 
human ovum is demonstrated. 

Observations indicate that the ovum becomes 
completely imbedded in the uterine mucous 
tissue and that the thickness of the mucous 
membrane at the time of implantation is a little 
greater than the total diameter of the ovum. 
The tissue of the uterus which lies adjacent to 
the ovum preserves its normal structure and 
shows no change. The idea is that the cells of 
the ovum dissolve or digest out and absorb the 
uterine tissue, making a place for the ovum 
which grows there, at the mother’s expense. 

1 Gynecological Transactions, 1904. 
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The old idea was that the mucous membrane of 
the uterus was thrown up around the ovum, 
or grew around it, forming the decidua reflexa. 
The process of absorption also involves the open- 
ing of small blood vessels in the mucous mem- 
brane, with the escape of blood from the maternal 
vessels into the trophodermic or later inter- 
villous spaces, and the establishment of an ex- 
travascular circulation at the very beginning of 
the implantation of the ovum in the uterus, and 
serves the purpose of nourishing the embryo. 


VOMITING OF PREGNANCY. 


Martin? delivered the annual address of the 
Cheshire Branch of the British Medical Asso- 
ciation on this subject. He emphasizes the 
importance of keeping in mind the fact that 
vomiting may be due to phthisis or gastric ulcer 
coincident with pregnancy, and while he mentions 
no cases of these, he reports cases complicated 
by appendicitis, strangulated hernia, jaundice 
and cerebral embolism, also other cases in which 
abortion was induced. He classifies the cases 
as follows: 

(1) Where the nausea or sickness is slight, 
with at the most retching occurring usually in 
the forenoon and passing away just before or 
when quickening takes place without producing 
constitutional disturbance. 

(2) Where vomiting as well as nausea is a fre- 
quent occurrence, not confined to any period of 
the day and resulting in appreciable failure of 
the health and emaciation. 

(3) Where vomiting is so constant and per- 
sistent that all food is rejected, rapid emaciation 
follows, with febrile disturbance, circulatory 
troubles, jaundice, dry tongue, quick pulse, 
delirium, and threatened death. 

(4) When organic disease is present and it 

is difficult or impossible to say what share preg- 
nancy has in producing a dangerous or fatal 
result. 
+ He dismisses as a factor any pseudo-hysterical 
condition favored by so many obstetricians, and 
does not believe that hysteria is ever the initial 
cause; but says that nausea or vomiting having 
once been established, a patient hysterically 
inclined may keep it up until dangerous exhaus- 
tion supervenes. He does not believe that 
retroflexion of the gravid uterus is the cause, 
but admits that it may aggravate the symptom. 
He reviews the well-known facts in treatment, 
but establishes nothing new, stating that the 
induction of abortion must be considered in 
these cases which come under the third and 
fourth divisions of his classification. 

He concludes that the better attention to health 
and the greater inclination to athletic exercises 
and hygienic surroundings of our present-day 
girls may naturally come to counteract the arti- 
ficial existence which has for so many years 
existed in our child-bearing population. 

Jardine * says the more cases he sees of per- 
nicious vomiting the more he is convinced that 


2 Brit. Med. Jour., 1904, ii, 1569. 
3 J. Obst. and Gyn. Brit. Emp., 1904, Oct. 





the cause is toxic, acting through the nervous 
system, with the cause lying in the uterus as the 
trouble ceases when the uterus is emptied. He 
places great value on rectal feeding and high 
rectal injections of saline solution. He reports 
three cases in which pregnancy was terminated, 
two recovering, the third dying of septic pneu- 
monia. 

Oehlschlager ‘ ascribes the vomiting in preg- 
nancy to an oversecretion of gastric juice in the 
stomach induced by irritation of the innervation 
from the unaccustomed movements of the uterus 
substance. For fifty years he has been treat- 
ing such patients by correcting the hyperacidity 
with bicarbonate and soothing the nerves with 
strychnine. Every two or three hours he gives 
a tablespoonful of the following mixture, and 
has never had a case that failed to respond 
promptly. His formula is 8 gm. sodium bicar- 
bonate, 3 gm. tincture strynchie; 150 gm. dis- 
tilled water and 30 gm. syr. cinnam. If he 
should happen to encounter a case rebellious to 
this medication he would induce abortion by 
injection of 3 gm. tincture of iodin in the uterus. 


DELIVERY OF THE HYDROCEPHALIC HEAD. 


Ballantyne * reports a case of hydrocephalus 
in the aftercoming head in which he cut down in 
the spinal canal in the mid-dorsal region and 
passed a catheter through the spinal canal up 
into the cranium and drew off 36 oz. of clear 
fluid, after which the head was easily extracted 
without force. This is not altogether a new 
proceeding as it has been practiced by Fournier 
and others on a few cases. He says the advan- 
tages of this method over perforation are very 
obvious: first, the advantage of operating upon 
parts which are external and visible; second, the 
accessibility of the armamentarium required, 
knife and a catheter; third, the rapidity and 
completeness of the evacuation of the cranium 
thus obtained; and fourth, the avoidance of any 
further internal interference with hands or in- 
struments, when all such interference is fraught 
with danger, and it is by no means an easy or 
safe procedure to perforate the head. 


VERATRUM VIRIDE IN SURGICAL AND OBSTETRICAL 
PRACTICE. 


Bonifield® says that H. C. Wood describes 
veratrum viride as a cardiac and spinal depres- 
sant, and increases sweating by its effect on the 
circulation. Clinically, its most constant effect 
is to slow the pulse, while it is also a stimulant 
to the liver, kidneys, skin and salivary glands. 

In the treatment of peritonitis, after free 
purgation, he says it is the most valuable agent 
we have for slowing the heart action, and it is 
infinitely superior to strychnine or digitalis, as 
veratrum lessens its labor. The toxicity of the 
drug is greatly overrated, and it is not more 
appreciated because it is often prescribed in doses 
that are too small to be effective. He has known 


4J. A. M. Assoc., 1904, i, 931. 
5 Brit. Med. Jour., 1904, ii, 1567. 
6 Trans. Am. Assoc. Obstetrics and Gynecologists, 1903. 
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of nine minims being given to a child nine months 
old, when threatened with convulsions, with 
most gratifying results. The dose varies from 
five to thirty minims, according to age, but it is 
safer to begin with a moderate dose of ten or 
fifteen minims and repeat it till the physiological 
effect is obtained. It is usually best given sub- 
cutaneously. He advises its use in eclampsia, 
in appendicitis, and in peritonitis. To obtain 
the proper results the pulse should be kept down 
to between ninety and one hundred when using 
it for peritonitis, lower for eclampsia. 


ETIOLOGY OF RETENTION 
THE GRAVID 


IN RETROFLEXION OF 
UTERUS. 


Reed ? demonstrates that retention of urine in 
retroflexion of the gravid uterus is not due to 
direct compression of the urethra, or the neck 
of the bladder, whereby the lumen is mechani- 
cally closed, but that it must be regarded as a 
form of ‘‘ pressure paralysis ” due to interference 
with the nerves supplying the bladder in some 
part of their course. Compression of the prin- 
cipal motor nerve (pelvic nerve) is the most com- 
mon source of retention. The part most subject 
to pressure is the pelvic ganglion lying near the 
great cervical ganglion of the uterus, although 
the nerve may be affected in any part of its 
course, either near its distribution to the bladder 
or close to the sacral exit of its component fibers. 

Compression of the sensory nerves, either in 
the course of the nerve or peripherally. (in the 
bladder) may also rarely produce retention. 
Retention of urine post partem and after lapar- 
otomy for tumors is due to diminished intra- 
abdominal pressure, weakness of the abdominal 
muscles from over-distention and the dorsal 
decubitus. Pathological conditions of the pelvis 
and abdomen which irritate the sensory fibers 
of the bladder produce the so-called “ irritable 
bladder.” 


TREATMENT OF RENAL SUPPRESSION DURING 


PREGNANCY. 


Pasteau,® in attempting to catheterize the 
ureters in a case of renal retention during preg- 
naney, noticed that the distention of the bladder 
with fluid for this purpose was followed by in- 
creased excretion of urine and fall of temperature. 
Having made this observation he applied this 
same treatment in two cases of renal retention 
during pregnancy and with apparent success. 
He found that reflex renal pain occurred at the 
time of vesical distention. When retention 
with infection was accompanied by elevation of 
temperature, the latter fell when the increased 
excretion of urine took place. The augmenta- 
tion or diminution of the quantity of urine ex- 
creted varied directly with the degree and repe- 
tition of distention. The fluid employed is 
preferably boric acid solution warmed to body 
temperature. It must be injected slowly, stop- 
ping when the resistance of the bladder is felt 
or when the patient experiences a decided desire 

J. Obstetrics, 1904, i 
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to urinate. This treatment must not be employed 
if the bladder is diseased. With cases of cystitis 
it causes pain and may lead’ to serious accidents. 
Even in the healthy bladder the distention must 
not be prolonged. 


VAGINAL CESAREAN SECTION FOR ECLAMPSIA. 


Webster ® reports a case of vaginal Cesarean 
section for a patient in the seventh month of 
pregnancy, in whom immediate delivery was 
indicated. The cervix was nearly four inches 
in length, in a condition of hypertrophic elonga- 
tion, so that it seemed impossible to dilate and 
deliver the fetus, except by consuming very long 
time. He therefore decided that vaginal Cesa- 
rean section was the best operation for the case. 
The operation was performed without the use of 
any anesthetic. The technical difficulties were 
considerable on account of the comparatively 
undilated condition of the vagina, but more 
particularly on account of the great length of 
the cervix. However, there was very little 
hemorrhage attending the operation. The vagi- 
nal mucosa was divided mesially an inch below 
the cervix and this incision was carried around 
the cervix. The cervix was divided anteriorly 
and posteriorly, the lower uterine segment was 
incised. in the middle line in front, and after 
stripping up the bladder anterior to the peri- 
toneum the child was turned and delivered. 
There was an extremely bad condition of ad- 
herent placenta, and it was necessary to separate 
it manually. The incisions were then closed 
and the cervix amputated. The patient made 
a satisfactory recovery. 

This is the second time in which he has carried 
out the vaginal Cesarean section, with the com- 
plication of hypertrophic elongation of the cer- 
vix, and he has felt from his experience in these 
two cases that he should not hesitate to attempt 
the operation in similar instances. 

Carstens " also reports three cases of eclampsia 
in which he performed the vaginal operation for 
delivery in eclampsia: He finds that only one 
deep incision in the cervix is necessary and that 
directly in the median line anteriorly. The cut 
is carried upward into the body of the cervix 
with very little hemorrhage. The mucous mem- 
brane of the vagina must first be cut across in 
front of the cervix at its junction with the bladder, 
for about two inches, just as is done in vaginal 
hysterectomy. The bladder can then be pushed 
up out of the way, the peritoneal cavity is not 
opened and all the room necessary is thus obtained. 


PUERPERAL ECLAMPSIA. 


Nicholson " has before advised the adminis- 
tration of thyroid extract for the treatment of 
impending eclampsia. 

He now reports a case of eclampsia successfully 
treated by morphine and thyroid extract in 
combination. He first injects morphine and 
follows it by a large dose of thyroid extract, 

a Chicago Gyn. Soc., March, 1904. Am. J. Obstet., 1904, 


: ie e J. Obstetrics, 1904, ii. 
" Jour. Obst. and Gyn. Brit. Emp., Jan., 1904. 


i, 8 








194 BOSTON MEDICAL AND SURGICAL JOURNAL 


[FEBRUARY 16, 1905 





thirty or forty grains given at first, followed in 
six or eight hours by a second dose of twenty 
grains, if there is no evidence of improvement. 
He says the object is to produce symptoms of 
thyroid intoxication as rapidly as possible as 
thyroid substance is an ideal vaso-dilator, and 
by acting in this manner it helps the kidney to 
perform its functions as well as the skin. 


CARE OF PUERPER-. 


Voorhees ® says that to insure a normal con- 
valescence a properly managed labor is absolutely 
essential. Continued asepsis after delivery is 
of the utmost importance. He advocates gauze 
wet with a 1-1000 bichloride solution to be worn 
for several days over the vulva under the sterile 
pad, changed at least every four hours. Early 
vaginal examination and douching are to be 
practiced only on urgent indication. 

Late in the puerperium hot douches undoubt- 
edly promote involution of the uterus. Where 
the uterus continues to relax immediately after 
delivery he gives an intra-uterine douche of acetic 
acid. He doubts the efficacy of the abdominal 
binder. For the first few days it prevents dis- 
tention and supports the abdominal walls, espe- 
cially in short-waisted women, where it certainly 
does prevent anterior relaxation of the abdominal 
walls. For women who carry the child low and 
well backward the binder is more or less unneces- 
sary, and may be discarded in a few days. He 
does not allow patients to sit up after labor for 
urination or defecation. He thinks that trouble 
in this respect might be avoided by teaching 
pregnant women to use the bed-pan. He does 
not favor hardening the nipples during pregnancy 
by making applications to them, but they should 
be kept clean and softened by cocoa butter. 

To insure complete involution, he advises 
that she be turned from one side to the other on 
the second day. On the fifth day she should 
commence to lie on her abdomen and also be 
encouraged to sleep in this position if possible. 

Change in posture favors the escape of the 
lochia and allows the uterine ligaments to con- 
tract promoting anterior position. The patient 
should be kept in bed for two weeks and not 
allowed to walk for three. If involution is de- 
layed, hot vaginal douches, boro-glycerid tam- 
pons, ergot, quinine and strychnine are of value. 
A routine vaginal examination should be made 
before the case is discharged. 


PREGNANCY AND VALVULAR DISEASE. 


Mackenzie * believes that when there is distinct 
evidence of failure of compensation or when the 
patient is liable to frequent attacks of failure of 
compensation pregnancy should be forbidden. 
With fair compensation only and the presence of 
diastolic murmur, or of a continued irregularity of 
the pulse pregnancy should be forbidden. With 
fair compensation with a mitral murmur and the 
apex within the nipple line, the patient may under- 
take the burden of pregnancy. In all cases of val- 


12Med. News, Jan. 14, 1905. 
13 Brit. Med. Jour., 1904, i, 921. 





vular disease when conception has occurred the 
patient should be kept under close observation. 
The presence or absence of edema of the lungs is 
of great significance in prognosis, 


ALBUMINURIA OF PREGNANCY, LABOR AND THE 
PUERPERIUM. 


Little * from a study of the albuminuria of 
pregnancy, labor and the puerperium states that: 

Albumin is noted in the catheter urine of one 
half of all pregnant women, being equally fre- 
quent in primipare and multipare, although 
casts appear with apparently greater frequency 
in multipare. During labor there is a marked 
increase in albumin and in casts. This may 
be due to muscular work and to increase of blood 
pressure. It is unusual to find casts present 
without albumin, but it must be borne in mind 
that the quantity of albumin may be too small 
for easy recognition. Albumin and casts are 
found less often in the puerperium than in preg- 
nancy. In thirty-four cases of eclampsia and 
threatened eclampsia, albumin was always pres- 
ent. In hyperemesis gravidarum much albumin 
and many casts were present. 


ECLAMPSIA WITH HYDATID MOLE. 


Hitschman © of Vienna relates a unique case 
as proving that eclampsia may occur independ- 
ently of any fetal metabolism. A secondipara, 
age eighteen, was attacked by eclampsia when 
four and a half months pregnant and was deliv- 
ered of an hydatid mole. 

Accordingly, Fehling’s ** theory, that the intoxi- 
cating material in this disease is the product of 
metabolic changes in the fetus, is not valid for all 
cases. Others have also held that it was to be 
sought for in the fetal portions of the ovum. 


RUPTURE OF MEMBRANES WITHOUT INTERRUPTION 
OF PREGNANCY. 


Meyer-Rugg ” considers that there are cases 
in which pregnancy is uninterrupted and the 
ovum continues to develop in spite of rupture 
of the membranes. He has collected from 
literature eleven cases, and one from his own 
practice. The amnion had formed extensive 
adhesions in only two of these cases, while in the 
others it had shrunk into a small ragged skin- 
like structure at the point of insertion of the 
cord. In six cases bands had formed around 
fingers or toes and caused deep grooves or ampu- 
tations. In two cases the amnion was attached 
to the cord and interfered with the circulation, 
in one case causing the death of the fetus. The 
pregnancy in almost every case proceeded to 
full term, but only in one instance had the child 
suffered no harm. Very little is known about 
the cause of rupture of the amnion. In some 
cases it has been said to have been due to the mus- 
cular effort. The only characteristic symptom 


14 Am. Jour. Obstetrics, Sept., 1904. 
15 Zeit. fiir. Gyn., 1904, No. 37. 
16 Brit. Gyn. Jour., Nov. 


1904. 
17 Zeit. fir Geburts. u. Gyn., Bd. 51. Jour. Obst. and Gyn. Brit. 


Emp., July, 1904. 
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in these cases is hydrorrhea. If the discharge 
in the first half of pregnancy is clear as water 
it is amniotic fluid; if it is stained with blood or 
straw yellow in color and stiffens linen it is 
exudate from endometritis decidualis. Danger 
of infection is very slight and antiseptic douches 
are unnecessary and even contra-indicated as 
being likely to cause contractions of the uterus. 





Kieports of Societies. 


WESTERN SURGICAL AND GYNECOLOGICAL 
ASSOCIATION. 


REPORT OF THE FOURTEENTH ANNUAL MEETING HELD 
IN MILWAUKEE, Wis., Dec. 28 AND 29, 1904. 


THE sessions were held in the Colonial Hall of the 
Plankinton Hotel, under the Presidency of Dr. CHARLES 
H. Mayo of Rochester, Minn. 


STONE IN THE KIDNEY. 


Dr. A. L. Wricut of Carroll, Iowa, contributed a 
paper on this subject. He drew the following conclu- 
sions: 

“(1) Kidney stone may occur at any time of life, 
from the earliest to ripe old age. (2) These stones 
are the most frequent, and give rise to the greatest 
amount of suffering, of any form of surgical disease of 
the kidney. The clinical manifestations of kidney 
stone do not depend upon its size. A small stone, 
just large enough to prevent its escape, and composed 
of oxalate of lime, will cause more suffering and damage 
to the kidney parenchyma than a very much larger 
deposit of softer formation, as well as completely disable 
the patient while the destructive changes are taking 
place, although the clinical symptoms are not intensely 
active. (3) While generally unilateral, stone occa- 
sionally occurs in both kidneys, or the reflex symptoms 
may point most prominently to the sound kidney, 
the stone being found not infrequently on the side free 
from pain. (4) Diagnosis is not difficult in the typical 
cases, but the stone remaining quiescent in some for 
an indefinite period makes recognition almost impos- 
sible. (5) Owing to the fact that kidney stone may 
put on the livery of infectious diseases, the diagnosis 
is difficult, if not impossible, in those cases where the 
classical symptoms are absent. (6) There are few 
diseases of the kidney more certainly fatal, when left 
to themselves, and more successfully treated when 
encountered by proper surgical interference, arrest- 
ing the destructive changes taking place in the kidney, 
and restoring the viscus to its physiological functions.” 

Dr. ALEXANDER HuGH Fercuson said that this 
branch of surgery is by no means complete, from an 
etiological and diagnostic standpoint, nor from the 
viewpoint of treatment. Pain is sometimes very de- 
ceptive. It is both local and referred; local in the 
region of the kidney itself, and referred to different 
parts of the body, chiefly along the genito-urinary 
tract from the testicle, sometimes toward the mid line 
of the abdomen, at other times toward the ensiform 
cartilage in the region of the gall bladder and duode- 
num, and not infrequently it is referred to the back. 
Pain is caused in nearly all cases at first, when there 
is no septic urine, by stretching of the pelvis of the 
kidney and of the kidney tissue, the calices, etc., this 
stretching causing excruciating pain. A quiescent 
stone does not always cause colic, although it frequently 
gives rise to referred pain. In the diagnosis one should 
consider tumor of the kidney, recurrent attacks of in- 





terstitial nephritis, and tuberculosis of the kidney. 
The x-ray is one of the best aids to diagnosis at our 
command. Dr. Ferguson called attention to the dan- 
gers incident to the passage of such instruments as the 
segregator, cystoscope, etc. He reported a case illus- 
trating the difficulty in making the diagnosis. 

Dr. W. D. Haines, when acting as coroner’s physi- 
cian, had made over two thousand autopsies, and in 
about 50% of the cases he found stones of variable 
sizes in the kidney. In many of the cases it was im- 
possible to trace the history, but in a number of them, 
in bringing out the forensic aspect, he was able to trace 
the history accurately. In those cases in which the 
history could be traced, it was surprising to find how 
infrequently symptoms were complained of referable 
to the kidney. In treating these cases surgically, 
one of the principal things to determine is the presence 
of a kidney on the opposite side. An instructive case 
was cited. 

Dr. WRIGHT, in closing, maintained in regard to the 
cause of pain that it is inflammatory in character, and 
not due, as claimed in textbooks and by teachers, to 
stretching of the kidney tissue. Many of these kidneys 
are opened, where the clinical manifestations indicate 
the existence of stone, but none found, except possibly 
a little débris, possibly nothing. Furthermore, where 
the deposit consists vf oxalate of lime, the pain is 
very excruciating. The stone is too large to engage 
in the ureter, but not large enough, to stretch the 
pelvis or parenchyma of the kidney, or to produce any 
stretching effect whatever, so that he believes the 
same would apply to the presence of stone in the kid- 
ney, as in gall-bladder work, in which pain is not due 
to the passage of gallstones, but is of an inflamma- 
tory character, and that when such kidneys are opened 
and drained, and no stone or stones found, relief is 
prompt. 


NEWER AIDS TO DIAGNOSIS IN DISEASES OF THE URINARY 
TRACT. 


Dr. M. L. Harris of Chicago, in a paper with this 
title, arranged the newer aids to diagnosis in diseases 
of the urinary tract in the following order, according 
to their value: (1) The cystoscope. (2) Ureteral 
catheterization or segregation, with comparative analy- 
sis of the separate urines. (3) The x-ray. (4) The 
phloridizin test. (5) Comparative cryoscopy of the 
separate urines. (6) Cryoscopy of the blood, with 
the necessary corrections made. 

Dr. B. B. Davis has been using the Harris segre- 
gator a great deal in making tests as to the relative 
condition of the two kidneys, and asked whether the 
essayist has observed temporary anuria in any of the 
cases, enough to interfere materially with the value 
of the test. Dr. Davis then related a recent case in 
which there was temporary anuria following the use 
of the segregator. 

Dr. Harris has observed temporary anuria, which 
lasted sometimes a few minutes, sometimes ten or 
fifteen minutes. He has noticed it in a number of 
instances. He has seen it last as long as thirty or 
forty minutes, but how long it would have lasted had 
the examination been continued he does not know. 
Temporary anuria, however, is not common. It is 
exceptional. He has also seen temporary anuria 
follow the introduction of the ureteral catheter, which 
lasted for several hours, or until the catheter was 
withdrawn. 


METHODS OF EXPLORING THE ABDOMEN, AND A NEW ONE. 


Dr. ALEXANDER HuGu Fercuson of Chicago stated 
that in the daily round of work the surgeon meets cases 
requiring colpotomy, anterior or posterior, to remove 
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myomata, or cysts, and these cases often give a history 
of stomach, gall-bladder, kidney or bowel disturbances. 
An examination of the abdominal organs is highly 
satisfactory, although oftentimes one feels hardly 
justified in opening through the abdominal wall for 
that purpose. The problem is solved by passing the 
hand and entire forearm into the abdominal cavity 
through the vagina. In order to furnish enough space 
for this purpose, it is imperative to cut through the 
mucous membrane of the vagina its whole length on 
each side post-laterally. The mucous membrane 
being severed, the other structures will stretch at once. 
The bare arm, being smeared over with sterile vaseline, 
vlides in with ease. He has within the last three years, 
both in private practice and at his clinics, passed his 
hand through the vagina to the diaphragm, and pal- 
pated all the abdominal organs. In one case, after 
detecting gallstones, he cut down upon the gall blad- 
der and pushed it, full of biliary calculi, through a 
buttonhole incision in the abdominal wall. In an- 
other case a cancer of the rectum was present, and 
before removing it it was indicated to learn the condi- 
tion of the internal organs. He passed his hand and 
detected cancer of the liver and gall-bladder. Still a 
third case, a maiden lady of mature years, had a vaginal 
outlet so small that a digital examination could not be 
made without an anesthetic. He then found cancer 
of the posterior lip of the cervix. Through an anterior 
colpotomy he passed his hand, after having slit the 
vagina on each side, and found the anterior surface of 
the stomach involved with a hard tumor, evidently 
cancerous, and the lymphatics were also extensively 
enlarged with the same disease. 

Dr. R. C. Corre asked under what circumstances 
the essayist would make such an exploration as he had 
described, inasmuch as the vagina cannot be thoroughly 
sterilized, and an abdominal incision is fraught with 
so little danger? 

Dr. A. L. Wricut spoke disparagingly of this method 
of exploration, although he has never tried it. He 
questions the possibility of being able to render the 
vagina aseptic. The mortality is so slight from an 
abdominal incision, and the dangers attending it so 
small, that the method of Dr. Ferguson impresses him 
as being much more formidable and attended with 
more danger than an abdominal incision. 

Dr. C. O. Turenuaus called attention to the method 
employed by Ott, who introduces an electric light 
through the vagina into the abdomen, at the same 
time using one on his forehead, with which he can 
explore the abdominal cavity, and see diseases with 
the eye which cannot possibly be diagnosed otherwise, 
and are dealt with accordingly. 


PERITONEAL ADHESIONS, THEIR CAUSE AND PREVENTION. 


Dr. ArtHur E. Herrzier of Kansas City, Mo., 
stated that he has studied peritoneal adhesions by 
means of a small glass window sewed into the lateral 
abdominal wall of an animal. Peritoneal surfaces 
may agglutinate without a destruction of the endo- 
thelial layer. In true adhesions the endothelial layers 
are always destroyed. If the basement membrane is 
not destroyed, the adhesions may separate after a 
time. If the basement membrane is destroyed, the 
union is formed by a true growth of fibrous tissue, and 
is permanent. Ordinary adhesions are formed by 
fibrin formation, with a loosening of the cement sub- 
stance of the basement membrane, and an interlacing 
of the fibers forming the basement layer. This forms 
in twelve to eighteen hours. 

The formation of peritoneal adhesions depends on 
the same factors as blood coagulation. The irritation 
of the surface destroys the endothelium, permitting 





the escape of fibrinogen-forming fluid. The CaCl 
is abundant below, and immediately below the endo- 
thelial cells, as may be demonstrated by silver nitrate. 
The escape of the leucocytes from the vessels which 
attends every irritative process activates the profer- 
ment. The precipitate of fibrin thus formed is iden- 
tical with that form in blood coagulation, as may be 
demonstrated by the fact that those factors which 
prevent coagulation also prevent peritoneal adhesions. 
The methods most employed are phosphorus and 
peptone. The former prevents it by destroying the 
fibrinogen, the latter by acting on an antiferment. 
The presence of a digestive fermentin the upper 
intestinal tract explains why adhesions form Jess 
readily in spontaneous perforations in this region. 


OPERATION FOR UNDESCENDED TESTICLE. 


Dr. Emerson M. Sutton of Peoria, Ill., reported 
the case of a boy, eleven years of age, a cryptorchid, 
who suffered from strabismus and nervousness, but 
otherwise was well. In making an incision in the 
inguinal canal the testicle was found above the internal 
ring free; the cord was retained by a band extending 
posteriorly toward the median line, and upward oppo- 
site the second lumbar vertebra. Blunt dissection 
was resorted to until the cord was freed and the testicle 
deposited easily in the bottom of the scrotum without 
tension. The retaining step of the operation consisted 
in a buttonhole incision through the bottom of the 
scrotal sac posterior to its middle, where the skin was 
less elastic, catgut stitches inserted through the edges 
of the skin, and albuginea or testicle, in a way which 
held the end of the testicle attached to the skin, neces- 
sitating healing by granulation. The convalescence 
was uncomplicated, and the testicle was permanently 
fixed in the bottom of the scrotum and was of natural 
size. 

He stated that many operations for this affection 
have been planned, as Kocher’s circular stitch, sewing 
the cord in the canal without strangulating it; also 
Watson-Cheyne’s retaining stitch through the bottom 
of the scrotal sac, and then the testicle, tied to the 
under wire of a retaining frame, to be moved after 
three weeks, when the organ has become fixed in 
place by adhesions. Objections to attaching the 
testicle to the bottom of a movable sac are valid, since 
experience demonstrates the futility of such a method. 
The Katzenstein operation of making a flap from the 
inner side of the thigh is a step in the right direction. 
However, with the modifications employed in the 
author’s case, considering the satisfactory results, the 
surgeon can fix the testicle absolutely. 

Dr. Sutton also reported a case of aneurism of the 
superior mesenteric artery upon which he had operated. 


THE PRACTICAL SIGNIFICANCE OF CERTAIN COMMON 
SYMPTOMS IN THE UPPER ABDOMEN. 


Dr. J. F. Percy of Galesburg, Ill., read a paper with 
this title. These symptoms are, pain from ulcer of the 
stomach and cholecystitis, with or without stones, 
and the action of the gastric juice on an open ulcer, 
either in the stomach or duodenum. Another source 
of pain is the formation of gas from inhibited peristalsis, 
due to ulcer or adhesions arising from it. Vomiting 
was also referred to as one of the symptoms of disease 
in this region, but in the author’s experience it is not 
so frequent as nausea. Two methods were referred 
to as an aid to the location of lesions in the upper 
abdomen, one being light finger percussion eliciting 
pain over the inflammatory focus, in patients not too 
obese, and the resistance of the costal cartilages on the 
right side in inflammatory conditions of the gall bladder 











Vou. CLII, No. 7] 


BOSTON MEDICAL AND SURGICAL JOURNAL 


197 





and in ulcer of the duodenum or pylorus, as recently 
pointed out anew by Elliott. 

The author laid special stress on the effects of chronic 

infections of the liver and pancreas from ulcer of the 
stomach and persistent cholecystitis, and cited cases 
in point. 
He stated that some of these cases are rarely diag- 
nosed correctly. Biliousness and dyspepsia are the 
words most frequently used as descriptive of the diag- 
nosis, and upon which the treatment is based. 

The author stated further that a persistent infection 
will in an appreciable number of cases cause death, 
regardless of the form of treatment which may be 
instituted, because of alteration in the functionating 
tissues of the liver and pancreas. Future investigation 
will show that the results of this infection are chemical 
through the intervention of bacteria at work in ulcerat- 
ing areas in the stomach, duodenum or gall bladder. 

Dr. Jonn B. Murpny congratulated the essayist 
on bringing out with greater force the fact that a differ- 
ential diagnosis between lesions of the pyloric area of 
the stomach, the head of the pancreas, and the gall 
bladder is extremely difficult. He was pleased that 
the essayist brought out the periodicity of exacerba- 
tions in ulcers of the stomach. A large number of 
cases of ulcer of the stomach have pronounced exacer- 
bations. They are practically well in the period 
between the attacks. Dr. Murphy detailed an interest- 
ing case corroborating the latter statement. 

Dr. ALEXANDER HuGH FErGusoN stated that when 
a pain comes on suddenly, which is referable to the 
epigastric region, although no tenderness can be elicited 
in that region, but can be over the gall bladder, it 
tends to show that the seat of the trouble is within the 
gall bladder, the stone or stones being engaged in the 
cystic duct. Pain occurring while the patient is in a 
quiescent state, or occurring after the patient has gone 
to sleep, points to the gall bladder rather than to any 
other organ. A lancinating pain, only coming on occa- 
sionally and referable to the region of the gall bladder 
and ducts, points to carcinoma. Pain referred to the 
region of the ducts is more characteristic of gallstones. 
In cases of stone or tumor of the kidney, as well as in 
tumor of the suprarenal capsule, pain is generally 
referred to the back. Pott’s disease should not be 
overlooked. Pain referred to the testicle, and radiat- 
ing into the genito-urinary tract points towards the 
kidneys as the seat of the trouble. Still, pain is referred 
sometimes to these regions from other conditions than 
stone in the kidney. 

Dr. Witt1am D. Hacearp said that while expert- 
ness and refinement in diagnosis are desirata, sur- 
geons must realize that many of the cases under dis- 
cussion are not amenable to the niceties and refine- 
ment of diagnosis to which attention had been drawn. 
In reference to differences in pains and colics of which 
patients complain, he referred to the importance of a 
well-taken clinical history, saying that a great deal 
of dependence should be placed on it. 

Dr. B. B. Davis has been struggling for years against 
the habit of making incisions without having made a 
careful and sufficient study of the case beforehand, 
but he has concluded that a man is more dangerous 
who does not make such incisions occasionally than the 
one who does make them before he has made accurate 
diagnoses. He related a case which he thought to be 
one of cholelithiasis from the symptoms and clinical 
history, yet much to his surprise in operating he found 
a large appendix, turned up underneath the gall bladder 
with dense adhesions around the cystic duct. There 
were no stones found in the gall bladder; it was per- 
fectly patulous, and after freeing the adhesions he 
could squeeze bile out without any trouble. He did 





nothing to the gall-bladder, simply removed the appen- 
dix, and thus far relief has been complete. 


SPLENIC ANEMIA. 


Dr. PALMER FINDLEY of Chicago reported a case of 
splenic anemia in which he removed the spleen with 
good results. The patient was forty-five years old; 
had suffered for four years from a dragging sensation 
in the left side and uterine hemorrhage. Blood exami- 
nation showed reds, 2,784,000 per cubic millimeter, 
leucocytes, 6,000; and hemoglobin, 42%. Thirteen 
months after operationher blood showed reds, 4,600,000 ; 
leucocytes, 6,000; and hemoglobin, 78%. In spite of 
the fact that the uterine hemorrhage continued, the 
patient refused curettage for its control. 

Dr. Findley offered a word of caution in the hasty 
diagnosis of splenic anemia without giving due con- 
sideration to other possible causes for splenic enlarge- 
ment associated with a secondary anemia, such as 
malaria and syphilis, and advised splenectomy for only 
the rapidly progressive cases, reserving medical treat- 
ment for the milder form. 


HIGH-FREQUENCY ELECTRICITY AS A FACTOR IN THE 
TREATMENT OF SURGICAL AND GYNECOLOGICAL 
DISEASES. 


Dr. E. M. Sata of Rock Island, IIl., related his per- 
sonal experience with the d’Arsonval high-frequency 
current, and reported several cases comprising a variety 
of affections in which the immediate results are grati- 
fying, but what the permanent results are going to be, 
he cannot predict. However, he is convinced that the 
d’Arsonval-Odin apparatus has a very promising future. 


THE CARE OF THE AXILLA AFTER EXCAVATIONS FOR 
MALIGNANT OR INFECTIVE LESIONS. 


Dr. Joun B. Murpuy of Chicago discussed thfs sub- 
ject, saying that extensive dissection of the axilla is 
not infrequently followed by contracting painful 
cicatrices, limitation of motion, edema, neuralgia, etc. 
These can be relieved or avoided by (a) line of skin 
incision; (b) immediate grafting or transplantation; 
(c) muscular implantation, and (d) muscular conser- 
vation. 


‘ MOORHOF’S BONE PLUG. 


Dr. James E. Moore of Minneapolis, Minn., stated 
that in January, 1903, von Mosetig reported a large 
number of successful results from the use of a new bone 
plug. He gave the formula for making the plug. The 
plug does not act as a foreign body, nor does it act as 
a culture medium. It possesses the inhibitory and 
medicinal properties of iodoform without causing 
iodoform intoxication. His experience with this mate- 
rial, although limited, has been sufficient to satisfy 
him that better results can be obtained in treating 
bone cavities with it than by any older method, and 
in illustration he reported four recent successful cases. 
He believes that cases can now be treated successfully 
with this bone plug in which formerly amputation 
was performed, as, for instance, in cases of tuberculosis 
of the wrist and ankle joints. 


EXTIRPATION OF THE GASSERIAN GANGLION 
TREATMENT OF FACIAL NEURALGIA. 


Dr. A. E. Hatsteap of Chicago stated that during 
the last decade the treatment of inveterate facial 
neuralgia has progressed mostly along surgical lines. 
After speaking of the different methods of extirpating 
the ganglion, he reported seven cases in which he 
resorted to extirpation for the relief of facial neuralgia. 
From the cases he reviewed in the literature and from 
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his own experience, he said it seems possible to have 
a return of the pain after removal of the ganglion. In 
his own cases he has had each ganglion subjected to a 
careful examination by a competent microscopist. 
In all of the specimens submitted ganglion elements 
were found, and the gross anatomical characteristics 
of the organ were preserved. 

Dr. Joun B. Murpny stated that in his twelve cases 
of removal of the Gasserian ganglion there were four 
deaths. This large percentage of deaths caused him 
to abandon the operation of extirpation of the ganglion. 
Since his last report he has had one recurrence of neu- 
ralgia from the injection of osmic acid. In the entire 
number of cases up to date, with this exception, he has 
not had a recurrence of neuralgia following the injection 
of osmic acid. 


MORTALITY, DISABILITY AND PERMANENCY OF CURE IN 
SURGERY. 

Dr. CHartes H. Mayo of Rochester, Minn., selected 
this subject as the President’s Address, and among 
other things stated that a careful selection of cases, 
asepsis, and the kindness of Providence may give a 
low death-rate which will cover much poor surgery. 
There is no general rule for computing surgical mor- 
tality at present, and it is best to accept the layman’s 
view that the operation had caused death where the 
patient went into the hospital alive and came out dead, 
regardless of the cause of death or time after operation. 
Failure to grasp the surgical opportunity at the proper 
moment is the cause of an increased mortality and dis- 
ability, as well as a reduction in cures. The layman, 
as well as the professional man, understands that many 
diseases, such as appendicitis, ulcer of the stomach, 
and gallstone disease, may each have repeated medical 
cures, and that in the same cases early operation is 
successful with the low mortality, the complication of 
delay causing the most trouble. 

During this year in St. Mary’s Hospital 516 opera- 
tions for appendicitis were performed, with four deaths. 
Their hospital detention was reduced on an average 
to eleven days each, amounting to fourteen years’ 
saving over the time which would have been required 
for the same work five years ago. In 205 hernias 
during the year, this saving was from one to two weeks 
in each case. Among stomach operations, 108 gastro- 
enterostomies gave 8 deaths (7.4%), most of these in 
late cancer, while 13 pylorectomies and partial gastrec- 
tomies gave no deaths because in an early stage. There 
were 5 deaths in 101 hysterectomies, more than one- 
half of these being due to an increased effort to cure 
cancer. Altogether, up to Dec. 1, 1904, 1,000 opera- 
tions for gallstone diseases gave a mortality of 5%. 
There were 673 cholecystostomies, with 2.4% mor- 
tality ; 186 cholecystectomies gave a mortality of 4.3%. 
The common duct cases, 11%; cancer, 22%, showing 
that one case in five had passed the safe time for opera- 
tion, while early operation in 416 cases gave but two 
deaths. 

The brain is poorly constructed for repair, hence 
late operations give only occasional permanent and 
complete cures. Dr. Mayo said that the progress in 
the treatment of cancer will be largely through a more 
careful study of the lymphatics involved in metastasis. 


SURGICAL DISEASES OF THE PANCREAS. 


Dr. D. C. BrockMAN of Ottumwa, Iowa, said that 
recent studies of the pancreas show the importance 
of internal secretion, from the islands of Langerhans; 
also the influence of regurgitation of bile into the pan- 
creatic ducts as a cause of pancreatic inflammation. 
He mentioned biliary disturbance as the chief cause 
of pancreatic disease, and stated that pancreatic cysts 





are believed to be mostly due to this cause. He re- 
ported three instructive cases of cyst of the pancreas, 
and then gave an outline of inflammatory troubles,. 
with special reference to the diagnosis and treatment 
of acute and chronic pancreatitis. 

(To be continued.) 


Recent Literature. 








Blood Pressure in Surgery. An Experimental and 
Clinical Research. By GrorGe W. CRrixe, 
A.M., M.D., Professor of Clinical Surgery, 
Western Reserve Medical College, Visiting 
Surgeon to St. Alexis Hospital, Cleveland, ete. 
Philadelphia and London: J. B. Lippincott 
Company. 1903.* 

This volume is a publication in book form of 
the essay by Dr. Crile for which the Alumni 
Association of the College of Physicians and 
Surgeons of New York City awarded him the 
Cartwright Prize for 1903. Blood pressure is a 
subject which has attracted marked attention 
during the past few years and Dr. Crile has been 
conspicuously active in this line of investigation. 
The book describes his methods of investigation 
and of recording his observations, the details 
of his experimental work, a summary of his ex- 
perimental data so obtained including the effects 
of different drugs, mechanical pressure, the use 
of the pneumatic suit and the resuscitation of 
animals apparently dead, his clinical observa- 
tions on the blood pressure changes during surgi- 
cal operations in different regions of the body. 
The concluding pages contain a summary of his 
results, and his conclusions, with his reasons 
therefor, especially in relation to surgical shock 
and collapse. 

In describing in detail his experimental and 
clinical work the author gives his readers the 
opportunity of forming their own opinions as to 
the correctness of his conclusions. 

The book deserves a careful perusal, for if the 
writer’s conclusions are correct regarding the 
subjects he has investigated, the present methods 
of treatment for nervous exhaustion, vasomotor 
paralysis, shock and collapse will be raaically 
changed. 


Textbook of Operative Surgery. By Dr. THEopoR 
Kocner, Professor of Surgery and Director of 
the Surgical Clinic in the University of Berne. 
Authorized translation by Haroup J. STILEs, 
M.B., F.R.C.S., Edin., Surgeon to the Royal 
Edinburgh Hospital for Sick Children, ete. 
London: Adam and Charles Black. 1903.* 
This the second English is a translation of the 

fourth (latest) German edition. By a change in 

type it contains nearly twice the subject matter 
of its predecessor, with only slight increase in 
size. Seventy new illustrations have been added, 
many of them colored. The present volume is 

a book of 440 pages. 

It is a most excellent textbook on operative 
surgery. The subject has been presented in a 
masterly way. It has the characteristic that it 

* These reviews, originally contributed a year ago, were unfortu- 


nately mislaid during a printers’ strike, and are now published 


though belated. 
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is essentially a presentation of its author’s per- 
sonal experience and methods of operating. 
That these are the best “‘ goes without saying.” 
The book is crowded with valuable data and 
important information. Although the book can 
be used as a guide to operations on the cadaver, 
the performance of operations on the living sub- 
ject has been especially kept in view and only 
those methods which the author’s great clinical 
experience has proved to be trustworthy and 
reliable are described. Statements of the indi- 
cations for operations and all descriptions of sur- 
gical instruments or instruction as to the technic 
of their use, or description of methods of sutures 
are omitted intentionally. In this new edition 
the chapters on Anesthesia,Treatment of Wounds, 
Trephining, Amputations and Excisions have 
been entirely rewritten. As one compares the 
volume with its immediate predecessor one notes 
also marked changes in many other chapters. 
The methods of resection of the stomach, for 
example, have been so far perfected that new 
illustrations of these operations have been pre- 
pared. As stated above, the author still adheres 
to his principle of describing and recommending 
to a large extent only those methods of treat- 
ment which he has found, from his own experi- 
ence, worthy of adoption. As an example, 
Professor Kocher still recommends his method 
for the radical cure of hernia on account of its 
simplicity and the excellent permanent results 
obtained in spite of the objections formulated by 
Bassini and others. The new chapters on Anes- 
thesia, Treatment of Wounds (which introduces 
very interesting data relating to aseptic techni.) 
and Direction of Skin Incisions create great inter- 
est and are replete with valuable information. 
The coloring of the muscles and vessels in many 
of the illustrations has added greatly to their 
graphic efficiency. The description of the sur- 
gery of the thyroid is another conspicuous feature 
of the work and is most satisfactory. It is espe- 
cially well illustrated. The general classification 
and arrangement of previous editions has been 
retuined; also the excellent method of placing 
explanatory references of illustration in imme- 
diate connection with them instead of the common 
method of reference to footnotes by appended 
numbers. Briefly, one finds almost nothing to 
criticise and almost everything to commend. It 
is conspicuous as one of the best presentations 
of modern surgery. Few books are so valued.or 
attain such prominence that they are printed 
in six different languages. It can truly be said 
to have attained a well-deserved international 
reputation. 


An American Textbook of Surgery for Practitioners 
and Students. By PuHinras 8. Connor, M.D., 
FrReDERIC S. Dennis, M.D., Wititam W. 
Kren, M.D., CHartes B. Nancrepg, M.D., 
RosweLtt Park, M.D., Lewis L. PILcnHer, 
M.D., NicHotas Senn, M.D., Francis J. 
SHEPHERD, M.D., Lewis A. Stimson, M.D., J. 
CoLLINS WarrREN, M.D., and J. WILLIAM 
Wuirtr, M.D. Edited by Wiiitam W. Keen, 





M.D., LL.D., F.R.C.S. (Hon.), and J. WiL1amM 
Waitt, M.D., Ph.D. Fourth edition, thor- 
oughly revised and enlarged. © Philadelphia, 

New York and London: W. B. Saunders & 

Company. 1903.* 

We are very glad indeed to see the American 
Textbook of Surgery appear in its fourth edition. 
It was in danger of being superseded by other 
books. A great deal of progress has been made 
in surgery since the first edition of this book, but, 
so far as we can see, the editors have incorporated 
into this edition all the accepted knowledge. 
Several new chapters have been added. They 
are Military Surgery,- Naval Surgery, Tropical 
Surgery, Examination of the Blood, Immunity 
and Pancreas. The subject of Acute Osteomye- 
litis has received special attention in this edition. 
The treatment of joint disease is not so well 
considered as it should be. The chapter does not 
give a clear perspective as to the value of pro- 
tection and fixation in joint disease. Many of 
the chapters have been rewritten, notably the 
chapters on Tumors, Nerves, Joints, ete. In 
this edition the publishers have used a thinner 
and a better paper, they have used a smaller 
type for the new chapters, and yet the book has 
increased in bulk to 1,333 pages. The American 
Textbook of Surgery may be accepted as one of 
the best textbooks on surgery. 


Modern Surgery: General and Operative. By 
JOHN CHALMERS DaCosta, M.D., Professor 
of the Principles of Surgery and Clinical Sur- 
gery, Jefferson Medical College, Philadelphia, 
New York and London: W. B. Saunders & 
Co. 1903.* 


The first edition of this work was published 
in 1894. The contrast between the present vol- 
ume and the original one shows that the author 
has actively interested himself in the progress 
of surgery. Also the fact that three editions 
have been exhausted is an indication of its popu- 
larity. From a‘ Manual” the book has grown 
to an extended treatise on General and Operative 
Surgery. 

The present edition has been enlarged and re- 
vised and much new material has been added 
to cover the numerous improvements, advances 
and discoveries since 1900. It appears as an 
octavo volume of 1099 pages, and is illustrated 
by 707 illustrations, some of them in colors. The 
size of the page has been increased. The type 
is clear. The subdivisions of subjects are indi- 
cated by heavy type. There is appended a good 
index. The book represents a very large col- 
lection of surgical information both general and 
specific in character which is presented instruc- 
tively and concisely. Of the surgical special- 
ties only diseases of the nerves, the rectum and 
anus and the male genito-urinary system are 
discussed. 

The revision has distinctly improved the book. 
The reader-is continually impressed with this 
as he compares the new with the previous edi- 
tion. He sees it in the text, in the quotations 

* See note on p. 198. 











200 BOSTON MEDICAL AND SURGICAL JOURNAL 


[FeBruary 16, 1905 





from recent publications, and in the illustra- 
tions. Its arrangement and style especially 
adapt it for a student’s textbook, since in it 
obsolete or useless methods are omitted, and 
he is not confused by conflicting ideas or opin- 
ions. It presents the essentials of clinical his- 
tory, diagnosis and treatment, given concisely 
and without great detail. If anything were to 
be criticised it would be the illustrations show- 
ing the dissections for the ligation of arteries 
which are copied from Bernard and which do 
not compare favorably with some of the recent 
publications on operative surgery, e. g., Bick- 
ham, Treves or Kocher. 

The volume, as has been already stated, is a 
marked improvement over the third edition, and 
its author deserves to be accorded praise and 
commendation for his work. 


Juler’s Ophthalmology. Third edition. A Hand- 
book of Ophthalmic Science and Practice. By 
Henry E. Juuer, F.R.C.S., Ophthalmic Sur- 
geon to St. Mary’s Hospital, Surgeon to the 
Royal Westminster Ophthalmic Hospital, Lon- 
don. Octavo, 733 pages, with 190 illustrations 
and 25 full-page plates in colors and black. 
Philadelphia and New York: Lea Brothers & 
Co. Publishers. 1904. 


The third edition of Dr. Juler’s Textbook on 
Ophthalmic Science and Practice in its enlarged 
and revised form should prove acceptable to the 
professional reader. The favor that former 
editions of the work have enjoyed in the past will 
probably continue to be possessed by their suc- 
cessor, which, in its present shape, is so compre- 
hensive and so thoroughly covers affections of 
the eye, as to be adapted to the needs of the gen- 
eral practitioner and special worker alike. It is 
well indexed, of convenient size, a good example 
of book work and is deserving of its well-merited 
popularity. 


The Optical Dictionary. Edited by CHARLES 
Hyatt-Wootr, F.R.P.S. Philadelphia: P. 
Blakiston’s Son & Co. 1904. 


The aim of the compiler of this handy little 
book is very well stated on its titlepage wherein 
it appears that the intention has been to place 
in the hands of students and others who may be 
more or less interested in general optical litera- 
ture “‘ an optical and ophthalmological glossary 
of English terms, symbols and abbreviations, 
together with the English equivalents of some 
French and German terms relating to physical, 
physiological and pathological optics, optical and 
other instruments of precision, and terms de- 
scriptive of color,and photo-chemistry, to which 
are added a number of general and mathematical 
expressions.” The arrangement of the diction- 
ary is strictly alphabetical, therefore compound 
words must be looked for under the first and 
not the principal word of the combination. The 
acknowledgment of indebtedness to the large 
number of sources of information which have 
been utilized is a reliable witness of its probable 
value as a means of ready fererence. W. D. H. 
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BILLS BEFORE THE MASSACHUSETTS 
LEGISLATURE. 

A LARGE number of bills more or less connected 
with medicine or medical practice is now before 
the Massachusetts Legislature awaiting confirma- 
tion or rejection. Some of these bills, of which 
one concerning cruelty to animals is an example, 
have appeared on previous occasions. If, as 
has been said, the repeated presentation of the 
same petition year after year results in its pas- 
sage, some of these numerous bills before us may 
expect ratification. We are inclined, however, 
to think that the sense and judgment of our 
legislative committees will continue to reject 
those bills which their predecessors found not 
fitting to become laws, whereas certain acts, to 
which we are about to allude, will no doubt 
receive the commendation of the Legislature 
and ultimately become laws. 

The interest which the questions regarding 
tuberculosis have recently aroused in this com- 
munity is reflected in the bills presented on this 
general subject. In the first place, through the 
petition of Dr. Edward O. Otis and others, a bill 
has been presented to provide for an exhibition 
of means and methods of treating and preventing 
tuberculosis. The design of this measure is to 
place in the hands of the State Board of Health 
means whereby it may arrange a public exhibi- 
tion of matters relating to tuberculosis as a 
method of education of the public. Attempts 
in this direction have already been made with 
success, both in Baltimore and Boston, and cer- 
tainly no unprejudiced person should object 
to the passage of this bill. Acts are also intro- 
duced for the establishment of a hospital in Massa- 
chusetts for consumptives and another to provide 
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for a new state sanatorium which differs appar- 
ently merely in detail from the former. It will 
be remembered that Governor Douglas in his 
inaugural address spoke of the necessity of pro- 
vision for the treatment of prisoners affected 
with tuberculosis. A bill has been intro- 
duced to meet this contingency. A movement 
is likewise on foot to provide for the addition of 
two members to the board of trustees of the Mas- 
sachusetts State Sanatorium thereby increasing 
the number to seven, two of whom shall be 
women. Again the familiar bill appears looking 
to the prohibition of expectoration in public 
places and conveyances. It need hardly be 
said that this bill meets with our hearty appro- 
bation, and we are furthermore of the opinion 
that it may easily be made effective, or at least 
more effective, if it were enforced if passed. 
To make further laws regarding this or other 
matters and allow them to go unenforced injures 
rather than assists the cause. 

Another series of bills is concerned with various 
matters relating to patent medicines. Several 
of these bills must be regarded from the outset 
as futile, as, for example, one petitioning the 
Legislature relative to the designation of the 
ingredients of patent and proprietary medicines. 
It is certainly unlikely that such a measure 
could be passed, however useful from certain 
points of view it might be. Julia Ward Howe 
and others make a like petition providing that 
every article embraced in an act shall bear an 
inscription stating the exact character of its 
contents. A bill which may stand some chance 
of passage is one providing that the quantity 
of alcohol contained in drugs or medicines shall 
be specified upon the boxes, packages or other 
receptacles. That there is need of legislation 
in this matter is evident to those who have fol- 
lowed the development of certain preparations, 
whether proprietary or not. The tendency to 
ignore, if not actually to conceal, the amount of 
alcohol used as a preservative certainly is an 
evil. The advertising contracts made with 
newspapers provide for their cancellation if any 
law is passed which will interfere with the sale 
of the individual quack medicine. It thus 
appears that the opposition of the press to the 
legislation may be insured in advance. Finally, 
a bill which should receive careful attention is 
one relative to the sale and distribution of patent 
and proprietary medicines containing poisonous 
drugs, except on the prescription of a registered 
physician. It is urged in this bill that no patent 
or proprietary medicine, or any other salable 





article claiming medicinal properties, shall be 
sold which contains opium or other poisonous 
drugs or more than 1% of alcohol, unless a state- 
ment of the existence of these ingredients be 
inscribed on the package. 

The bill to which we have alluded for the pre- 
vention of cruelty to animals again appears on 
the list. This bill is well known both to medical 
readers and to the laity. It has been consistently 
and hitherto successfully opposed by the medical 
profession on grounds which we have repeatedly 
stated in these columns. It is not to be expected 
that this year’s committee will look upon the 
matter in any other light than have its prede- 
cessors. The bill in our opinion should not pass. 
A bill in which the medical profession should 
feel particular interest is one presented by Dr. 
Francis D. Donoghue providing for the keeping 
of records by certain hospitals and for the ad- 
mission as evidence of such records by the Courts 
of the Commonwealth. The bill as framed is 
somewhat too general in its statement. It does 
not, for example, definitely appear whether 
private institutions are included in its provisions. 
That the passage of this or a similar bill would 
avoid certain inconveniences in testifying to the 
authenticity of records is manifest. Whether or 
not certain compensatory disadvantages may not 
arise it is not our purpose at this time to discuss. 

Bills providing for a board of registration in 
optometry and one providing for the registration 
of osteopaths will no doubt meet with determined 
opposition on the part of those having the best 
interests of the community at heart. An echo 
of the recent excitement regarding the situation 
of a hospital for lepers in this state appears in 
the form of a bill providing that no hospital or 
similar institution for persons afflicted with 
leprosy or other contagious disease shall be situ- 
ated upon the grounds of the institution at 
Tewksbury or in the town. Two bills are also 
introduced prohibiting the establishment of pest 
houses near Metropolitan boulevards. It is 
hardly to be considered that specific laws are 
necessary to regulate such matters. The further 
regulation of the Fourth of July celebration is 
attempted by two bills regulating the sale of fire 
arms, fire crackers and high explosives. Still 
another bill which, if space permitted, we should 
be glad to discuss in more detail, is one for the 
regulation of the practice of professional nursing 
by registration. The movement of which this 
bill is a part is in general commendable and no 
doubt tends toward the improvement in the 
standard of nursing. 
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Several other bills are before us which are 
trifling if not ridiculous, as, for example, one 
relating to the licensing of ‘‘ suitable ”’ persons as 
clairvoyants; one relating to the sale of cigarettes 
so worded that, if a boy leaves school at eighteen, 
he may buy cigarettes, but if he chances to go to 
college he may not buy them until he is twenty- 
one years old. A bill, well intentioned, but futile 
in its present form, providing for the preven- 
tion of blindness is introduced which, if passed, 
would necessitate the enforced reporting of the 
most trifling affections of the eye in young infants. 
The climax seems to be reached in a bill urging 
that the Commonwealth appropriate the sum of 
five thousand dollars to be expended in procuring 
books, pamphlets and other documents upon the 
subject of ‘‘ normal” breathing and distributing 
the same throughout the Commonwealth. Here 
again, however excellent the intention, its accom- 
plishment is certainly not to be gained by any 
such chimerical method as this. 

We have not exhausted the bills in the fore- 
going summary, but their general character is 
indicated and one may see wherein his efforts 
for the betterment of conditions may best be 
exerted if he be inclined, as he should be, to take 
an active part in the discussion either for or 
against the proposed legislation. 


villi 
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THE HENRY PHIPPS INSTITUTE. 


THE first annual report of the Henry Phipps 
Institute for the study of the cause, treatment 
and prevention of tuberculosis is before us. 
The pamphlet gives a summary account of the 
work of the first year and a reprint of the lectures 
delivered under the auspices of the institute 
during the year. The institute was founded 
Feb. 1, 1903, and incorporated Sept. 1, 1903, 
with the purpose, as set forth in the charter, of 
‘“‘ The study of the cause, treatment and preven- 
tion of tuberculosis and the dissemination of 
knowledge on this subject; the treatment and 
cure of consumptives. The benefits shall be 
administered without regard to race, creed or 
color.” Its founder was Henry Phipps who 
also maintains it. Temporary quarters were 
provided, and on the second day of February, 
the day after its foundation, it was open for 
work. As, no doubt was expected, the number 
of patients has exceeded the capacity of the 
institute for its clinical work, but in spite of 
this manifest disadvantage the work has been 
so far developed that a complete organization is 
now in existence as amply demonstrated by the 








report before us. The medical staff has grown 
with the work so that at the end of the first 
year it consisted of sixteen men. Naturally, 
some difficulty has been experienced in obtaining 
men who are willing to devote their time to this 
subject alone, and also who had the capacity, 
through preliminary training, for research. and 
for the advancement of medical science. With 
the very great amount of work which immediately 
developed during the first year it has required 
much labor to bring the year’s records into exact 
order, but this has apparently now been accom- 
plished in a satisfactory fashion. In addition 
to the dispensary a hospital was opened on April 
20, in the same building as was used for the 
ambulatory cases. Difficulty in obtaining nurses 
for the work was overcome by establishing a 
training school for girls who had been cured of 
the disease at a neighboring sanatorium. A 
double work is thus done of training women for 
the care of consumptives and also giving cured 
consumptives an occupation. It may, however, 
be regarded as questionable whether such an 
occupation is desirable for persons who have 
already had the disease. The final result of 
this experiment will certainly be awaited with 
interest. The collection of statistics presented 
in the volume is certainly of much value in spite 
of the short time during which they have been 
collected. The arrangement is also such as to 
permit of great ease of reference. The latter 
part of the book is taken up with the various 
lectures, announced from time to time in the 
medical journals and public press, which have 
been given under the auspices of the institute 
by men distinguished in the investigation of 
tuberculosis. The names of Trudeau, Osler, 
Woodhead, Biggs and Maragliano appear in this 
section. The pamphlet is illustrated particu- 
larly by various cuts pertaining to the work at 
Saranac Lake and is concluded by a satisfactory 
index. In general, this publication is but another 
evidence of the extraordinary attention which 
tuberculosis is now receiving. The Phipps In- 
stitute will no doubt do much toward strengthen- 
ing the hands of the National Association, and 
from the combined work of this and other such 
organizations we may confidently expect prog- 
ress of a radical sort. 


a 
OYSTERS AND TYPHOID FEVER. 


Ir will be remembered that George A. Soper, 
Ph.D., Consulting Sanitary Engineer, reported 
the recent Butler epidemic of typhoid fever in 
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a most painstaking way, bringing to bear upon 
the problem his knowledge as an engineer as well 
as a remarkable acquaintance with the disease. 
It is, therefore, a satisfaction to see from his 
pen a report of an investigation of the sporadic 
outbreak of typhoid fever which occurred in the 
village of Lawrence, N. Y., last summer and 
fall. The particular interest attaching to this 
investigation, which is published in full in the 
current number of the Wedical News, lies in the 
fact that he has been able to trace it without 
question to contaminated oysters. His general 
conclusion was that none of the cases were due 
to any insanitary condition within the village, 
and that more than two thirds were directly 
or indirectly traceable to shellfish taken from 
water polluted with sewage. Unusual care was 
taken in the investigation because of the recent 
interest excited by the possibility of typhoid 
fever being transmitted by oysters, and also 
because other theories were entertained as to the 
cause of this particular outbreak. Dr. Soper 
thinks that the results of his study may throw 
some light on the occurrence of sporadic typhoid 
elsewhere, inasmuch at at least two hundred 
times as many oysters and clams were shipped 
away as were eaten in the village primarily 
affected. Attention is drawn to the very evident 
fact that, considering the wide dissemination of 
oysters sent elsewhere, it is in no way remarkable 
that the source of the disease occurring at a dis- 
tance should not be recognized. After an admir- 
able discussion of the method of investigation, 
with analyses of the sewage and suspected oysters, 
Dr. Soper concludes his report by recommenda- 
tions for the prevention of typhoid in the future. 
These directions should certainly serve as a means 
of prophylaxis. Regarding oysters and other 
shellfish he says that there is as much legal 
right to regulate the purity of shellfish as to 
regulate the purity of milk, that one is quite 
as important as the other, and that it is a 
duty to exclude from sale all oysters, clams 
and other shellfish which are liable t» cause 
disease. 

As we remarked, in commenting editorially 
upon the investigation of the Butler epidemic, 
the work represented by Dr. Soper’s investiga- 
tion should stand as a model for all studies of this 
sort. The establishment of the direct relation- 
ship between contaminated oysters and the dis- 
ease is naturally a matter of the utmost conse- 
quence, and no one, we believe, who looks over 
this report can fail to regard the connection as 
proved in this epidemic. 





MEDICAL NOTES. 


Dr. Weir MitTcHELt’s Brrrupay. — Dr. S. 
Weir Mitchell, of Philadelphia, was seventy-five 
years old on Wednesday, Feb. 15. He just 
escaped being a valentine. 


Onto Boarp OF HEALTH EXTENDS ITs SERVICE. 
— The Ohio State Board of Health has extended 
its service by undertaking to make bacteriological 
examinations free of charge, upon the request of 
any physician, of specimens from suspected cases 
of pulmonary tuberculosis, diphtheria and 
typhoid fever. This offer, however, will not 
apply to physicians living in cities where the 
local board of health is maintaining a laboratory 
for such examinations. 


THE SAMUEL D. Gross Prize. — This prize of 
twelve hundred dollars has been awarded to 
Dr. James Homer Wright of Boston, for an essay 
on ‘‘ The Biology of the Micro-organism of Acti- 
nomycosis.”’ 

The conditions annexed by the testator are 
that the prize ‘‘shall be awarded every five years 
to the writer of the best original essay, not ex- 
ceeding one hundred and fifty printed pages, 
octavo in length, illustrative of some subject in 
surgical pathology or surgical practice, founded 
upon original investigations, the candidates for 
the prize to be American citizens.”’ 

It is expressly stipulated that the competitor 
who receives the prize, shall publish his essay in 
book form, and that he shall deposit one copy 
of the work in the Samuel D. Gross Library of 
the Philadelphia Academy of Surgery, and that 
on the title page it shall be stated that to the 
essay was awarded the Samuel D. Gross Prize 
of the Philadelphia Academy of Surgery. 


BOSTON AND NEW ENGLAND. 


AcuTEe InFecTious Diseases IN Boston. — 
For the week ending at noon Feb. 15, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 37, scarlatina 27, typhoid fever 17, 
measles 6, tuberculosis 48, smallpox 1. 

The death-rate for the total deaths reported 
during the week ending Feb. 15, 1905, was 18.17. 


Boston Morranity Statistics. — The total 
number of deaths reported to the Board of Health 
for the week ending Saturday, Feb. 11, 1905, 
was 233, against 201 the corresponding week of 


last year, showing an increase of 32 deaths and 
making the death-rate for the week 19.78. Of 


this number 132 were males and 101 were females; 
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Several other bills are before us which are 
trifling if not ridiculous, as, for example, one 
relating to the licensing of ‘‘ suitable ”’ persons as 
clairvoyants; one relating to the sale of cigarettes 
so worded that, if a boy leaves school at eighteen, 
he may buy cigarettes, but if he chances to go to 
college he may not buy them until he is twenty- 
one years old. A bill, well intentioned, but futile 
in its present form, providing for the preven- 
tion of blindness is introduced which, if passed, 
would necessitate the enforced reporting of the 
most trifling affections of the eye in young infants. 
The climax seems to be reached in a bill urging 
that the Commonwealth appropriate the sum of 
five thousand dollars to be expended in procuring 
books, pamphlets and other documents upon the 
subject of ‘“‘ normal” breathing and distributing 
the same throughout the Commonwealth. Here 
again, however excellent the intention, its accom- 
plishment is certainly not to be gained by any 
such chimerical method as this. 

We have not exhausted the bills in the fore- 
going summary, but their general character is 
indicated and one may see wherein his efforts 
for the betterment of conditions may best be 
exerted if he be inclined, as he should be, to take 
an active part in the discussion either for or 
against the proposed legislation. 


ies 
> 


THE HENRY PHIPPS INSTITUTE. 


THE first annual report of the Henry Phipps 
Institute for the study of the cause, treatment 
and prevention of tuberculosis is before us. 
The pamphlet gives a summary account of the 
work of the first year and a reprint of the lectures 
delivered under the auspices of the institute 
during the year. The institute was founded 
Feb. 1, 1903, and incorporated Sept. 1, 1903, 
with the purpose, as set forth in the charter, of 
“ The study of the cause, treatment and preven- 
tion of tuberculosis and the dissemination of 
knowledge on this subject; the treatment and 
cure of consumptives. The benefits shall be 
administered without regard to race, creed or 
color.” Its founder was Henry Phipps who 
also maintains it. Temporary quarters were 
provided, and on the second day of February, 
the day after its foundation, it was open for 
work. As, no doubt was expected, the number 
of patients has exceeded the capacity of the 
institute for its clinical work, but in spite of 
this manifest disadvantage the work has been 
so far developed that a complete organization is 
now in existence as amply demonstrated by the 








report before us. The medical staff has grown 
with the work so that at the end of the first 
year it consisted of sixteen men. Naturally, 
some difficulty has been experienced in obtaining 
men who are willing to devote their time to this 
subject alone, and also who had the capacity, 
through preliminary training, for research. and 
for the advancement of medical science. With 
the very great amount of work which immediately 
developed during the first year it has required 
much labor to bring the year’s records into exact 
order, but this has apparently now been accom- 
plished in a satisfactory fashion. In addition 
to the dispensary a hospital was opened on April 
20, in the same building as was used for the 
ambulatory cases. Difficulty in obtaining nurses 
for the work was overcome by establishing a 
training school for girls who had been cured of 
the disease at a neighboring sanatorium. A 
double work is thus done of training women for 
the care of consumptives and also giving cured 
consumptives an occupation. It may, however, 
be regarded as questionable whether such an 
occupation is desirable for persons who have 
already had the disease. The final result of 
this experiment will certainly be awaited with 
interest. The collection of statistics presented 
in the volume is certainly of much value in spite 
of the short time during which they have been 
collected. The arrangement is also such as to 
permit of great ease of reference. The latter 
part of the book is taken up with the various 
lectures, announced from time to time in the 
medical journals and public press, which have 
been given under the auspices of the institute 
by men distinguished in the investigation of 
tuberculosis. The names of Trudeau, Osler, 
Woodhead, Biggs and Maragliano appear in this 
section. The pamphlet is illustrated particu- 
larly by various cuts pertaining to the work at 
Saranac Lake and is concluded by a satisfactory 
index. In general, this publication is but another 
evidence of the extraordinary attention which 
tuberculosis is now receiving. The Phipps In- 
stitute will no doubt do much toward strengthen- 
ing the hands of the National Association, and 
from the combined work of this and other such 
organizations we may confidently expect prog- 
ress of a radical sort. 
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OYSTERS AND TYPHOID FEVER. 
Ir will be remembered that George A. Soper, 
Ph.D., Consulting Sanitary Engineer, reported 
the recent Butler epidemic of typhoid fever in 
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a most painstaking way, bringing to bear upon 
the problem his knowledge as an engineer as well 
as a remarkable acquaintance with the disease. 
It is, therefore, a satisfaction to see from his 
pen a report of an investigation of the sporadic 
outbreak of typhoid fever which occurred in the 
village of Lawrence, N. Y., last summer and 
fall. The particular interest attaching to this 
investigation, which is published in full in the 
current number of the Wedical News, lies in the 
fact that he has been able to trace it without 
question to contaminated oysters. His general 
conclusion was that none of the cases were due 
to any insanitary condition within the village, 
and that more than two thirds were directly 
or indirectly traceable to shellfish taken from 
water polluted with sewage. Unusual care was 
taken in the investigation because of the recent 
interest excited by the possibility of typhoid 
fever being transmitted by oysters, and also 
because other theories were entertained as to the 
cause of this particular outbreak. Dr. Soper 
thinks that the results of his study may throw 
some light on the occurrence of sporadic typhoid 
elsewhere, inasmuch at at least two hundred 
times as many oysters and clams were shipped 
away as were eaten in the village primarily 
affected. Attention is drawn to the very evident 
fact that, considering the wide dissemination of 
oysters sent elsewhere, it is in no way remarkable 
that the source of the disease occurring at a dis- 
tance should not be recognized. After an admir- 
able discussion of the method of investigation, 
with analyses of the sewage and suspected oysters, 
Dr. Soper concludes his report by recommenda- 
tions for the prevention of typhoid in the future. 
These directions should certainly serve as a means 
of prophylaxis. Regarding oysters and other 
shellfish he says that there is as much legal 
right to regulate the purity of shellfish as to 
regulate the purity of milk, that one is quite 
as important as the other, and that it is a 
duty to exclude from sale all oysters, clams 
and other shellfish which are liable t» cause 
disease. 

As we remarked, in commenting editorially 
upon the investigation of the Butler epidemic, 
the work represented by Dr. Soper’s investiga- 
tion should stand as a model for all studies of this 
sort. The establishment of the direct relation- 
ship between contaminated oysters and the dis- 
ease is naturally a matter of the utmost conse- 
quence, and no one, we believe, who looks over 
this report can fail to regard the connection as 
proved in this epidemic. 





MEDICAL NOTES. 


Dr. Werr MitcHeLu’s Brrrupay. — Dr. §. 
Weir Mitchell, of Philadelphia, was seventy-five 
years old on Wednesday, Feb. 15. He just 
escaped being a valentine. 


Onto BoarpD OF HEALTH EXTENDs ITs SERVICE. 
— The Ohio State Board of Health has extended 
its service by undertaking to make bacteriological 
examinations free of charge, upon the request of 
any physician, of specimens from suspected cases 
of pulmonary tuberculosis, diphtheria and 
typhoid fever. This offer, however, will not 
apply to physicians living in cities where the 
local board of health is maintaining a laboratory 
for such examinations. 


THE SAMUEL D. Gross Prize. — This prize of 
twelve hundred dollars has been awarded to 
Dr. James Homer Wright of Boston, for an essay 
on “‘ The Biology of the Micro-organism of Acti- 
nomycosis.”’ 

The conditions annexed by the testator are 
that the prize ‘shall be awarded every five years 
to the writer of the best original essay, not ex- 
ceeding one hundred and fifty printed pages, 
octavo in length, illustrative of some subject in 
surgical pathology or surgical practice, founded 
upon original investigations, the candidates for 
the prize to be American citizens.” 

It is expressly stipulated that the competitor 
who receives the prize, shall publish his essay in 
book form, and that he shall deposit one copy 
of the work in the Samuel D. Gross Library of 
the Philadelphia Academy of Surgery, and that 
on the title page it shall be stated that to the 
essay was awarded the Samuel D. Gross Prize 
of the Philadelphia Academy of Surgery. 


BOSTON AND NEW ENGLAND. 


Acute INFEcTiIous Diseases IN Boston. — 
For the week ending at noon Feb. 15, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 37, scarlatina 27, typhoid fever 17, 
measles 6, tuberculosis 48, smallpox 1. 

The death-rate for the total deaths reported 
during the week ending Feb. 15, 1905, was 18.17. 


Boston Morvranity Statistics. — The total 
number of deaths reported to the Board of Health 
for the week ending Saturday, Feb. 11, 1905, 
was 233, against 201 the corresponding week of 


last year, showing an increase of 32 deaths and 
making the death-rate for the week 19.78. Of 


this number 132 were males and 101 were females; 
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225 were white and 8 colored; 142 were born in 
the United States, 86 in foreign countries, and 5 
unknown; 49 were of American parentage, 159 
of foreign parentage, and 25 unknown. The 
number of cases and deaths from infectious dis- 
eases reported this week is as follows: Diphtheria, 
41 cases and 5 deaths; scarlatina, 18 cases and 
2 deaths; typhoid fever, 19 cases and 1 death; 
measles, 5 cases and no deaths; tuberculosis, 
46 cases and 27 deaths; smallpox, no cases and 
no deaths. The deaths from pneumonia were 
48, whooping cough none, heart disease 27, 
bronchitis 8, and marasmus 2. There were 12 
deaths from violent causes. The number of 
children who died under one year was 33; the 
number under five years 50. The number of 
persons who died over sixty years of age was 74. 
The deaths in public institutions were 63. 


Expert Frrs.—It is stated that Judge 
Sherman, one of the presiding justices in the late 
trial of Charles L. Tucker for murder, has seen 
fit to reduce the bills of certain of the experts 
concerned in that trial. The court particularly 
thought the bills of the handwriting experts too 
high and reduced many of them approximately 
50%. It is interesting to note that the bills as 
finally approved by Judge Sherman amounted 
to less than $3,000 for the medical experts and to 
upwards of $9,000 for the handwriting experts. 


Boston City HospiraL ALUMNI ASSOCIATION. 
— This Association held its annual meeting 
Tuesday evening, Feb. 14, at the Hotel Bruns- 
wick. There were ward visits at the hospital in 
the morning, after which luncheon was served. 
After the meeting in the evening, the usual 
dinner took place, Dr. C. F. Folsom presiding; one 
hundred and thirty-five members were present. 
The speakers were the Hon. John D. Long, Dr. 
F. C. Shattuck, Charles E. Grinnell, Esq., Dr. 
D. W. Cheever, E. D. Codman, Esq., and 
Dr. J. G. Blake. At the close of the dinner 
Dr. C. H. Williams was introduced as the next 
president. 


NEW YORK. 

A CENTENARIAN. — Mrs. Charity Cotter, be- 
lieved to be the oldest woman in the northern 
part of the state, died on Feb. 9, in Ogdensburgh, 
St. Lawrence County, N. Y., at the reputed age 
of one hundred and seven years. 


Girt TO Post-GRADUATE MEDICAL SCHOOL. — 
It is announced that the New York Post-Grad- 
uate Medical School has received a gift of $7,500 
from Mrs. Richard T. Auchmuty, a member of 
the Schermerhorn family. 





APPOINTMENT OF Dr. Tuomas L. Focarty. — 
Dr. Thomas L. Fogarty, a graduate of the Long 
Island College Hospital, in 1891, has been ap- 
pointed Sanitary Superintendent of the Borough 
of Brooklyn, a position occupied until recently 
by Dr. P. J. Murray. 


Bequests. — By the will of the late Kasryel 
H. Sarasohn, founder of The Jewish Daily News, 
and The Jewish Gazette, one tenth of his estate 
of $600,000 is left to Hebrew charities. Of this 
amount the Montefiore Home and Hospital 
for Chronic Invalids receives over $13,000. 


~> 


MWiscellanp. 


SHIP SURGEONS. 


AccorDING to the Medical News, the dean of 
the surgeons of the Atlantic fleet, if not among 
the steamships of the world, is Dr. J. Fourness 
Brice, of the steamship ‘‘ Cymric ” of the Boston- 
Liverpool service of the White Star Line. Dr. 
Brice has practised his profession on shipboard 
since 1859. He was born in England in 1826, 
was graduated from the Royal College of Sur- 
geons in London in 1850, and from the College 
of Physicians and Surgeons, New York, in 1858. 
His connection with the steamship service came 
about as the result of an accident. He had 
already come into extensive practice in South 
Yorkshire, having followed in the steps of a kins- 
man lately deceased. When one day on a fox- 
hunt his mount fell, and the young physician 
received an injury that prevented his continuing 
in practice. He came to America, and, after an 
extended stay, returned as surgeon of the Ameri- 
can steamship ‘“ Congress.” For two years 
Dr. Brice was an interne in a London hospital. 
Then he tried to resume his Yorkshire practice, 
but his health was such that he could not go on, 
and he decided to look for a position as ship’s 
surgeon. He secured an appointment to the 
“Scotia ’”’ of the Cunard Line, with which he con- 
tinued for thirteen years. In 1879 his allegiance 
was transferred to the White Star Line. After 
sailing on various vessels he was assigned to the 
steamship ‘“ Germanic,’ on which he served 
for twenty-three years. Very recently he left 
that vessel and was transferred at his request 
to the steamship ‘‘ Cymric.”” Dr. Brice, in spite 
of his seventy-eight years, is an active, progres- 
sive physician. When he is ashore in America, 
he spends most of his time in the hospitals in 
order to keep abreast of the times. When the 
ship is at Liverpool, however, he betakes himself 
to his Yorkshire home, where he enjoys the 
freedom of the moorlands and the society of his 
wife and two daughters. Dr. Brice has crossed 
the ocean nearly 900 times. , 

Another very well-known medical man at sea 
is Dr. R. Lloyd Parker, late past assistant surgeon 
in the United States Navy, who is now attached to 
the American liner “ St. Louis.” Dr. Parker is a 
graduate of the University of Edinburgh in the 














Vo! 


cla 
pit 
All 
of 

ha 
ou 
pa 
th 
sel 


Sr 








Vou. CLII, No. 7] 


BOSTON MEDICAL AND SURGICAL JOURNAL 


205 





class of 1879. As soon as he completed his hos- 
pital course he became a surgeon on a ship of the 
Allan Line for two trips, and then joined the staff 
of the American Line. During there years he 
has made nearly 600 transatlantic trips. Through- 
out the Spanish-American War Dr. Parker was a 
past assistant surgeon in the navy, attached to 
the United States steamship St. Louis. For his 
services in conveying the wounded of Admiral 
Cervera’s fleet from Santiago to Portsmouth, 
N. H., Dr. Parker received the thanks of the 
Spanish Government. 

Dr. O’Loughlin, of the ‘ Oceanic,” a graduate 
of the Royal College of Surgeons and Physicians 
in Dublin, entered the White Star service in 
1872 upon the conclusion of his hospital course. 
He has made more than 700 trips across the Atlan- 
tie Ocean. He has done a good deal of surgical 
work at sea, his last major operation being an 
amputation at the hip-joint. Next to Dr. Brice, 
Dr. O’Loughlin has been longer at sea than any 
other translatlantic surgeon. 

The ship surgeon, however he may devote 
some of his time to the amenities of civilized life, 
cannot be the social butterfly he is sometimes 
represented as being. Indeed, most surgeons see 
the passengers only at the table over which they 
preside, and occasionally on the promenade deck. 
The ship surgeon leads, in fact, practically the 
same kind of life as his confrére ashore. He is 
a busy man. The larger vessels seldom carry 
fewer than 500 people on each trip, and in the 
summer months 1,500 would be nearer an average 
number. 


_ 


Correspondence. 








NOTE ON THE POSSIBLE GOOD EFFECTS OF 
THE X-RAYS IN CASES OF ENLARGED 
PROSTATE. 


Boston, Feb. 9, 1905. 
Mr. Eprror: It is well known that enlargement of the 
prostate may be the bane of old men. If castration, as 
has been stated, affords relief in such cases, the atrophy 
of the testes and the destruction of the spermatozoa 
produced in rabbits and guinea pigs by exposure to the 
x-rays (Seldin,! Albers-Schénberg ?), the azoospermia 
caused in two men treated by the x-rays (Philipp *), the 
azoospermia produced in ten men doing x-ray work, who 
did not take proper precautions, (F. Tilden Brown ‘), 
suggests that exposure of the testes to these rays might 
produce results similar to those obtained by castration, 
in cases of enlarged prostate. This treatment would be 
painless and devoid of the risks attendant on the operation 
of castration and might be used in connection with the 
exposure of the prostate itself, a method I began to em- 
ploy a few years ago, with the idea that the x-rays might 
diminish the size of the prostate as they reduce the size 
of glands in other parts of the body. The results were not 
definite in my cases, as the patients did not pursue the 
treatment. In treating the testes and prostate the x-rays 
which might cause a burn should be excluded, as outlined 
in this JouRNAL, January 19, 1905, pages 81-82, and the 
amount of rays used measured by means of the fluoro- 
. 'Ueber die Wirkung der Roentgen- und Radiumstrahlen auf 
innere Organe und den Gesamtorganismus der Tiere. Fortschritte 
a. d. Geb. d. Roentgenstr., 1903-4, vii, 323-338. 


? Ueber eine bisher unbekannte Wirkung der Roentgenstrahlen 
auf den organismus der Tiere. 


oats Miinch. med. Woch., 1903, 1, 1859- 
60. 
8’Die Roentgenbestrahlung der Hoden des Mannes. 
a. d. Geb. d. Roentgenstr., 1904-5, viii, 114-119. 
‘Medical News, 1905, lxxxvi, 175-176. 


Fortschritte 








meter, an instrument described in ‘‘ The Roentgen Rays 
in Medicine and Surgery.” For the protection of the 
patient, as well as the practitioner, the vacuum tube 
should be enclosed in a Rollins box, that is in a box painted 
with many coats of white lead, and in addition to this it 
is well also to place a sheet of lead between the pract- 
itioner and the vacuum tube. 

Philipp in the article referred to above treated one 
his cases for the purpose of producing sterility and 
the other for the cure of a skin disease, the patient 
having been told that owing to the seat of the disease 
sterility might follow. 

Very truly yours, 
Francis H. Wiiurams, M.D. 





NOTES. ON X-LIGHT: ON THE IMPORTANCE 
OF TREATING THE GENERATIVE ORGANS 
OF DEGENERATES BY X-LIGHT TO PRE- 
VENT THEIR INCREASE. 


Boston, Feb. 9, 1905. 

Mr. Epiror: As the exposure to x-light of animals can 
make them sterile and can kill the fetus in all stages of 
development, laws should be passed which will enable 
the power of x-light to be used to protect the race against 
the constant menace from the diem of degenerates. 
The present attempts to diminish as far as possible this 
risk by confining the degenerates in prisons and asylums 
are inefficient because in the intervals when they are free 
they exercise their generative functions to the serious 
detriment of society. As the x-light treatment is painless 
and if used by those skilled in the art without risk, one 
of the reasons which has ever deterred society from pro- 
tecting itself by surgical operations is absent. 

In this JourNat for Feb. 14 and 28, 1901, the dangerous 
nature of x-light was pointed out, and it was stated that 
no x-light should be allowed to strike a patient except 
the smallest beam that would cover the area to be exam- 
ined, treated or photographed. At that time these papers 
were criticised and it was said there was no practical 
danger. Now that the danger is more appreciated it is 
hoped the precautions recommended in earlier notes for 
protecting the patient and the physician will be taken, 
particularly as these do not increase the difficulty of the 
methods and make the treatment more scientific. 

Very truly yours, 
WiLuiaAM ROL.ins. 


ARE WE CAREFUL IN PRESCRIBING 
STRYCHNINE? 
Soutu Boston, Feb. 12, 1905. 
Mr. Epiror: Two fatalities from the accidental use 
of strychnine sulphate by children having come to my 
knowledge in the past six months prompts me to write 
this heading. Few of the cathartic pills made by the 
manufacturers but contain from 4 to of this 
drug, and while it may be safe in that dose or even 
if two or three such pills are taken by an adult, it 
becomes a toxic dose for a child of, say, four or younger. 
Again it is observed that the enterprising tablet 
manufacturers put out such pills or tablets not only 
sugar-coated but colored, pink, red or chocolate, and 
what more natural than that children, when the op- 
portunity offers, often swallow such deceptive candy- 
like, death-dealing tablets with avidity? Of late the 
discovery of the tolerance of cases of shock or threat- 
ened collapses after abdominal operations to large 
doses — yy to Js grain of the Sulphate of Strychnine, 
and that hy podermically — has made‘us readjust our 
ideas of the useful dose in adults, so we are in danger 
of forgetting the extremely greater susceptibility of 
children to the drug. Better give it in solution or in 
an easily soluble. tablet without sugar coating or 
tempting colorings. 
Very truly yours, 
E. S. Boutanp, M.D. 
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RECORD OF MORTALITY 
FoR THE WEEK ENDING SATURDAY, FEBRUARY 4, 1905. 
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Leominster . 15,711 
Clinton ... 15,694 
Adams ... 14,745 
Attleboro .. 14,561 | 
Hyde Park . 14,500 
Newburyport 14,4738 
Woburn... 14,315 
Melrose ... 13,819 | 
Westfield .. : 
Milford ... 13,771 | 
Marlboro .. 509 | 
Revere ... 13,609 
Framingham 12,974 
Peabody .. 12,406 
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Chicago . . . | 1,990,750 5: 176 | 25.66 21.53 243 .56 a 
Philadelphia | 1,407,968 538 110 21.37 20.45 1.67 1.30 _ 
St. Louis ..| 633,606 _ = a - —- —_ 
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Worcester. . 136,925 43 15 | 10.20 18.36, 2.04 — 2.04 
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Gardner... 12,324 

Southbridge . 11,716 40 20.00 

Watertown . 11,575 50 oo 
36 


Weymouth . 11,350 | 
Plymouth . . 11,139 | 


Deaths reported, 3,664; under five years of age, 1,006; princi- 
pal infectious diseases (smallpox, measles, scarlet fever, 
cerebrospinal meningitis, diphtheria and croup, diarrheal 
diseases, whooping cough, erysipelas, fevers and consumption) 
749; acute lung disease 764, consumption 388, scarlet fever 25, 
whooping cough 16, cerebrospinal meningitis 37, smallpox 7, 
erysipelas 16, puerperal fever 17, measles 13, typhoid fever 30, 
diarrheal diseases 98, diphtheria and croup 82. 

From whooping cough, New York 4, Chicago 7, Philadelphia 
4, Providence 1, Boston 1. From scarlet fever, New York 15, 
Chicago 1, Philadelphia 3, Baltimore 2, Boston 2, Brockton 1, 
Attleborough 1. From cerebrospinal meningitis, New York 
33, Boston 2, Worcester 1, Somerville 1. From smallpox, New 
York 1, Chicago 6. From erysipelas, New York 4, Chicago 4, 
Philadelphia 3, Providence 1, Boston 2, Worcester 1, Cambridge 
1. From typhoid fever, New York 10, Chicago 3, Philadelphia 
7, Baltimore 1, Providence 1, Boston 3, Fall River, Lowell, 
Cambridge, Lynn and Lawrence, 1 each. 

In the seventy-six great towns of England and Wales, with an 
estimated population of 15,609,377, for the week ending Jan. 21, 
1905, the death-rate was 18.1. Deathg reported 5,419; acute dis- 
eases of the respiratory organs (London).238, whooping cough 
92, diphtheria 63, measles 88, smallpox 2, scarlet fever 38. 

The death-rate ranged from 6.7 in Kings Norton to 32.5 in 
Merthyr Tydtil; London 16.6, West Ham 19.6, Brighton 16.8, 
Southampton 13.6, {Plymouth 22.0, Bristol 19.3, Birmingham 





19.2, Leicester 15.8, Nottingham 21.8, Birkenhead 15.3, Liver- 
pool 22.7, Wigan 22.3, Bolton 16.1, Manchester 18.5, Salford 
18.2, Halifax 21.6, Bradford 21.8, Leeds 15.1, Hull 18.2, Shef- 
field 21.0, Newcastle-on-Tyne 16.8, Cardift 17.4, Rhondda 18.8, 
Willesden 14.0, Stockton-on-Tees 20.9. 





METEOROLOGICAL RECORD. 


For the week ending February 4, in Boston, according to 
observations furnished by Sergeant J. W. Smith of the United 
States Signal Corps: 
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RECENT DEATHS. 


THOMAS FRANCIS PADULA, M.D., M.M.S.S., died in Quincy, 
Feb. 9, 1905, aged forty-five years. 

THOMAS H. SHERWOOD, M.D., a veteran of the Civil War 
and a medical examiner in the Pension Bureau at Washington, 
died in that city February 9. In 1861 he served as assistant 
surgeon of the Third Pennsylvania Cavalry, and later as 
surgeon of the Twenty-seventh Pennsylvania Infantry, being 
mustered out in the year 1865. 


WILLIAM H. RIsK, one of the best known physicians in the 
State of New Jersey, died at his home in Summit on February 
8. He was born in 1842, and was a graduate of Lafayette Coi- 
lege and the medical department of the University of Pennsyl- 
vania. He practiced for a time in Philadelphia, and in 1873 
removed to Summit, N.J. For some years he was president of 
the local board of health, and at the time of his death was 
consulting physician to the Fresh Air and Convalescents’ Home. 
In addition to being the leading physician of the place, he was 
prominently identified with public affairs and the general im- 
provement of Summit. 





BOOKS AND PAMPHLETS RECEIVED. 


The Nervous Affections of the Heart, being the Morison Lec- 
tures delivered before the Royal College of Physicians of Edin- 
burgh in 1902 and 1903. By George Alexander Gibson, M.D., 
D.Se., F.R.C.P. Ed., F.R.S.E. Edinburgh and London: 
Young J. Pentland. 1904. 

X-ray Therapy in Leukemia. A Preliminary Report. With 
Special Reference to Lymphatic Leukemia. By Joseph A. 
Capps, M.D., and Joseph F. Smith, M.D. Reprint. 

The Urine and Clinical Chemistry of the Gastric Contents, 
the Common Poisons, and Milk. By J. W. Holland, M.D. 
Seventh Edition, Revised and Enlarged. Illustrated. Phila- 
delphia: P. Blakiston’s Son & Co. 1904. 


Year Book of The Medical Association of the Greater City 
of New York. P. Brynberg Porter, A.M., M.D., Editor. June, 
1904. 


A Practical Treatise on Diseases of the Skin. For the Use of 
Students and Practitioners. By James Nevins Hyde, A.M., 
M.D., and Frank Hugh ial ow & M.D. Seventh and 


Revised Edition. Illustrated. Philadelphia and New York: 
Lea Brothers & Co. 1904. 


Report of the Tuberculosis Commission of the State of Mary- 
land. 1902-1904. 

Manual of Physiological and Clinical Chemistry. By Elias 
H. Bartley, B.S:, M.D., Ph.G. Second Edition, Revised and 


Enlarged. Illustrated. Philadelphia: P. Blakiston’s Son & Co. 
1904. 


Examination of the Urine. A Manual for Students and 
Practitioners. By G. A. De Santos Saxe, M.D. Illustrated. 
Philadelphia, New York, London; W. B. Saunders & Co. 
1904. 
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@riginal Articles. 





EYE STRAIN. 
EYE STRAIN AS A FACTOR IN FUNCTIONAL 
NERVOUS DISABILITIES.* 


BY MYLES STANDISH, M.D., BOSTON, 


Dr. G. M. Goutn’s “ Biographie Clinics” has 
brought the subject of eye strain under discussion, 
and while not offering any opinion as to the diag- 
noses made by Dr. Gould in the cases of these 
eminent gentlemen, the symptoms which he has 
selected could very well have been due to ocular 
strain, the weak point being that there is no 
evidence to show that they might not have had 
some other origin. But I have been much inter- 
ested, and I may say greatly surprised, at the 
reviews and editorials which -these books have 
drawn forth. The burden of the greater propor- 
tion of these articles is that Dr. Gould has grossly 
exaggerated the importance of ocular strain and 
has written these books with great extravagance 
of statement. Most of these articles strike the 
practitioner of ophthalmology as extraordinary, 
and I have brought here copies of various reviews 
and editorials published within the last year in 
well-known medical journals. I have not time 
to read them entire as I should like to do, but 
I will offer you a few extracts. The first is from 
an editorial in the British Medical Journal: 

‘“ While recognizing the importance of Dr. 
Weir Mitchell’s discovery that eyestrain is often 
the cause of headache and other disorders, and 
the practical value of the labors of Dr. Gould 
and his fellow workers in developing that dis- 
covery, we think that the case has been over- 
stated to such an extent as to make its acceptance 
by reasonable men very difficult, if not impos- 
sible.” 

The following extract is from the Journal of 

American Medical Association: 

‘Surely our author has been extravagant in 
his statements or else we have misunderstood 
them. And we confess that his use of the 
word § funetional’ has been a little confusing to 
us at times. Astigmatism is not, we believe, 
the souree of all these ills, nor is the wearing of 
glasses a panacea. Let the multitudes of those 
who have worn them, earefully fitted, for head- 
ache, but with no help, bear witness. Let the 
thousands of sufferers from migraine, an excellent 
example of heredity, an influence at which our 
author rather casts slurs, testify, who have tried 
glasses in vain.” 

And here is one from The Ophthalmic Review: 

‘“ Indeed one rises from a perusal of his inter- 
esting little booklet with the impression that 
eye strain may and does cause not merely almost 
every bodily ailment, but even mental and 
moral errors also, and that possibly, nay, well- 
nigh certainly, if Adam had only taken Eve in 
good time to a thorough refractionist (Phila- 
delphia, of course), she would never have suffered 
from that persistent sinking feeling at the pit of 


the 


* Read before the Boston Society for Medical Improvement, 
Dec. 5, 1904 





the stomach which caused her to desire the for- 
bidden fruit, and that lack of power to inhibit 
impulses which led her to take that —‘ Whose 
mortal taste brought death into the world and 
all our woes, with loss of Eden.’ ” 

Another from the Medical Record, from which 
I will quote you only a line: 

‘“‘ He has industriously tilled the field which 
Ranney ploughed, but there’s nothing growing.” 

Another from the Medical News: 

‘“’ As is well known, the author makes a brief 
that the disorders of these celebrated men were 
due to eye strain. In our opinion a most fan- 
tastic and foolish hypothesis, but knowing that 
it is not impossible for anyone to see the things 
that they wish to see, we can forgive the gifted 
author for leaning so strongly on his specialty.” 

Another from the book review in The Journal 
of the American Medical Association: 

“ At the outset it is to be noted that several 
of these fourteen victims of ill health suffered 
from migraine, that this disorder was certainly 
the chief cause of their disability, and that Dr. 
Gould regards this form of ‘ sick headache’ as 
essentially of ocular origin. ‘ A few drops of 
mydriatic in the eyes will cure it, temporarily, 
of course, and non-use of the eyes will prevent 
it; a wrong pair of glasses will cause it and right 
ones will cure it. Thousands have been cured 
by the right ones.’ .. . Dr. Gould may easily 
understand why the enthusiasm of the neurolo- 
gist and the ophthalmologist is stilled as he reads 
these sentences. If there is one fact that has 
hitherto appeared easy of demonstration in the 
conduct of cases of migraine it is that the ocular 
element in them is generally small and that the 
correction of the ametropia and _ heterophoria 
present exerts but a feeble influence on the at- 
tacks, and that a complete cure is the exception 
(perhaps not in 10% of the cases) by any form 
of ophthalmic therapeusis. Moreover, almost 
every neurophthalmologist regards the immediate 
eye symptoms — phosphenes, scintillating or 
fortification, scotomata, cloudiness of vision, 
hemiopia, aching of the eyes, etc., as only inci- 
dentally related to the visual apparatus.” 

After having listened to the above extracts, 
I think you will readily agree with me that it 
ill behooves the authors of these editorials and 
book reviews to accuse Dr. Gould of extrava- 
gance of statement. It is not necessary for me, 
before this audience, to enter into any elaborate 
statement as to the source of eye strain. Let 
me only remind you that there may be an astig- 
matism in either eye and that superimposed 
upon a basie error of refraction in such a manner 
that uncorrected we might have four focal points, 
two in each eye, and no one of them fall properly 
upon the retina, and that in addition to these, 
there may be such muscular imbalance that the 
eyes not only tend to diverge or converge, but 
very possibly one eye may tend to rise above or 
fall below the other, and that all these six errors 
must be corrected for binocular single vision. 
Such a demand for continuous nervous stimulus 
is a constant drain upon that nervous reserve 
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which every one must have to tide him over 
times of stress and depression. 

The basis upon which all these criticisms are 
made would appear to be that eye strain is sup- 
posed to be the sole cause of all the conditions 
enumerated, whereas, every ophthalmologist 
knows full well that eye strain should be spoken 
of, not as the sole cause of the various nervous 
depressions which follow, but as the precipi- 
tating cause. There are thousands of men, in 
fact most everybody, who have some ocular 
defect; many such people are unaware that there 
is anything the matter with their eyes until 
commencing presbyopia emphasizes their infirm- 
ity. Such people have no nervous disturbance 
whatever, although other individuals with exactly 
the same refractive or muscular errors are 
continual sufferers with headache or other ner- 
vous phenomena. Indeed, it is not the eyes 
which are responsible. The result is entirely 
dependent upon the man behind the eyes; if his 
nervous equilibrium is such that it is easily 
disturbed, or if his power of resistance to nervous 
irritation is diminished, then there follows some 
functional nervous disturbance which exhibits 
itself at the point where the individual with the 
greatest difficulty maintains peaceful activity, 
so to speak. One man has headaches, another 
has dyspeptic symptoms, another has muscular 
twitchings, and so on. This fact, that it is the 
man and not the eyes which is responsible, is 
sasily exemplified in the life history of such an 
individual. When he is a lad and working hard 
in school, using his eyes many hours a day, his 
nervous disabilities may be very great. If when, 
he leaves school, his work makes no great demands 
upon his eyes so that the amount of nervous 
depression is much less, he ‘ outgrows’”’ his 
headaches, or what not. But if it happens to 
befall him that he has typhoid fever, or suffers 
an attack of influenza, or has great mental worry, 
or any other physical or mental condition which 
reduces him much below the normal state of 
health, so that the resistance to the nervous 
strain springing from his eyes is diminished, all 
his old symptoms return. If then he comes to 
the oculist and is properly fitted to glasses and 
relieved of his symptoms, the chances are that 
if he meets his oculist a couple of years later, he 
will say, “ I have gotten all over that astigmatism 
you prescribed glasses for,’ and goes his way 
happily. But as he approaches forty-five years 
of age and presbyopia diminishes his ability to 
correct his refractive error and the gas in the 
evening is duller than it was before, his head- 
aches recommence. 

Now there are other individuals whose nervous 
balance is such that in their best estate they are 
absolutely unfitted to withstand the nervous 
exhaustion which results from frittering away 
their nervous reserve by ocular strain, and at 
no time in their lives can they use their eyes 
with impunity without the aid of properly cor- 
recting glasses, and the least disturbance in the 
adjustment of their lenses will produce headaches, 
if not other nervous phenomena. In these days, 





even the layman has become thoroughly con- 
vineed that eye strain produces headache; in 
fact, he has become almost convinced that eye 
strain produces all headache, and it happens to 
me every year or two that a man comes into my 
office relating a tale of headache dating back 
only a week, or two weeks, which arouses my sus- 
picions, and when I place a clinical thermometer 
in his mouth the temperature confirms the thought 
that I may have before me a case of walking 
typhoid, and such it may eventually prove to be. 

You will have noticed that in the extracts I 
read you in reference to migraine, great stress 
is laid upon the fact that migraine is often in- 
herited, but, gentlemen, are not eyes inherited? 
It is very common to find similar refractive errors 
running through a whole family, and I myself 
have cognizance of one well-known family in 
which there were twenty cases of convergent 
strabismus in three generations. With my neuro- 
logical friends I agree that migraine is a dis- 
turbance of the central nervous system, that’ it 
is allied to epilepsy, that it has crises similar in 
nature, that it is controlled by the same drugs, 
that it is not ocular in fact, yet, you will notice 
that in one of our extracts it is absolutely assumed 
that the oculist thinks it is the eyes and not the 
brain which sees, and that phosphenes, scintil- 
lating scotomata, hemiopia, ete., are seen by 
the eyes and not by the brain, therefore I would 
simply state that all seeing is done by the brain, 
and that the eyes are only the instruments of the 
seeing apparatus. 

It must have happened to every oculist who 
has prescribed glasses for patients suffering from 
migraine that when the patients returned after 
two or three years they related that they had 
been entirely relieved until quite recently, and 
that the return of the migraine and other nervous 
symptoms made them think that their glasses 
should be changed. After examination a change 
usually seems advisable and they will probably 
return again two or three years later and repeat 
that they were immediately relieved by the glasses 
prescribed and that their symptoms have only 
again recently returned. Such cases are by no 
means uncommon; nevertheless, I do not wish 
to be quoted as saying that all migraine can be 
cured by correcting the error oi refraction. The 
truth is that uncorrected ocular error produces 
sufficient nervous irritation to precipitate these 
attacks in people otherwise predisposed to their 
occurrence. The same is equally true in those 
cases of nervous debility which are generally 
spoken of as nervous prostration. One sees 
many such cases where the nervous breakdown 
may or may not be due to the eyes, and very 
likely is not due to the eyes, who have passed 
through a period of illness and who have nearly 
recovered the control of their nervous system, 


who have gained in flesh, who look well, who. 


feel well, but who nevertheless are unable to 
undertake the active duties of life; they cannot 
go anywhere to meet and talk with people, cannot 
go down town and mingle in the crowds, and 
cannot even entertain in their own homes with- 
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out prostration “ from weakness.” In _ this 
condition they remain for years, yet if for some 
reason, attention is drawn to their eyes, and they 
have them examined and put on glasses correcting 
their refractive or muscular error, they promptly 
get well. There are other cases of less serious 
nervous disturbance, happening more often in 
men, in which there is unusual irritability of tem- 
per, impatience, lack of ability to concentrate 
attention upon what they read, even although 
the topics may be those in which they take the 
greatest interest, where an ocean voyage or 
other change of scene which takes them away from 
the usual and accustomed use of their eyes for 
near work, seems to have relieved them of all their 
symptoms, and yet, upon returning to their work, 
the same story, after a short interval, is repeated. 
Such cases are often permanently cured by a 
proper correction of the error of refraction. 

I will say a word about so-called nervous 
dyspepsia, although I prefer to speak of such 
cases as nervous dyspeptics. One approaches 
these cases with diffidence at the present time 
when it would seem that the surgeons are pro- 
posing to cure all cases of dyspepsia by operations 
upon thestomach. Nevertheless, it has often been 
my lot to be told by patients that after a correction 
of the error of refraction, unexpectedly to them, 
their dyspeptic symptoms had disappeared. 

When it comes to the more difficult question 
of the relationship of ocular strain to epilepsy 
and chorea, I can only say that having written 
on this subject some years since, it has been my 
good or bad fortune to have many such cases 
referred to me for an opinion and treatment. 
Yet in the adult where the symptoms of epilepsy 
have been present for some time, I have never 
seen a cure when glasses were prescribed and 
worn, although it is undoubtedly true that their 
removal increases the number and virulence of 
the attacks, and such patients are always unwill- 
ing to give them up. In children and in youth, 
however, it is certain that epileptiform convul- 
sions in nowise distinguishable from true epi- 
lepsy have been absolutely cured by correcting 
the error of refraction or the muscular imbalance. 

I have here two other editorials from which I 
wish to read short extracts. They are both 
from the Lancet: 

“ Nor is it found, generally speaking, that the 
symptoms attendant upon proved astigmatism 
are so serious as Dr. Gould would have us believe. 
Donders was probably not far wrong when, 
after pointing out the almost universallity of 
the condition, he said that a degree of less than 
dioptre was rarely disturbing to vision. Nothing 
is more common in presbyopic hypermetropes 
than to see astigmatism first become manifest at 
the age of forty years or thereabouts, and then 
to call for correction, not so much for the relief 
of discomfort as for the improvement of sight.” 

In this you will see the same wrong assumption, 
that because a small error of refraction in a 
certain number of cases produces no symptoms 
before forty years of age or thereabouts, all 





this connection it is well to remember that Don- 
ders was a Dutchman, and it is possible that the 
Dutch are of a more phlegmatic nature than 
Americans, for it is certainly true that among 
our own people small errors of refraction are 
much more likely to produce reflex nervous 
irritations than large errors with accompanying 
poorness of vision. The reason is obvious: 
With a large error the patient sees poorly and 
abandons the effort, while with a small error and 
high acuity of vision, the patient is often tempted 
to maintain his correction from the moment he 
awakens until he retires at night. 

My other quotation shows that all editorial 
writers do not think this a “ fantastic and foolish 
hypothesis,’ and so well expresses my own 
opinion that with it I will close this rather infor- 
mal talk: 

“ Our knowledge of the etiology of these con- 
ditions has been matched by the circumstance 
that the efforts of the patients to use their eyes 
are not made apparent by any marked symptoms 
of inflammation in these organs themselves, but 
are apt to excite a train of neuroses which have 
hitherto distracted the attention of physicians 
from the eyes and concentrated it upon the 
stomach, brain or other organ to the distress of 
the patient and the opprobrium of medicine. 
Dr. Gould sometimes takes for granted what a 
Scotch jury would return as ‘ Not proven.’ But 
it is clear that in every case in which the various 
symptoms commonly included under the terms 
‘chronic dyspepsia’ and ‘biliousness’ are pres- 
ent and prove resistant to ordinary treatment 
it would be well to obtain the advice and opinion 
of an ophthalmic surgeon, for this can certainly 
do no harm and may quickly abolish the trouble 
and restore the patient to health.” 


EYE STRAIN AS A FACTOR TO BE CONSIDERED IN 
CHILDREN BACKWARD IN THEIR STUDIES.* 


BY ALLEN GREENWOOD, M.D., BOSTON. 


Eye strain, with the natural inclination to 
avoid it, is the cause of much child inattention 
and apparent backwardness, and this is well 
recognized, but I do not think it is always given 
the attention it deserves. This latter is largely 
due to two important factors,— the desire of the 
parents to avoid the use of glasses by the child 
and the fact that the majority of such children 
have a normal acuity of vision. That more 
attention is being paid to this subject at present 
than formerly is evidenced by the adoption of 
the routine testing of the eyes of children in many 
of the public schools of the country. This is a 
long step in advance, but as usually conducted 
it simply points out those children whose visual 
acuity is below normal and who often cannot 
by any amount of strain improve their sight. 
Near-sighted children who are quickly detected 
by the school test can often read for hours with 
the book held at their near points, and frequently 
are the brightest scholars in the school, while 
their hypermetropic neighbors of equal mental 

* Read before the Boston Society for Medical Improvement, 
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‘apacity, who pass the school test by a more or 
less excessive accommodative effort, finding 
that they cannot maintain for long the added 
strain necessary for near work, fall behind in their 
studies. The ambition of these latter to keep 
up with their mates often leads them to make 
the necessary accommodative effort during the 
first of the school vear, but they soon give up 
the unequal contest and content themselves 
with excelling in out-door sports, in nature 
study, in their school gardens, and in manual 
training. I do not wish anyone to infer from 
this that the study advantage is permanently 
with the near-sighted child, for that is far from 
the truth. The myopic child usually becomes 
more and more myopic until the eyes become 
weak and diseased, and from then through after 
life the individual is more or less handicapped 
thereby, while the hypermetropic child may 
struggle through school far below his myopic 
mate in marking, to take up some life work which 
does not require close vision and eventually be 
the more successful. Both need the help of the 
oculist and his dreaded spectacles to put them 
on an equal footing with their normal sighted 
mates. Teachers should therefore be trained 
to observe the symptoms of eye strain as well 
as to test the visual acuity which latter, in my 
opinion, is of the lesser importance. 

Of the objective symptoms of eye strain in 
school children I will call your attention to the 
following: Backwardness in children otherwise 
bright and active, inattention during the study 
hour, especially when the child will not study 
about things which have aroused great interest 
in the field or garden, frequent rubbing of the 
eyes or pressing them shut with the hands to 
rest the tired ciliary muscles, frequent changes 
of the position of the book or head with the en- 
deavor to make the accommodation and con- 
vergence balance better, and scowling, blinking, 
or pinching the lids together when trying to study. 
Twitehing of fibers of the orbicularis muscles 
often amounting to a facial chorea may be ob- 
served. The child’s eyelids are often red and 
the edges covered with scales with an increase 
of this condition on attempting to use the eves. 
Subjectively the child will complain that the 
words run together requiring a rubbing or shut- 
ting of the eyes to make the words come clear 
again with the periods of clear vision becoming 
shorter and the rubbing and closing more fre- 
quent. The eyes feel hot and painful until the 
child, unable to keep up this unnatural strain, 
is practically forced to become inattentive to 
the book and necessarily backward in all that 
pertains to book knowledge. This forced inat- 
tention aids the entry of those thoughts of mis- 
chief which are said to be present in the idle mind. 

Frequently the complaint is of increasing 
headache so that on arriving home the little 
sufferer has to, be put to bed with what is called 
a ‘“ sick headache.” 

These symptoms are being better understood 
by all, and this has been proven to me by my 
experience of the past few years. 





I shall not take your time describing cases to 
support the above, but simply make the state- 
ment that I have seen many a case where the 
correction of an astigmatic or hypermetropic 
error of refraction has been of untold benefit 
and placed a seemingly backward child nearer 
the normal plane. The criticism is often made 
that if a child be sent to an oculist, glasses will 
be ordered anyway. This has grown out of 
the fact that few children are sent to an oculist 
until the defective eye condition has become 
apparent, and of course requires correction. 
Occasionally when I have told parents that their 
child did not need glasses they have expressed 
surprise and made the above criticism. It may 
be that sometimes glasses are unnecessarily 
prescribed, but is it not better so than that many 
of these children be held back by their eye strain 
remaining unrelieved. There is, however, some 
truth in the criticism, which makes it clear that 
oculists should always look at their patients 
from the broad standpoint of physicians. Chil- 
dren who are referred to oculists by family physi- 
cians have usually had their physical condition 
made as good as possible, but many children 
are sent directly by parents and teachers and 
the oculist should be on the lookout for the 
children whose vitality is reduced by adenoids, 
nasal obstructions, anemias, or other more or 
less obvious abnormalities, the correction of 
which by the family physician would obviate 
the necessity of wearing glasses for a slight error 
of refraction. Many robust children with slight 
hypermetropia do their work with no trouble 
or strain until some sickness weakens them and 
their power of accommodation which may neces- 
sitate rest, tonics, or temporary glasses, according 
to the needs of the individual case. It is in 
such cases that the oculist and family physician 
should be of mutual help. 

In closing let me urge you to look upon: eye 
strain as an important factor to be considered 
in all children backward in their studies, espe- 
cially if they present some of the other symptoms 
mentioned above, and I feel sure that such a 
course will be found productive of good in many 
cases. Even in the really feeble minded benefit 
may be obtained by wearing the correcting 
glasses which enable the attention to be fixed 
without strain. I have shown in a paper recently 
published! that the majority of feeble-minded 
children have marked errors of refraction, and 
this being true, though to a lesser degree, in back- 
ward children, it emphasizes the necessity of 
the above suggestion. 


EYE STRAIN CONSIDERED AS A FACTOR IN THE 
PRODUCTION OF LATERAL CURVATURE OF THE 
SPINE.* 

BY HENRY W. KILBURN, M.D., BOSTON. 

My paper, this evening, will be, with a few 
additions, a short résumé of a paper I read last 
March, before the New England Ophthalmologi- 


1 Proceedings of the National Education Ass., 1903, Page 1023. 
* Read before the Boston Society for Medical Improvement, 
Dec. 5, 1904 
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eal Society, and afterwards published in the 
Boston MEDICAL AND SURGICAL JOURNAL.” 

As long ago as 1894, the ided occurred to me 
that, in certain cases, there was some causative 
relation between eye strain and scholiosis. The 
first case which brought this idea to my mind 
was the one quoted as ‘ Case IL” in my paper 
of March last. The patient was a girl eight years 
of age. When I first saw her, she had compound 
hypermetropic astigmatism. Two years later, 
I found that she had compound myopic astig- 
matism. A little later, she developed a right 
hyperphoria. The latter condition caused her 
to tilt her head to one side, and I referred her 
to Dr. R. W. Lovett, for correction of faulty 
attitude. Dr. Lovett found a lateral curvature 
of the spine. I ordered exercise prisms for the 
correction of the hyperphoria, and Dr. Lovett 
prescribed appropriate exercises for the trunk 
muscles, and the scholiosis and  hyperphoria 
slowly disappeared. 

Since then, I have had a number of cases 
which have led me to believe, without question, 
that refractive error or vertical heterophoria 
may, in certain cases, be a predisposing cause 
of scholiosis. To particularize, any refractive 
error or any condition of muscular imbalance, 
which causes a growing child to bring the eyes 
too near the object viewed, and, therefore, to 
lean forward too far over the desk, or which 
causes a tilting of the head to one side, may, in 
my opinion, induce a lateral curvature. Under 
such conditions, a right-handed patient will 
generally support the head by placing the left 
hand under the chin, and leaning the left elbow 
on the desk, and then, leaning forward to an 
excessive degree, will assume an attitude which 
causes a left upper dorsal spinal curve, — that is, 
the right shoulder will droop, and the convexity 
of the dorsal curve will be to the left. In the 
case cited above, I think it quite possible that 
the tilt of the head to the right, thus produced, 
may have caused the right hyperphoria which 
the patient had for a time. The astigmatic 
axes in this case were both horizontal, so that 
there was no other possible cause for the byper- 
phoria, which had not previously been present. 

Again, my experience has led me to believe 
that an oblique astigmatic axis, by causing the 
patient to tilt the head to one side, to obtain 
clearer vision (a fact with which every ophthal- 
mologist is familiar), induces a faulty attitude, 
and that, when the head is habitually tilted to 
one side, and the patient is a growing boy or 
girl, that is, one who is in the plastic condition 
of adolescence, a lateral curvature of the spine 
may be induced. If this condition is neglected 
too long, the curved portion of the spine becomes 
anchylosed, and it may prove very difficult to 
correct the deformity. 

Simple myopia causes the patient to lean too 
far forward over the desk, in order to bring the 
eyes nearer to the object looked at. So, also, 
does hypermetropia of high degree, because a 
patient so afflicted will approach the eyes too 

2 Vol. cl, No. 12, pp. 318, 319, March 24, 1904. 





near to the object viewed, in order to obtain 
larger images, though they will not be clear ones. 
Either of these conditions may, in my opinion, 
induce a lateral curvature. 

As I stated in my paper of March last, Scholder, 
of Lausanne, has found a close relationship 
between myopia and scholiosis. He has reported 
statistics of 2,314 school children, of whom 571 
had a lateral curvature. He found that the 
amount of myopia varied in direct proportion 
to the degree of scholiosis. His paper was pub- 
lished in 1903. 

There have been reported a number of cases 
of torticollis in which eye strain undoubtedly 
played a réle. Dr. Edwin E. Jack had such a 
case several years ago. So far as I know, how- 
ever, the idea has not previously been advanced 
that an oblique astigmatic axis might be a pre- 
disposing cause of scholiosis. Also, the idea 
that increasing myopia might cause scholiosis 
occurred to me nine years before the publication 
of Scholder’s paper. ‘ 

Among all the cases that have seemed to bear 
out my theory, the most interesting one was a 
case in which, apparently, the scholiosis affected 
the refraction to a marked degree. The patient 
was a young boy. At three successive examina- 
tions, under a cycloplegic, two years apart, I 
found a diminishing hypermetropia. This, of 
course, Was equivalent to an increasing myopia. 
It occurred to me,— at the third examination, that 
it would be well to examine the spine. I did so, 
and found a well-marked scholiosis, — a left upper 
dorsal and right lumbar curve. I referred the 
ease to Dr. Lovett, who found a lateral curvature 
which did not disappear on suspension. In this 
case, it was evident that the scholiosis, by causing 
a slouching position at the school desk, had 





diminished the hypermetropia (that is, had 
changed the refraction towards myopia) by 


necessitating too great an amount of convergence. 

I think that uncorrected refractive error is 
‘apable of inducing scholiosis, and that scholiosis 
is capable of inducing myopia, — one form of re- 
fractive error. 

My excuse for reading this paper is that I wish 
to make a plea which I believe my experience 
entirely justifies. This plea is that, in every 
case of marked tilting of the head to one side, or 
of increasing myopia or diminishing hyperme- 
tropia, the spine should be examined, and that, 
in every case of spinal curvature, the refractive 
error should be carefully corrected. 

The majority of cases illustrating this theory 
have been growing boys and girls, — girls in the 
majority of cases. In all the cases, except one 
(a boy), there was poor muscular development. 
In all the cases, without exception, there had 
been a rapid increase of the body weight out of 
proportion to the increase in muscular strength. 

As I said in my paper of last March, eye strain 
and scoliosis act and react upon each other, in 
a vicious cycle, as do eye strain and neurasthenia. 
It is only by correcting both the scholiosis and the 
refractive error that the patient can be materially 
helped. 
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EYE STRAIN AND REFLEX PHENOMENA OF NASAL 
ORIGIN.* 


BY HENRY H. HASKELL, M.D., BOSTON. 


My paper is devoted to a brief account of certain 
reflex phenomena of nasal origin, most of which 
resemble the ordinary symptoms of eye strain; 
and, as the cases in which these manifestations 
occur usually have a faulty refraction and real 
symptoms of eye strain, those due to the nose 
are frequently considered to be manifestations of 
the refractive error, and glasses are prescribed 
with the expectation that they will relieve the 
patient, a result which is manifestly impossible. 

It is evidently of the utmost importance, to 
both the patient and the oculist, that the latter 
shall recognize the presence of the nasal factor, 
and refer the case to a rhinologist for examina- 
tion and treatment; and yet, I have failed to 
find in the textbooks on ophthalmology more 
than a brief reference to the fact that nasal dis- 
orders may give rise to ocular symptoms resem- 
bling those of eye strain. 

In a recent treatise, edited by Posey, I find 
the most explicit reference to the subject that I 
have yet seen, and I quote it in full as an excellent 
summary of the nasal conditions which I wish 
to consider, and also of most of the manifesta- 
tions caused by them, as far as I have observed. 
The passage is as follows:s 

‘‘ A spur on the septum, or a septum so de- 
flected as to have its convex surface in contact 
with the adjoining turbinated body, hypertrophy 
of the middle or even of the inferior turbinated 
body, or any other form of nasal disease or 
deformity which may be accompanied by hyper- 
esthesia of the mucous membrane of the nose, 
may produce reflex symptoms in the eyes. 
These may cause pain and photophobia, lacry- 
mation, persistent or recurring conjunctival 
or ciliary injection, blepharospasm, accommo- 
dative or muscular asthenopia, etc.” In other 
words, pressure-contact in the nose may cause 
symptoms like those of eye strain. 

During the past few years I have been inter- 
ested in studying these cases, with the object of 
determining, if possible, whether the combined 
nasal and ocular symptoms present any features 
sufficiently characteristic and constant to serve 
as a basis for making a probable diagnosis of 
nasal trouble. 

The fact that subjective symptoms referred 
to the nose were usually absent, while pain in 
the eyes and head was often severe, made it a 
difficult matter to persuade the patient that 
he needed the services of a rhinologist rather than 
an oculist. I have succeeded, however, in ob- 
taining a report on the condition of the nose 
in about 125 cases which were referred for ex- 
amination because the eye symptoms were 
regarded as suggestive of trouble in the nose; 
and some form of contact was reported in fully 
90% of these cases. 

It seems reasonable to conclude, that in a 

* Read before the Boston Society for Medical Improvement, 
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majority of cases, the nasal factor (if present) 
may be recognized by its manifestations in 
connection with the eyes and head. 

In general, the symptoms resemble those of 
eye strain, but on closer examination, certain 
anomalous features will be found, different from 
those due to a faulty refraction alone. More- 
over, in addition to these subjective symptoms 
which simulate eye strain, a faulty nose may 
also cause real symptoms of eye strain through 
its effect upon the refraction. 

Speaking broadly, an error of refraction is con- 
sidered to be relatively constant in a given case, 
or else to change gradually in a definite manner as 
the result of some progressive trouble, such as 
myopia or incipient cataract. But in the presence 
of intranasal contact, the refraction is subject to 
striking variations, depending, apparently, upon 
changes in the amount of pressure in the nose, 
especially sudden changes. The refraction may 
be myopic to-day and hyperopic to-morrow; or, in 
case of astigmatism, the axis is liable to rotate 
through an are of from 10° to 75°. 

Among the symptoms observed as character- 
istic of nasal trouble, headache was the most con- 
stant. In many cases the patient was aware of 
the fact that he had two different varieties of 
headache, one of which was usually attributed 
to eye strain, while the other, which was apt 
to begin independently of any use of the eyes, 
was attributed to the “ stomach,” or the 
“ nerves,” ete. 

The characteristic features of the nasal head- 
ache are: (1) That it may begin at any time 
whether the eyes are used or not. (2) That it 
is generally unilateral (at least, when it begins) 
and that it usually begins in some one definite 
part of the head, each attack beginning in the 
same place in a given case. (3) The pain becomes 
worse, if anything, when the patient lies down, 
while the act of walking or stooping results in a 
throbbing that is almost intolerable. 

The morning headache, which is present on 
waking, and disappears within an hour or two 
after risisng, is almost invariably of nasal origin, 
due to congestion of the turbinate. When the 
patient gets upon his feet, washes his face, etc., 
the congestion and its resulting pressure tend to 
diminish and the pain ceases. 

Symptoms of asthenopia, other than headache, 
— pain in the eyes, photophobia, injection of the 
conjunctiva, etc., — were usually associated with 
the headache; and the fact that they were not 
relieved by correcting the refraction was their 
only characteristic feature. 

A very striking symptom in severe cases was 
a sense of confusion on attempting any mental 
exertion — if it involved the use of the eves 
as well as the mind (as in adding a column of 
figures), the confusion of mind was more pro- 
nounced. In these cases there was also partial 
loss of memory and utter despondency — one 
patient expressed it in a word by saying that he 
was “ a hopeless nervous wreck.” 

Personally, I have no doubt that the nose was 
responsible; but the only evidence I have to offer 





wit Oe hUTlhlUlUrO eS Oe 








Vou, CLI, No. 8] 


BOSTON MEDICAL AND SURGICAL JOURNAL 


213 





is the fact that, in almost every one of the cases 
of this type, operation for the correction of the 
nose was followed by most gratifying results; 
the local symptoms of headache, etc., either 
disappeared entirely, or else became insignificant ; 
while the general nervous and physical condition 
began to improve, and has continued to do so 
in some twelve or fifteen cases which I have been 
able to follow, the earliest dating back six years. 

A faulty muscle balance was found in so few 
cases, and was so transient when it did occur, 
that its presence was regarded only as corrobora- 
tive evidence. 

Next to headache and the other symptoms of 
asthenopia, anomalies in the refraction were the 
most constant features of importance as an aid 
to diagnosis. The error was seldom the same in 
the two eyes; it was, in a large proportion of 
cases, astigmatic in the eye corresponding to the 
affected side of the nose (and also to the side of 
the head in which the pain occurred); the axis 
of astigmatism on the affected side was usually 
‘ against the rule ” or oblique, and not symmetri- 
cal with that of the other eye, in case the latter 
were astigmatic; and (even more characteristic) 
the refraction was subject to the most erratic 
variations, frequently sudden, and due, appar- 
ently, to pressure changes in the nose. 

In case of both sides of the nose being affected 
the symptoms are bilateral, and the diagnosis 
becomes more difficult, and depends upon the 
character of the headache, the asymmetry of 
the axes (if astigmatism is present) and the 
presence of a variable error of refraction; this 
latter point being often assumed at the first visit 
from the fact that the patient offers for inspec- 
tion some half a dozen pairs of glasses, prescribed 
at short intervals, each change having resulted 
in temporary relief. 

The effect on the refraction of an operation on 
the nose is very striking. I have notes on some 
sixty-five cases, most of which were refracted 
before and after operation. In those with simple 
hyperopia or myopia before operation, there 
seems to be a marked tendency for the error to 
diminish, while an astigmatic axis, “ against the 
rule ” or oblique, tends to rotate towards & posi- 
tion symmetrical with that of the other eye. 
In short, the condition tends to become more 
normal; and, still more striking, is the fact that 
the error changes from a variable to a fixed quan- 
tity, so that six or eight weeks after the opera- 
tion, glasses may be prescribed with every pros- 
pect of success. 

For the reports on the noses of my patients, 
I am especially indebted to Dr. Leland, Dr. 
Crockett, Dr. Goodale, Dr. Hammond and Dr. 
White, through whose co-operation I have been 
able to carry on my investigations. 


IN WHAT CASES SHOULD EYE 
SUSPECTED.* 
BY EDWIN E. JACK, M.D., BOSTON. 
The subject of my remarks is one of point of 
view, and although I shall, as far as possible, omit 
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mention of the topics to be spoken of by other 
readers, there will necessarily be some repetition as 
my own subject touches naturally some of theirs. 

When patients apply directly for the relief of 
eye strain it is usually because their symptoms 
are referred to the eyes themselves. The vision 
may be good or poor, but a blurring comes on 
immediately or soon after beginning to use the 
eyes, intensified in some cases to a swimming of 
the page, and clear vision can be got again only 
by shutting the eyes and resting. Or there is 
some form of asthenopia, — fatigue and discom- 
fort or pain in the eyes during or following use 
or else in the head, — and headache must be 
recognized as one of the most frequent results 
of eye strain. Now is there any kind of headache 
which suggests an ocular origin more than others? 
Of course, when the pain comes on during or 
immediately after near use of the eyes and this 
repeatedly the inference is direct. Apart from 
this direct connection, however, headaches which 
are around or back of the eyes, frontal and occi- 
pital, are especially suggestive; temporal and of 
the vertex less so but not uncommon I think; 
the latter, however, in my experience, suggests a 
neurastbenic element. When these headaches, 
no matter what their situation, are independent 
in point of time, there is more doubt, but I have 
found that headaches on awakening in the morn- 
ing and those coming on late in the day are es- 
pecially suggestive. Even though they come 
on at irregular intervals of days or weeks only, 
there is yet the same possibility to be determined, 
in the absence of other more obvious cause by 
therapeutic test. In just what proportion of cases 
of migraine the nerve storm is caused or pre- 
cipitated by ocular strain I do not know, but I 
have no doubt of the connection in very many, 
and it would seem to me a grave omission in all 
such cases not to put the eyes into the best pos- 
sible condition for work, even when there are 
no local symptoms. 

Further local suggestions of strain come from 
eyes which become congested in use or that have 
a chronic conjunctivitis and inflammation of the 
margin of the lids with crust formation and, it 
may be, with thickening of the lid and loss of 
lashes. There are indeed other causes of these 
conditions, but strain from faulty refractive con- 
ditions is a common one. Sensitiveness to light, 
too, unaccounted for by other conditions is sugges- 
tive of the same, and I can personally attest the 
relief afforded by glasses. Blepharospasm alone, 
or even accompanied by other twitchings, is often 
due in the same way to the imperfections of eyes, 
but of course not always, and they may be but 
a part of a more general chorea of other origin. 

There are many people who cannot go to the 
theater, ride in cars or go shopping, without 
headache, vertigo, confusion or severe prostra- 
tion following. Many if not most of these cases 
are to be explained by faulty refractive or mus- 
cular conditions; at least most of such cases that 
I see find relief when these faulty conditions are 
removed. The same explanation holds when 
similar symptoms come on in crowded streets or 
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in watching games, etc. These cases as well 
raise the presumption of an ocular origin. 

Faulty position of the head and neck may 
come, and | am sure not rarely, from defec- 
tive muscle balance if not from astigmatism, and 
there may be in addition a marked influence on 
the development of the face. The head of a per- 
son with a tendency of one eye above its fellow 
will naturally assume a position requiring the 
least strain for the combined action of his eyes, 
and that position will be a fairly characteristic, 
certainly a suggestive one. It is easy to verify 
this on any patient having a paralysis of an 
ocular muscle; the efforts to avoid diplopia by a 
position of the head to favor the faulty muscle 
are readily understood, the head being turned 
toward the action of the affected muscle. I have 
operated on such cases with relief to decided 
asthenopia, and in one case, particularly, with 
the result of straightening the head and with 
very favorable influence in restoring the proper 
symmetry of the face which had developed in 
an unsymmetrical way. The further influence 
of eyes with muscular or refractive error on the 
spine will be spoken of by Dr. Kilburn. 

Thus far we have spoken chiefly of symptoms 
which have a more or less obviously direct con- 
nection with the eye, but the possibility of eye 
strain must not, however, be overlooked in other 
things where the dependence is less apparent. 
Here we are on more uncertain ground, yet ex- 
perience teaches that nausea, dizziness, dyspepsia, 
“the blues,” nervousness and irritability, insom- 
nia, brainfag, neurasthenia and a general inability 
to take up the burdens of life — may all be in- 
fluenced, aided or brought about by the ever- 
present effort of the eyes to overcome an imper- 
fect shape or balance. To one who has seen 
many times the mental wreck which eyes can 
cause, such a connection is far from incredible 
and indeed does not seem unusual. It is, of course, 
hard for many to see this standpoint. The man 
who reads in a moving, joggling car, with his 
glasses askew, and has always done so with no 
hint of discomfort, cannot understand why I, 
many times under similar circumstances and in 
a very few minutes, have nausea and an upset 
stomach. This would easily prove to me, even 
if I were not an oculist, that the eye can affect 
the stomach, and experience teaches me that it 
can be a factor in the other things as well. It 
would be easy, I think, to demonstrate some of 
these symptoms by wearing prisms placed in a 
certain way or by the use for a while of cylindrical 
lenses with wrong axes. 

Whether we are to go further and suspect the 
eyes as the wreckers of lives, as in reported cases 
of Carlyle, De Quincey, Nietzsche, etc., or whether 
we are ever to consider that the eyes may be a 
factor in undermining the health and sowing 
the seed for disease, is a question that admits of 
much controversy and is therefore irrelevant 
at the present time. My own idea is that there 
is something of truth in the claim. This same 
thought leads to the problem of the relation of 
the eye to the development, tendencies and char- 





acteristics of the young. Dr. Greenwood will, 
I presume, touch on this matter; it is proper, 
however, that I should mention it from the point 
of view of my topic. 

It is a peculiar fact that in the cases that we 
have been speaking of,— these of reflex nervous 
disturbance,— the patient may complain of the 
eye but little, and it seems to be the fact also 
that the greater the error the less the probability 
that the strain will show itself elsewhere than in 
the eye. It is not my experience that the con- 
verse of this is true. 

It does not come within the scope of this paper 
to explain how these things happen, or why some 
should suffer and others with similar eyes go 
free. The defect is the same, but the individual 
different. I may say, however, that the presence 
of good or even normal vision has nothing to do 
with lessening the suspicion thrown on the eyes; 
in fact it increases it if anything. It is not what 
we see but how we see that is the important 
thing. It is the lesser degrees of error that cause 
the most trouble, slight degrees of astigmatism 
causing a constant nagging on the ciliary muscle 
not made to do such work. Greater degrees of 
error cause poor vision and poor vision maintained 
by no effort causes no strain. Nor, as we have 
said, should the suspicion thrown on the eyes 
be cast aside because the trouble does not follow 
directly the supposed cause; the drain may not 
empty the reservoir for some time. And finally 
we should not think the case ended from an eye 
standpoint when the first pair of glasses fails 
to have an influence on the symptoms. (A 
patient with unlike eyes may demand for his 
comfort, lenses of a certain relative strength, 
another one will be unrelieved by these and is 
comfortable only with what was refused by the 
first one. The mental upset often caused by 
glasses is seldom spoken of. These facts and 
others as well, make it impossible at times to be 
sure of good results at first, no matter with how 
much care and pains the work has been done.) 
“Fitting glasses’ is not like fitting clothes. 

It will be understood, I hope, that I have been 
speaking not of certainties, but of suspicions, and 
the suggestions which some symptoms give of 
the influence of eyes in causing or aiding in their 
production. An oculist will not give glasses 
for the relief of headache without inquiring closely 
into other conditions, and he will endeavor also 
not to confuse an asthenopia caused by ill health, 
which may not be relieved by glasses, with asthe- 
nopia of other kinds. I have pointed out, however, 
that certain apparently negative signs,— the 
existence of good or normal vision, the absence 
of symptoms in the eyes themselves and the lack 
of connection, in point of time of the symptoms 
with the use of the eyes, — are not in reality such. 


DIFFICULTIES ENCOUNTERED IN THE PRESCRIP- 
TION OF GLASSES.* 
BY FRED M. SPALDING, M.D., BOSTON, 
Many people, both medical and lay, have the idea 
that, if an oculist prescribes a pair of glasses, the 


; Beet before the Boston Society for Medical Improvement, Dec. 





_ 
ae = © 


oe eet ek ee ae Clee 








Vou. CLII, No. 8] 


BOSTON MEDICAL AND SURGICAL JOURNAL 


215 





patient should be able to wear them from the 
start without any discomfort. It is also ex- 
pected that all the symptoms attributed to the 
eye strain should disappear forthwith as soon 
as the glasses are put on. But it often happens 
that a patient does not receive this immediate 
relief which has been expected, but not infre- 
quently feels more uncomfortable for the time 
being. The oculist is then very apt to come in 
for a goodly share of criticism. It is the object 
of this paper to give some reasons why a fairly 
large percentage of cases should not experience 
this immediate relief, and why such cases should 
reserve their criticism until they have given their 
glasses a fair and proper trial. It is, of course, 
presupposed that the refractive error has been 
carefully and accurately determined, and, what 
is equally essential, the frames properly adjusted 
and the lenses accurately centered. 

The visual act is concerned with a rather deli- 
cate co-ordination of various nervous and muscu- 
lar factors. In a person with an error of refrac- 
tion, this co-ordination tends in an abnormal 
manner to overcome the error in so far as it can. 
The older a person grows, who has an uncorrected 
error of refraction, the more habitual and auto- 
matic, so to speak, this abnormal co-ordination 
becomes. As would be expected from this, in 
the case of children it is the exception that one 
has very much difficulty in getting them to wear 
their proper correction, for the reason that the 
abnormal conditions of the visual act have not 
become so firmly established, but that they can 
be readily readjusted. In adults, on the other 
hand, it often requires a considerable time before 
the new co-ordination brought about by wearing 
glasses becomes thoroughly customary and auto- 
matic. Not until this does happen can one expect 
to get the full benefit from the glasses. For this 
reason, therefore, it is much better for one to 
put on glasses as soon as any symptoms of eye 
strain show themselves, rather than put off 
the “ evil day ” as long as possible. 

The time in which one is becoming accustomed 
to wearing glasses is usually spoken of as the 
period of adaptation. As already intimated, it 
varies a good deal according to the age of the 
patient; from a matter of a day or two in children 
to two or even three months in old people. In 
prescribing glasses it is always wise, as a matter 
of routine, to inform patients that in all prob- 
ability their glasses will not feel perfectly com- 
fortable at first, otherwise they are likely to think 
that some mistake has been made, and may meet 
any subsequent explanations with a good deal 
of incredulity. 

In addition to the question of age perhaps the 
most common cause that tends to prolong the 
period of adaptation is a faulty balance of the 
external ocular muscles. Under normal condi- 
tions both eyes are accustomed to fix the point 
of regard without any apparent effort. If one 
whose refraction is normal looks at a near object 
he has to use a certain definite amount of accom- 
modation and at the same time an equally 
definite amount of convergence. The relation 





between these two factors is a very close one. 
An over or under stimulation of one tends to 
affect the other in a like degree. When a person 
has a refractive error, the normal relationship 
between these two factors is disturbed. A hyper- 
metrope, for instance, has to use his accommoda- 
tion in excess of his convergence. Consequently, 
in such cases there is an increased stimulus to 
convergence. Myopes, on the other hand, are 
obliged to use little or no accommodation, and 
consequently in them the stimulus to convergence 
is lacking. Hypermetropia is therefore, as a rule, 
associated with a convergence excess, or eso- 
phoria; myopia with a convergence insufficiency, 
or exophoria. It should be readily apparent 
that correcting the hypermetropia or myopia — 
and the same applies to a hypermetropic or 
myopic astigmatism — would tend to restore the 
normal relationship between the accommodation 
and the convergence. This, however, as a rule 
takes time, and not until the muscle balance is 
restored to normal limits will the eyes feel per- 
fectly comfortable. 

Other cases which find it difficult to get accus- 
tomed to glasses are those which show a marked 
difference in the refractive error of the two eyes. 
This condition of unequal refractive error is 
known as anisometropia. Physiologically it is 
impossible for the accommodative action to be 
exerted differently in the two eyes. Conse- 
quently in anisometropia a person cannot see 
distinctly with both eyes at the same time. 
For this reason the faculty of binocular vision 
does not receive proper cultivation. When the 
error in the two eyes is corrected, and the visual 
acuity equalized as nearly as possible, the condi- 
tion of true binocular vision is frequently re- 
stored. This takes place as a rule only after a 
period of time. In anisometropia also we often 
find the most marked cases of faulty muscle 
balance. If the deviation is very marked, cor- 
recting the error in the two eyes may give rise 
to a troublesome diplopia. Before glasses were 
worn one or both of the retinal images may have 
been so indistinct as to be readily disregarded. 
Correcting the refractive error tends to sharpen 
the retinal images, and they then may become 
so distinct as to obtrude themselves on the 
patient’s notice, and thus give rise to the diplo- 
pia. It should be the aim of the oculist to obtain 
binocular vision if possible. If patients will not 
tolerate the correction of both eyes, one has to 
be satisfied with correcting one eye and giving 
either no correction or a partial one in the other. 
Whether or not a patient will accept a double 
correction in these cases can, as a rule, only be 
told by trial. 

Another condition which often gives rise to 
trouble when glasses are first worn, especially 
in young people, is spasm of the accommoda- 
tion. Where young people are hard at work 
over their books they occasionally get their 
ciliary muscles into a state of tonic spasm. As 
a result, if they are hypermetropic, in testing 
them they may show a much smaller amount of 
hypermetropia than they really possess, or even 
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an amount of myopia. It is easy to see that, if 
these cases are given glasses which correct only 
the error manifest under the spasm, such glasses 
will not tend to relieve the condition, but may 
prolong or even aggravate it. When such a 
person is given a proper correction determined 
under a mydriatic, it will often take some time 
for this spasm of the ciliary muscle to relax, 
and until the relaxation is complete the glasses 
will cause a blurring of distant objects. One of 
the principal reasons, therefore, why all young 
people should have their refractive errors deter- 
mined under a mydriatic is to avoid overlooking 
just this condition. 

The causes already mentioned depend upon 
conditions present in the eyes. Besides these, 
glasses themselves frequently have the effect of 
producing changes in the appearance of objects, 
which oftentimes causes a feeling of confusion 
and discomfort. 

First, glasses may change a person’s idea of 
distance. Concave glasses tend to make objects 
appear farther off, while convex glasses have the 
opposite effect. One of the most frequent com- 
plaints of which an oculist hears is the trouble 
a person has with new glasses in going up or 
down stairs, stepping on or off curbstones or 
electric cars, ete. One has the feeling that the 
steps are nearer or farther off as the case may be, 
and the mistaken judgment in the distance has 
occasionally led to rather disastrous results. It 
is always wise, therefore, to caution patients 
against this. 

Again, glasses may tend to change the apparent 
size of objects; concave glasses causing a reduc- 
tion and convex glasses an increase in size. My- 
opes, as a rule, with their concave glasses, com- 
plain considerably of the reduced size of objects, 
and not infrequently one is obliged to reduce the 
strength of their reading glasses, because they 
cannot become accustomed to the apparent reduc- 
tion in the size of print. 

Again, glasses may cause trouble by altering 
the apparent shape of objects. This is particu- 
larly true of cylindrical glasses in astigmatism, 
especially if the axes of the astigmatism are 
oblique. The effect is to make square objects 
appear oblong, or more frequently still trapezium 
shaped; 7. e., narrower at the top than at the 
bottom. They also frequently make horizontal 
surfaces appear sloping. Prismatic glasses, 
prescribed for muscular insufficiencies, have very 
much the same effect. All these changes, as a 
rule, are not noticed after the glasses have been 
worn for a short time, and it is seldom that one 
is obliged to modify his prescription for these 
reasons. 

The prismatic effect of looking obliquely 
through glasses is also rather disturbing to the 
novice. When the line of sight passes outside 
of the optical centre of an eye-glass, a prismatic 
displacement of objects takes place, and, as a 
rule, also objects become less distinct. This 
effect is of course greater the stronger the lenses. 
In order to overcome this difficulty, it means 
that a person must turn his head and look directly 





at an object rather than turn the eyes. There 
has within a few years been introduced a special 
lens called the toric lens, which is designed to 
correct this difficulty. These lenses are ground 
convex on the outer side, and in such a way that 
the curvature of one meridian is a longer or 
shorter curve than the meridian at right angles 
toit. This has the effect of producing a combina- 
tion of a convex spherical surface with a convex 
cylindrical surface. The outer surface is made 
quite markedly convex. To compensate for this 
the inner surface is made sufficiently concave to 
bring the strength of the lens to what is required. 
With these lenses it does not make much differ- 
ence where the line of sight cuts them, as one gets 
everywhere practically the same lens equivalent. 
These lenses are a great comfort to a person who 
has to wear a strong glass, as by them they are 
enable to obtain a much larger and clearer field 
of vision. 
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Clinical Department. 


BOSTON CITY HOSPITAL CLINICAL MEETING. 
Dec. 8, 1904. 


Dr. Lunp in the chair. Dr. Cranpon, secre- 
tary. The following cases were shown: 


A CYST OF GARTNER’S DUCT EXTENDING FROM THE 
VAGINA INTO THE PARAMETRIUM. 


BY ERNEST BOYEN YOUNG, M.D., BOSTON, 
Second Assistant Visiting Physician for Diseases of Women, Boston 
City Hospital; Assistant in Gynecology, Harvard Medical 
School. 

The smaller cysts of Gartner’s ducts are not 
uncommon in the adult, and undoubtedly the 
fetal structures, from which these cysts take 
origin, are present much more often than the 
literature of the subject would lead us to suppose, 
as they are seldom apparent unless the seat of 
pathological changes. The larger cysts, extend- 
ing from the vagina into the broad ligament, are 
rare: for this reason the following case is reported. 


Mrs. Q., thirty-six years, married, was seen with 
Dr. E. C. Hixon on June 17, 1904, in regard to opera- 
tive treatment for procidentia. Seven months pre- 
vious she had been delivered of a large baby by a 
difficult high forceps operation. 

Physical examination: Well developed and nour- 
ished woman. Heart and lungs were negative. The 
abdominal wall was flabby and deeply marked by striz. 
The perineum was relaxed with bilateral tears extend- 
ing into each posterior sulcus, and the retroverted 
uterus could be forced down to the entrance on strain- 
ing. There was a large rectocele and small cystocele. 
On the right side of the cervix, partially imbedded in its 
substance, was a cyst which extended out toward the 
vaginal fornix, the general appearance of which is 
shown in the drawing. It was not tense and the fluid 
could be forced upward through the vaginal wall by 
pressure upon the lower end. 

While under ether, an opening like a button-hole 
could be felt in the right lateral fornix. This was 
about 14 cm. in diameter. The general shape of the 
cyst was that of the finger of a rubber glove, — long 
and slender, — possibly 6 cm. in length. 
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The caliber was quite the same throughout except 
at the lower end which was bulbous, as here the wall 
was evidently stretched and rendered translucent by 
the constant gravitation of the fluid within. After 
incision the little finger passed with ease through the 
slit in the vaginal wall and for about 3 cm. beyond; at 
which point the cyst ended in a rounded extremity. 
;xamination with a small silver probe failed to reveal 
any further extension. The contained fluid was clear 
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and watery with a slight mucoid consistency, which 
caused it to flow more slowly than the usual contents 
of the parovarian cysts. The diagrammatic section 
explains the relation of the sac to the surrounding 
structures. 

The inside was lined with a smooth shining mem- 
brane closely connected with the cyst wall, the his- 
tology of which is shown by the drawing from a micro- 
scopic section of the portion removed at operation. 

















I am indebted to Dr. H. C. Low, of the Children’s 
Hospital, for the following pathological report: 

‘Specimen is a bit of tissue, hardened in alcohol, 
thin and curved so that it is apparently the thin wall 





of a cavity. It is nearly 2 cm. in length and at the 
larger and thick end is 2 cm. broad and 3 mm. thick; 
at the small end it is 1.5 cm. broad and 1 mm. thick. 
Section of the larger end shows on the outer convex 
surface the typical mucous layer of the vaginal wall. 
The main part of the section is made up of very vas- 
cular muscular tissue; it is in most part quite normal, 
but in places just beneath the mucous layer these small 
collections of small round mononuclear cells is evidence 
of a slight chronic inflammatory process. The inner 
concave surface is lined with a single layer of columnar 
epithelium. 
. Sections farther up, near the smaller end, show 
similar general structure; except that the main part 
of the wall is thinner, less vascular, and shows a more 
marked increase of fibrous tissue and small round 
mononuclear cells. This chronic inflammatory pro- 
cess is more marked near the mucous surface, while 
adjacent to the inner surface the tissue is more vascular 
and slightly edematous. The columnar epithelial cells 
are in these sections larger, taller and in some places 
are piled up several deep, forming folds. They are not 
flattened nor desquamating. They are not ciliated, 
though in some places they are drawn out to a point 
and show what may be the rudiments of cilia.” 
Previous to the repair of the perineal tear, the vaginal 
portion of the cyst wall was removed and the lining 
membrane of what remained touched with crude car- 
bolic acid. 


The wound healed without complications. 


I am able to find but three cases, beside my 
own, where the cyst extended from the vagina 
into the parametrium. These were published by 
Watts,’ in 1881; Veit,’ in 1882; and Routh’, in 
1894. 

In Watts’ patient the cyst was in the anterior 
vaginal wall, simulating an urethrocele. After 
incision, a probe passed upward could be felt 
midway between the umbilicus and the left 
anterior superior spine of the ilium. He con- 
sidered that it entered the abdominal cavity. 

In the case reported by Veit, the cyst was the 
size of a child’s head and protruded from the 
vagina making micturition difficult by pressure 
upon the urethra. The uterus was displaced to 
the left by a tense elastic mass in the right broad 
ligament. The vaginal cyst was opened and a 
piece cut from its wall to insure drainage. The 
finger easily passed through the vaginal cyst into 
the cavity in the broad ligament, on the posterior 
wall of which the ovary could be felt. 

Routh’s interesting case apparently consisted 
of two infected cysts, one in the vagina and the 
other in the broad ligament, connected by the 
somewhat dilated portion of the duct which lay 
between them. The vaginal cyst discharged its 
contents through another portion of the duct, 
which ended just beneath and to the right side of 
the urethra on the anterior wall. He was able 
to pass a probe along the whole vaginal tract, 
and for a distance of five inches into the right 
broad ligament. The entire vaginal tract was 
laid open and the broad ligament cyst drained 
by this means. 

Two adult cases have been described in which 
ducts remained patent and discharged their 
contents at the vestibule just below the urinary 
meatus (Lawson Tait,‘ Milton,°); one which 
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emptied into the urethra (Skene®); and two 
with collections of pus or fluid in the lower part 
of the duct, which in Kelly’s patient, could be 
traced from close beside the cervix along the 
antero-lateral wall to the ventibule, on a level 
with the posterior wall of the urethra. Numer- 
ous writers have reported small cysts, and accord- 
ing to Kelly,” both Veit and Kiwisch cite in- 
stances in which small cysts were distributed 
along the wall of the vagina over the course of 
these structures. 











Under the name of Gartner’s ducts we under- 
stand the vestigial remains of the Wolffian ducts 
in the female. In herbivora and in some other 
animals, these embryonic structures are present 
to a greater extent than in man; and were de- 
scribed in the cow by Malphigi’ in 1681 and 
again by Gartner in 1822,° by whose name they 
are known. 

Until the past decade, little has been written 
upon the persistence of these ducts and the 
pathological changes resulting from their presence 
in the adult. Bland Sutton,” in 1886, published 
his observations upon this structure in the cow; 
and in 1894, Routh read a paper before the 
Obstetrical Society of London, at the close of 
which are references to the principal articles up 
to that time. Since that date, the number of 
reported cases has multiplied and in the papers 
of Klein," Vassmer,’” Thumin, Kossman," and 
Meyer” will be found a very complete summary 
of the subject. 

The exhaustive articles of the writers men- 
tioned above make it hardly worth while to more 
than attempt to summarize the very conflicting 
reports of various investigators. 





Concerning the general course of the duct there 


seems to be little doubt. It runs in the broad 
ligament, underneath the Fallopian tube, and 
sinks into the uterine substance at about the level 
of the internal os. From this point it continues 
downward and inward into the upper part of the 
vaginal portion of the cervix, where it turns 
upon itself in order to reach the vault of the 
vagina. Arching over the vault at the side, it 
extends along the lateral wall of the vagina, near 
its junction with the anterior wall, and event- 
ually comes to lie in the anterior wall; ending 
in the hymen just behind and a little to one side 
of the urethra. The duct pursues a tortuous 
course in the walls of both uterus and vagina, 
giving off diverticula which are said to be larger 
and more numerous in the uterine tissue. 

Usually only seattered portions persist, and 
from these, cysts may develop in any part of its 
course, but are most frequent in the upper third 
of the vagina. 

The relation which the duct bears to the layers 
of the vaginal wall apparently varies, as it has 
been found under the mucous membrane, among 
the muscle fibers of the vaginal wall, and in the 
para-vaginal connective tissue. 

According to Pollak®, vaginal cysts come under 
eight heads, when classified as to source of origin: 
I. Cysts of the vaginal glands. II. Cysts of 
Muller’s ducts. III. Cysts of Gartner’s ducts. 
[V. Cysts of the glandular structures about the 
urethra. V. Cysts formed by the dilatation of 
the lymph channels. VI. Cysts of the ureters 
(supernumerary or otherwise). VII. Cystic struct- 
ures, formed by separation of tissues, into which 
there is an outpouring of lymph. VIII. Cystic 
degeneration of a thrombus. To these we may 
add: IX. Inclusion eysts in old sears after 
operation or trauma. Only a few of the sources 
mentioned need any special consideration 
here. 

The first class appear in any part of the vagina, 
especially on the posterior wall; are small and 
superficial, often in clusters, and filled with 
thick, viscid contents. As a proof of this etiology, 
we should find near by either dilated or normal 
glandwar remains, glandular structures in the 
cysts wall, or a duct leading from the cyst to the 
vagina. The cells of the epithelial lining are apt 
to be flattened. In the cysts which arise from 
portions of Muller’s duct we may expect, a 
cylindrical epithelium which is ciliated in places, 
large infoldings of the cyst wall, and signs else- 
where of the partial persistence of the fetal con- 
ditions. The lymphangiectatic cysts show their 
origin by the relations to the surrounding tissues 
and their lining of endothelial cells. The inclu- 
sion cysts arise in the old scars about the lower 
part of the canal, and are the result of small 
portions of the mucous membrane becoming 
buried during the healing of lacerations of par- 
turition or the wounds of operation. The cysts 
which arise from Gartner’s ducts in the vagina 
are usually of small size; contain a watery, slightly 
mucoid fluid; are attached to the wall by a broad 
base; and usually occur in the vaginal vault and 
along the lateral wall of the vagina in its upper 
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third. They are rarely formed on the anterior 
wall near the entrance. 

Concerning the microscopic structure of the 
walls of these cysts, as well as of the walls of the 
ducts themselves, opinions differ. Some inves- 
tigators hold that muscle fibres exist; others 
find only connective tissue outside of the lining 
epithelium, which in its turn may be columnar, 
pavement or even a combination of both. Two 
writers report ciliated, cylindrical epithelitim; and 
papillary structures, as well as glandular depres- 
sions have been described in the walls. 

So far as can be made out from the somewhat 
conflicting literature of this subject, the topo- 
graphical situation of the cyst is the most con- 
clusive proof of its origin. 

They occur for the most part in the vaginal 
vault and in the middle of the lateral wall of the 
upper third of the vagina; although in the lower 
part they may appear on the lateral portions of 
the anterior wall. When in the latter situation, 
the fact should not be lost sight of that dilata- 
tions of the ureter (Kelly) sometimes appear in 
this locality, and also that suburethral abscess 
might simulate such a cyst. Routh also reports 
a case of uterus bicornis septus with one rudimen- 
tary and occluded vagina which, owing to its loca- 
tion, might easily have been mistaken for a cyst 
of Gartner’s duct. 

The lining membrane, according to Vassmer, 
is quite often a combination of cylindrical and 
pavement epithelium with or without transitional 
forms. Occasionally ciliated, cylindrical epi- 
thelium is found in spots. Von Recklinghausen” 
has described papillary structures, which Vass- 
mer considers uncommon, and which must be 
differentiated from the glandular depressions so 
common in these cysts. The same writer con- 
siders that muscular and connective tissue layers, 
belonging properly to the cyst wall, have not been 
demonstrated, and that their absence does not 
prove that such cysts are not of Wolffian origin. 

The diagnosis in the case presented is the more 
certain in that while fulfilling the ordinary require- 
ments, it in addition extended in an elongated, 
finger-like form into the parametrium toward the 


parovarium. 
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A CASE OF ASTASTIA-ABASIA. 
BY MORTON PRINCE, M.D., BOSTON. 

By astasia-abasia is meant a loss of the use of 
the legs for standing and walking, although the 
patient may have complete control of them for 
other purposes. 


Cystadenome dd. 





Mrs. M. A., age sixty-seven, went to bed one evening 
nearly two years ago in her usual health. On waking 
the next morning she was unable to use her left leg 
for walking. She has remained practically in this 
condition ever since although she is able to walk on 
crutches. 

When first seen, Nov. 9, 1904, her condition was the 
same as it is now, excepting that this syndrome has 
improved somewhat under treatment. When her 
crutches were taken from her she was unable to take 
a single natural step and was able to progress only by 
advancing her feet about an inch at a time by a sort of 
scuffing movement, comical to observe. You will now 
see that with the aid of her crutches she is able to walk 
fairly well co-ordinating the movements of the left leg 
with those of the right with considerable freedom. 
You will notice also that while supported on her 
crutches she has complete control over the movements 
of the left leg moving it about freely. The strength of 
the movements is also good. But when I take away 
her crutches while walking she comes at once to a 
standstill and is unable to progress excepting by a 
short mincing and awkward movement which prac- 
tically prevents locomotion. 

Physical examination in other respects is entirely 
negative (including sensation, knee jerks, pupils, to- 
nicity of muscles, etc.). 


The trouble is plainly not paralysis, but a loss 
of the power to co-ordinate the movements of the 
legs for walking, while co-ordination for other 
movements is retained. In other words, only 
particular movements are lost. The recognition 
of this syndrome is of some medico-legal impor- 
tance as it is not infrequently claimed that a 
claimant is a malingerer, or, because,,while claim- 
ing a loss of certain movements of a limb, he has 
been found to manifest others. The more com- 
mon pathology of this affection is hysteria. 
Whether all cases are of this nature is a question 
about which there is much uncertainty. There 
are no other evidences of hysteria in this case, 
nor is there any history of fright, shock or of any 
of the causes which give rise to hysteria, yet it 
is difficult to ascribe the trouble to any other 
pathology. 


EXCISION OF WRIST. 


BY H. L. BURRELL, BOSTON. 


This young woman, twenty-three years of age, a 
saleswoman, I operated upon in December of 1902. 
She appeared two weeks previously at the Out-Patient 
Department. At that time she gave the following 
history: In 1899 began to have pain and weakness in 
left wrist which she thought was due to the strain of 
carrying a heavy skirt. A short time later she noticed 
that there was a swelling the size of a quarter of a 
dollar on the back of the hand over the carpus. Three 
or four times every year since then she has had attacks 
of acute swelling and tenderness over this area, and 
this has extended to the base of the fingers and to above 
the wrist. Of late there has been great pain, tender- 
ness and weakness of the hand. Between these attacks 
the wrist was weak, slightly tender and swollen. Dur- 
ing the past four weeks the rotation of the wrist has 
been limited. The wrist had been treated outside by 
immobilization for a time — under the diagnosis of 
osteo-arthritis. 

The local examination showed that the left wrist 
had a diffuse, somewhat tense swelling extending from 
24 cm. above the styloid process of the radius to 14 em. 
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below the metacarpals. Directly over the carpal bones! 
is a localized dome-shaped swelling with a base the size 
of a fifty-cent piece. This area is soft and tender. 
Supination is limited about one half and there is con- | 
siderable pain and tenderness about the wrist. No) 
heat nor redness. A skiagraph was taken which seemed | 
to show a single focus and limited disease. A second, 
taken as a check, gave an identical picture, the clouded 
outlines so characteristic of tuberculosis limited to the 
articulations of the mediocarpal joint and a small 
definite focus in the os magnum. Patient reacted to 
a tuberculin test. 

The patient had been under Dr. Cotton’s care in the 
Out-Patient Department and owing to the apparently 
limited involvement of the bones of the wrist-joint he 
felt that an operation might be done with benefit to 
the patient. The following operation was done on 
Dec. 12, and consisted essentially of Ollier’s excision 
of the wrist joint: The distal row of carpal bones was 
removed and the metacarpal bones brought up to fill 
the space. Under ether, with a tourniquet applied, 
a vertical incision was made through the skin begin- 
ning 2.5 em. above the styloid process of the radius, 
and was carried down to the middle of the second 
metacarpal bone. The carpal bones were exposed by 
‘areful dissection and the attachment of the extensor 
‘arpi radialis brevior was cut away from the third 
metacarpal bone. On opening the joint between the 
semilunar and os magnum a mass of jelly-like synovial 








membrane, apparently tuberculous, was found. To 
facilitate the removal of the first row of carpal bones a 
second incision was made on the inner side of the wrist | 
from just above the styloid process of the ulna to the | 
middle of the fifth metacarpal bone. The tendon of | 
the extensor carpi ulnaris was exposed and separated 
from its attachment to the pisiform bone. Working 
through these incisions the cuneiform, semilunar, 
scaphoid and os magnum were removed. The principal 
focus was apparently in the semilunar bone and on the 
adjacent surface of the os magnum, the articular sur- 
face between the two being bare of cartilage. The 
fascia was stitched with fine catgut over the tendons 
in these two incisions. The skin was closed with con- 
tinuous catgut, and a small rubber drain was inserted 
into the joint. A sterile dressing and a splint were 
applied, and the tourniquet was removed. 

The divided structures united by first intention. 
Patient was out of bed at the end of twenty-four hours 
and was discharged from the hospital in twenty days. 
For a long time she wore a light plaster bandage applied 
to the hand, wrist and forearm and this was later 
changed to a leather armlet which was worn for nearly 
six months. Patient now has a perfectly useful hand, 
forearm and wrist. She states that there is nothing 
in the work of the day that she cannot do with her 
hand. There is definite limitation of both flexion and 
extension. The case may be considered to be cured. 


In view of the commonly unsatisfactory results 








following excision of the wrist, this case seems 
to indicate that early, thorough removal of the| 
diseased carpal bones, even where the whole | 
carpus is not excised, will prove to be a very| 
satisfactory operation. , 





MALIGNANT PUSTULE OF THE LIP; ANTHRAX SEPTI- 
CEMIA; OPERATION; RECOVERY. 





| 
| 


BY L. R. G. CRANDON, M.D., BOSTON. | 
This man, age forty-five, single, had been bending | 


Egyptian and Russian wools for a week. Four days 
before admission he scratched his under-lip while 


shaving; two days later he noticed a sore blister just 
below the red edge of the lower lip; in twenty-four 
hours this sore had become hard, red and pustular. 

The patient walked to the hospital (Dr. Burrell’s 
service), not feeling very sick, pulse 80, temperature 
100°. The situation and general appearance of the 
face are shown in this sketch by Dr. Cotton (Fig. 1) 
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Fic. 1, — Malignant Pustule of the Lip. 

who kindly saw the case with me. On the skin of the 
middle of the lower lip was a black crust as big as a 
thumb nail, forming the roof of a confluent pustule. 
Immediately round this was a bright red zone, } inch 
wide, with two or three minute vesicles on it. The 
left face, the chin and neck down to the level of thy- 
roid, presented a puffy swelling without change of color. 

The pustule with its immediate red zone was excised 
in a v-shaped section of the whole lip, and the wound 
closed with silver wire and silkworm gut. 

Blood cultures, taken from the veins of the right 
elbow flexure at the time of operation, showed the 
anthrax bacilli. Twice in the succeeding eight days 
blood cultures were positive, after that negative. In 
other words we had here a true anthrax septicemia. 

During the week following the man had a right- 
sided pleurisy with temperature up to 103°. The 
amount of fluid did not warrant tapping. The wound 
healed rapidly and the patient was discharged after 
twenty-five days, well. 


EXCISION OF THE WRIST FOR ADVANCED TUBERCULOSIS. 
BY F,. J. COTTON, M.D., BOSTON. 

The patient, a young woman of twenty-six years, was 
admitted to the hospital March 9, 1904, as a tuber- 
culosis of the tendon sheaths. She had had trouble 
with the right wrist for over a year, growing steadily 
worse. 

General health and nutrition were excellent. The 
right wrist showed marked spindle-shaped swelling. 
prominent, especially at the back of the carpus and 
anterior to the head of the ulna. On careful examina- 
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tion the joint was seen to be the site of disease, appar- 
ently tubercular and advanced to the point of dis- 
organization. The motions of the wrist were very 
slight, the fingers much limited in frange of flexion 
and practically useless. A tuberculin test was posi- 
tive. 

X-ray examination showed a typical disorganized 
wrist joint involving the mediocarpal joint and the 
radiocarpal as well. 

Operation, proposed and accepted, was carried out 
March 18, 1904. 

Ollier’s incision on the back and outer side of the 
wrist exposed the disease. The tendon sheaths were 
not affected, but the wrist joint completely disorganized. 
A second incision on the ulnar side and the cutting of 
the external carpi radio tendons exposed the joint 
freely. By a tedious dissection the proximal row of 
carpal bones, much of the substance of the distal row, 
a considerable amount of the diseased radius (about 
three quarters of an inch above the destroyed articu- 
lation) were removed together with all discoverable 
disease. The periosteum was removed where recog- 
nizable. The joint was then flushed out with salt 
solution, swabbed out with pure carbolic acid for one 
minute and flushed with alcohol. The end of the ulna 
was shortened to level up the false joint; the cut 
tendons were sutured with catgut and the wounds 
stitched loosely with catgut, blood clot being allowed 
to fill the dead space. Drainage was used only on the 
ulnar side anteriorly where there had been a beginning 
abscess under the skin. 

The arm was put up on a splint. Drainage was 
removed in two days and the wounds healed within 
short time, practically per primam. There was never 
any pus. The patient was discharged April 6, 1904, 
to the Out-Patient Department. The pathologist’s 
report was tuberculosis. Dec. 2, 1904, she was again 
seen. The wrist had been fixed in apparatus until a 
month before. There had been no trouble, but until 
three weeks ago the muscles had not shortened enough 
to accommodate for the bone gap and the fingers had 
been useless. Now the wrist shows redundant tissue 
and one and one-quarter inches shortening. There is 
no sign of disease. All wrist motions can be carried 
to the full range voluntarily. All motions of the 
thumb and fingers are normal except that flexion is 
only about one half. If the wrist is grasped firmly to 
support it, flexion is markedly better. The motion is 
still improving. She is to have a leather wrist support 
for a time. 

This case appears to be cured though this cannot 
yet be called certain. It does, however, illustrate the 
operative possibilities in severe and advanced tuber- 
cular wrists. 

The free wrist motion in this case is surprising, and 
may be an argument for an extensive excision rather 
than a more conservative treatment. On the other 
hand the long uselessness of the hand after operation 
(from too long muscles) is certainly a result of the 
extensive removal. 


RENAL CALCULUS; HYDRONEPHROSIS ; 


STONE FROM KIDNEY. 


REMOVAL OF 


BY H. L. BURRELL, M.D., AND F. J. COTTON, M.D., BOSTON, 


About a year and a half ago patient had an attack 
of pain in lower right abdomen running down into right 
groin; the leg was drawn up. Pain was so severe as 
to require morphia. Never passed any stone or gravel 
so far as known. Has had no similar attack since, 
but has had more or less dragging pain in right side 
and loin ever since with occasional attacks of severe 
pain in the right side. 





Patient entered the hospital June 1, 1904, for attacks 
of pain similar to the present. Had occasionally a 
little blood in the urine before entry, but not after 
entrance. 

Physical examination was entirely negative except 
for vague tenderness in the right loin. There was 
nothing to be felt. Patient complained of some pain 
in the right loin, but also for a day or so of like pain on 
the left. Repeated urine examinations were negative. 
An x-ray plate was taken and showed nothing. No 
diagnosis was made and he was discharged. He con- 
tinued to have pain and occasional blood in the 
urine. ; 

Early in November he came into the Genito-Urinary 
Out-Patient Department. He had then been laid up 
for several days with severer pain than usual in the right 
side without fever, vomiting, or nausea, but with some 
chill. 

Physical examination on his first out-patient appear- 
ance absolutely negative. Urine also negative. 

He was told to report from time to time, a diluent 
(placebo) being given. 2 

A few days later blood showed in his urine. The 
specific gravity was 1,016. The reaction acid. Micro- 
scopically there was no pus, but considerable blood 
and pelvic epithelial cells loose and in flakes in 
quantity. 

An x-ray was taken which showed a very doubtful 
shadow which might be a stone. A second x-ray was 
a failure. It was believed that the case was one for 
exploration for stone. 

An operation was done on Dec. 16, 1904. The 
patient was placed on a Cunningham table; the con- 
ventional incision was made in the loin on the anterior 
border of the quadratus lumborum, and the supra- 
renal fat was exposed, incised and reflected from the 
surface of the kidney. The kidney which was rather 
flaccid, was delivered out of the wound and held in 
position by gauze tapes which served to expose its 
various surfaces. A fluctuating pouch was found on 
the outer surface of the pelvis of the kidney 3 to 4 cm. 
in length, and 5 to 6 cm. in width. This pouch seemed 
to be a dilatation of the pelvis of the kidney. An inci- 
sion 2 em. in length was made into the pouch; a gush 
of yellow-colored fluid (urine) followed; the finger was 
introduced and revealed a smooth cavity which 
involved the lower lobe of the kidney to within 5 mm. 
of its cortex. The estimated capacity of this pouch in 
the pelvis of the kidney and encroaching into the sub- 
stance of the kidney was about 75 cc. of fluid. A 
small stone the size of a waistcoat button was detected 
and removed. An attempt was made to find the 
orifice of the ureter, but it did not seem wise to persist 
in finding the ureteral orifice. Three or four catgut 
sutures were placed in the incision in the hydrone- 
phrotic pouch. The kidney was replaced, rubber dam 
drainage was carried down: to the region of the pelvis 
of the kidney; catgut sutures (interrupted) restored 
the incision through the muscles, and silkworm-gut 
sutures were used in the skin of the loin. 

The stone, which was weighed and examined by 
Dr. Emerson, had the following dimensions and com- 
position: Weight, 0.767 gms. The outside is chiefly 
phosphates (blood); the nucleus, uric acid (car- 
bonates ?). 

The patient suffered little pain; the urine was 
little bloody for twelve hours; there was hiccough and 
belching of gas for several days following the operation 
which required a couple of drops of turpentine on 
sugar and occasionally morphia to relieve. The patient 
beyond this has not suffered any pain or discomfort 
and has apparently completely recovered. 
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The patient illustrates the importance of not 
accepting the negative evidence of x-rays. The 
fact that the patient was invalided, that blood 
and pelvic epithelium were found in the urine, 
led Dr. Cotton to believe that it was safer for the 
patient to have an exploration made, if it were 
feasible. I had not the slightest hesitation in 
recommending the exploration of the kidney. If 
there are symptoms referable to a kidney which 
incapacitate the patient, it must not be forgotten 
that even if the kidney is exposed a stone may be 
overlooked. The case emphasizes the necessity 
of considering all the symptoms presented by a 
patient rather than depending upon a physical 
sign of an x-ray examination, in deciding whether 
an operation shall be done or not. 


A CASE OF SLOUGHING FIBROIDS. 
BY ERNEST B. YOUNG, M.D., BOSTON. 

D. N., born in Ireland; age thirty; married; entered 
hospital Aug. 3, 1904. Metrorrhagia for the past 
three months. Pain in right side of lower abdomen 
which varied in severity. Had noticed a hard swelling 
in right lower abdomen for some weeks past. During 
the last week before entrance had two severe chills 
and some fever. Menstruation, always regular until 
present trouble. Three children: all natural deliveries ; 
last thirteen years ago. 

At entrance the diagnosis of sloughing fibroid was 
made. A round irregular mass could be felt in the right 
side, rising beyond the level of the anterior superior 
spine of the ilium, which was evidently connected with 
an enlarged fibroid uterus. Patient had several chills, 
and an elevation of temperature during the ten days 
after admission. Leucocyte count 16,400. The 
patient steadily refused all operative treatment and 
suffered from chills, pain, delirium and fever from 
time to time during the next two weeks. She then 
improved until Sept. 25, when her temperature again 
rose and she grew much worse. Her general condition 
in the meantime had become very poor, when, on 
Sept. 29, she consented to an operation. 

An incision was made over the mass in the right 
flank and about two ounces of thick pus evacuated. 
The cavity was drained and the patient did fairly well 
until Oct. 21, when her temperature and pulse again 
rose and she suffered from chills. 

On Oct. 27, a sloughing fibroid was removed from 
the uterus through the vagina leaving an opening in 
the uterine wall. A strand of gauze for drainage was 
carried from the abdominal wound through the opening 
in the uterine wall into the vagina. After this the 
patient improved and the discharge lessened until 
Nov. 18, when it increased and was very foul. She 
then had another chill, and on several occasions there 
were severe hemorrhages when the wound was dressed. 
This reduced the condition of the patient to such an 
extent, that up to this time it has been impossible to 
operate. The abdominal wound still discharges foul 
pus and a sloughing mass can be seen close to the 
abdominal wall on both sides of the abdominal incision, 
which now gaps about one and one-half inches. 

During the last few days no hemorrhage has occurred 
and the patient’s condition is somewhat improved. 
At the first opportunity the most radical measures 
will be undertaken, although operation in the present 
condition of the patient must be considered as offering 
but a very slight hope of recovery, as we know from 
the experience fof the previous operation that the 
adhesions are dense and the operation must be a pro- 
longed and tedious one. 





RENAL CALCULUS; NEPHRO-LITHOTOMY ; RECOVERY. 
BY F. 8. WATSON, M.D., BOSTON. 


M. W., schoolgirl, fourteen, single. 

Family history: negative. 

Pertussis as infant. Typhoid fever, 1898; appen- 
dectomy in 1902. 

Admitted to medical service, Nov. 23, 1904, with 
history of having caught cold five days previous. 
Vertigo and headache. Vomited twice. Most promi- 
nent symptom was pain in right lumbar reigon inter- 
mittent for five days previous to entrance and now 
radiating. Parents never noticed any blood in urine 
neither did patient. X-ray showed stone in kidney. 

Skiagraph taken by Dr. F. H. Williams, showed a 
calculus of the size and shape of a Lima bean near the 
upper end of the right kidney and a shadow suggestive 
of another one in the left kidney. The latter was, 
however, of uncertain character. 

Operation: Dec. 1, 1904. The right kidney was 
exposed by a lumbar incision parallel with the outer 
border of the quadratus lumborum. This incision was 
supplemented by a second one extending from its 
upper end and along a line parallel with the lower border 
of the twelfth rib as far as the peritoneal reflection 
from the abdominal wall, in order to gain more space 
which was made necessary to have because of the 
presence of numerous adhesions which rendered it 
difficult to isolate the kidney and to bring it out upon 
the loin. The latter maneuver having been accom- 
plished, the kidney was palpated without success in 
the detection of the calculus. The pedicle was then 
caught between the index and middle finger and the 
organ was split in two by an incision carried through 
its convex border and down to the pelvis. The kidney 
calyces were moderately dilated and pyonephrotic. 
It was lobulated, especially at its upper end. 

The upper quarter of the organ was markedly saccu- 
lated and its tissue was exceedingly friable and in one 
or two places the saccul were very thin-walled, and 
in searching for the cacculus, the tip of the finger was 
pushed through one of them. This hole was imme- 
diately closed by two chromicized catgut sutures. 
The stone was found in the spot in which it appeared 
in the skiagraph. The calculus having been extracted 
by the finger, the kidney incision was closed tight by 
interrupted catgut sutures passed transversely through 
the organ and tied immediately above the convex 
border. This arrested all hemorrhage at once. The 
lumbar wound was closed except for the space to allow 
the passage of three iodoform gauze wicks which were 
led to the spaces above and below the kidney and from 
the middle of the organ respectively, through the open 
part of the lumbar wound. The drains were removed 
on the third day. 

With the exception of a small granulating area, the 
lumbar wound united by first intention and at the end 
of sixteen days the patient had completed an unevent- 
ful convalescence. Not a single drop of urine has 
escaped from the kidney through the wound. The 
latter feature is in this instance the most interesting 
factor of the case to me, because of the fact that the 
kidney tissue was exceedingly friable and in the place 
injured by the finger, it was denuded of its fibrous 
capsule and afforded a most unreliable holding ground 
for the suture. Whenever the kidney can be brought 
out upon the surface of the loin without putting undue 
force upon the pedicle, it is of the greatest advantage 
to draw it through the lumbar wound on account of the 
command which it gives the operator of all the steps 
which have to do with the kidney part of the opera- 
tion. 
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CASE OF PLASTIC OPERATION ON HAND AND FOREARM 
FOR CICATRICIAL CONTRACTION FOLLOWING BURN. 


BY H. A. LOTHROP, M.D., BOSTON. 


This patient is eighteen years of age and when six 
years old she sustained an extensive burn of left hand 
and forearm which left a granulating wound. As a 
result there has been cicatricial contraction drawing 
the hand directly toward the ulnar side so that the 
hand and forearm were nearly at right angles. The 
little finger was much adducted toward the ulnar side 
and considerably flexed. The hand has been in this 
position for a number of years during which time 
patient has attained most of her growth; consequently, 
there is some developmental deformity of the hand as 
a whole. Extending from the base of the terminal 
phalanx of the little finger to a point nearly half way 
up the forearm is a double fold of skin which appears 
like a web, in the free edge of which a more dense cica- 
tricial cord can be felt. Motions at the wrist and of 
the little finger are considerably limited. 

Operation: Two v-shaped incisions were made for 
the purpose of obtaining two flaps of skin with the 
apices of the flaps directed downward. The apex of 
the lower flap was situated about opposite the middle 
of the terminal phalanx of the little finger. The apex 
of the upper flap was about opposite the wrist joint. 
At this level the incisions started from the free edge 
of the web obliquely upward on the anterior and pos- 
terior surfaces of the web itself. These incisions were 
extended sufficiently to free the skin from adhesions 
to the deeper parts. A tenotomy was done on all the 
muscles of the hypothenar eminence close to their 
insertion so as to free the little finger. When the skin 
was freed the hand and fingers could be brought into 
a normal position. While held in this position sutures 
were applied in such a way as to convert the v-shaped 
incisions into y-shaped figures because of the drawing 
upward of the apices of the flaps. The wound healed 
with but little interference with the nutrition of the 
skin. At the present time it will be observed that 
the outline of the hand and forearm is practicalky 
normal, that the web of skin has entirely disappeared, 
and that the motions of fingers and wrist are practically 
normal, 


CHOPART AMPUTATION. 


BY H. L. BURRELL, M.D., BOSTON. 


This patient, a teamster, twenty-three years of age, 
came into my service on the 3d of October. He had 
been in the hospital twice before with necrosis of the 
fifth metatarsal bone, and at another time with per- 
forating ulcer of the foot. He has a history of syphilis 
and has symptoms which indicate that the ulceration 
on his foot is dependent upon a nerve lesion. There 
is now a perforating ulcer, the size of a dime, on the 
sole of the left foot at the base of the great toe, and a 
smaller one at the base of the third toe. The fifth toe 
has already been amputated. The tissues of the 
unterior portion of the foot were infiltrated with puru- 
lent exudate and it was finally decided to recommend 
amputation. The patient objected to amputation at 
the point of election on the leg and preferred to have 
one of the foot amputations done. He was told that 
they were not as satisfactory as leg amputations in 
fitting an artificial limb, and after some considera- 
- he decided to have an amputation of the foot 
done. 

On Oct. 24 a Chopart amputation was done. The 
tendons in the plantar flap were sutured to the anterior 
tendons by a Pagenstecher thread. The plantar flap 
was ample. The tendon Achilles was subcutaneously 





divided. The patient has recovered without incident 
and now has an excellent stump on which he can bear 
weight. 


Foot amputations have been largely discarded, 
particularly Chopart’s, principally because the 
weight is transmitted to the anterior portion of 
the foot and the sear of the Chopart is drawn 
downwards, pressed upon in walking, becomes 
tender, and is believed to render the foot prac- 
tically useless. A good artificial leg cannot be 
fitted well to a foot amputation, although Marks, 
I believe, considers that he can fit an artificial 
limb to an amputation of the foot. However 
this may be, a Chopart amputation is at present 
rare, and it is a question whether the result will 
be useful to the patient. Ishall watch the prog- 
ress of this case with interest, believing as I do 
that there is a great deal of tradition in discard- 
ing amputations of the foot. 
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Medical Progress. 


RECENT PROGRESS IN GYNECOLOGY. 


BY W. L. BURRAGE, M.D., 








BOSTON. 


PATHOLOGICAL HISTOLOGY OF CHRONIC 
OOPHORITIS. 


CarLo Pinto * has made histological examina- 
tions of twenty-three ovaries in twelve cases of 
chronic odphoritis operated on in a hospital at 
Dresden, with the following results: The altera- 
tions of the stroma vary; in some there is a 
simple hyperplasia of the connective tissue ele- 
ments, while in others the alteration is so com- 
plete that the substance looks like a mass of 
connective tissue. In other cases the cortical 
zone shows all the follicles atrophied and changed 
to connective tissue. The blood vessels show a 
hyaline degeneration of the intima and media, 
and a small celled infiltration around them. 
There is a vascular hyperemia, especially about 
the follicles, and hemorrhagic foci in the stroma 
are numerous. In the parenchyma the germina- 
tive epithelium is often lacking; in some cases 
the epithelium dips down into the substance so 
as to form small cysts lined with epithelium. 
Of the primordial follicles the number is much 
diminished. The Graafian follicles in process of 
development are also few in number. The de- 
velopment of the follicles is interrupted by the 
inflammation, and atresiaensues. There are often 
perifollicular hemorrhages and alteration in the 
form of the follicle. The cells of the membrana 
granulosa are the subjects of granular degenera- 
tion and contain vacuoles. The germinal vesicle 
has disappeared entirely in many cases. The 
author ends by classifying chronic o-ophoritis as 
follows: (1) Chronic diffuse o-ophoritis, in which 
the pathogenic agent enters by the vessels of the 
hilum, and the whole substance, stroma as well 
as follicles, is involved. (2) Chronic cortical 
odphoritis, in which the pathogenic agent enters 


1 Archivo di Ostetricia e Ginecologia, June and July, 1904. Medi- 
cal Record, Vol. Ixvi, p. 591. 
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by the external surface of the ovary, involving 
the cortical portion, follicles and stroma. (3) 
Microcystie degeneration may be considered as a 
third form of chronic inflammation of the ovary 

No matter how great the cystic alterations of 
the ovary may be, some portion is preserved to 
‘arry out its normal functions. 


VULVOVAGINITIS IN LITTLE GIRLS. 


Sara Welt-Kakels? reviews the literature of 
this affection from the eighteenth century when 
fluor albus in children was first mentioned in 
treatises on diseases of women and children up 
to the present time, and also presents a clinical 
study of one hundred and ninety cases observed in 
the children’s department of the Mount Sinai 
Hospital Dispensary, New York, during the ten 
years from 1893 to 1903. 

With the discovery of the gonococcus by 
Neisser in 1879, the previous views as to the 
causation of vulvovaginitis underwent a change, 
and of late years the gonococcus has been detected 
in a majority of cases reported by different 
observers. Of the epidemics reported the dis- 
ease was transmitted for the most part by infected 
bathtubs, less commonly by soiled linen. In one 
instance, Suchard of Lavey, in Switzerland, ob- 
served an epidemic of vulvovaginitis among the 
bathers at a sulphur spring. Of twelve girls 
who had bathed in one pool, one, a six-year-old 
child, acquired an acute vulvovaginitis after the 
fourth bath. She was at once isolated and the 
basin thoroughly cleaned, but inside of the next 
six days the other eleven children had also con- 
tracted the disease, which was of a mild type. 
Two months later a new outbreak occurred. 
This was in another adjacent pool. Eleven girls, 
a woman of thirty and a boy three years of age 
bathed together. After the seventh bath three 
girls were taken ill and in the next three days the 
remaining eight girls acquired the disease; the 
woman and the little boy escaped. In another 
epidemic which occurred in the city of Posen in 
1890, 236 school-girls, aged from six to fourteen 
years, were taken ill inside of eight to fourteen 
days with vulvovaginitis. They had all used the 
same public bath house, where, on account of 
limited accommodations, two or more children 
were required to bathe in one tub. It is interest- 
ing that though a large number of boys used the 
same bath house none of them contracted gonor- 
rhea. 

The association of gonorrheal ophthalmia with 
gonorrheal valvovaginitis is spoken of, and atten- 
tion called to Epstein’s statement that vulvo- 
vagnitis of the newborn is often due to the con- 
tact of the infantile genitals with the infectious 
secretion of the genital canal of its mother during 
parturition. 

The author observed in her clinic 190 cases of 
vulvovaginitis or 1.6% of all the children treated 
between 1893 and 1903. Most observers give 
from .6% to 1% of all cases. The largest number 
occurred in children between the ages of two and 
five and the disease was rare after the tenth year. 

2N. Y. Med. Journ., lxxx, p. 689. 





Two types of the disease are differentiated, the 
catarrhal and the gonorrheal, the latter being the 
more pronounced and severe and the former the 
milderform. Urethritis is not necessarily present ; 
suppuration in Bartholini’s glands was never 
observed, and in like manner the inguinal glands, 
though enlarged in many cases, did not suppurate. 

Gonorrheal vulvovaginitis was often contracted 
through sleeping with the mother or sister who 
suffered from an infectious genital discharge. 
In other eases the children infected themselves 
by handling contaminated bed linen, towels or 
utensils and conveying the virus to their genitalia 
on their fingers. As a rule, the infection was 
indirect and accidental. Catarrhal vulvovagin- 
itis in the author’s cases was caused by unclean- 
liness, a foreign body or traumatism; it was 
commonly seen in children under two years of 
age with summer diarrhea. 

The gonorrheal form is extremely obstinate 
and does not readily yield to treatment. Although 
the inflammatory symptoms usually disappear at 
the end of from four to six weeks, there are apt 
to be exacerbations. One author reported find- 
ing gonoccocci in the discharge after the disease 
had lasted four years. There are grounds for 
the belief that deformed and undeveloped uteri 
found in young women are consequences of vulvo- 
vaginitis in early life, so also pyosalpinx and 
localized peritonitis result from the same cause. 
The catarrhal form generally yields readily to 
appropriate hygienic and simple therapeutic 
measures. 

The complications most commonly observed 
are acute purulent peritonitis, gonorrheic arthr- 
itis, and purulent ophthalmia. Cystitis has been 
rare. The treatment which the author found of 
most use in the acute cases was the application 
of a solution of potassium permanganate, 1-2000, 
to the vulva, and irrigations of the introitus by 
means of a soft rubber catheter after the swelling 
of the labia had subsided. The frequency of the 
irrigations was timed according to the amount 
of the discharge; if very profuse two or there 
times a day. In the chronic stages solutions of 
silver nitrate, 1-200 to 1-800 were alternated, 
with the permanganate solutions. To make the 
treatments the child is placed in the dorsal posi- 
tion on a table with knees flexed and thighs spread 
apart. To avoid spread of the infection the 
vulva is protected by a sterile cotton pad held in 
place by a T bandage, iodoform or dermatol 
being used either in powder form or as a salve 
on the dressing. No attempts were made to 
abort the disease and no intra-urethral treatments 
used. The patient sleeps alone and all bed linen, 
towels and utensils are kept separate. 


CAUSE OF HEMORRHAGE IN FIBROIDS. 


Theilhaber and Hollinger* oppose the view 
that hemorrhage in fibroids is due to hyper- 
plasia of the endometrium. They examined nine- 
teen myometous uteri removed at operation and 
found that atrophy of the mucous membrane was 
more common than hypertrophy. “ Myofibrosis ” 

3 Archiv. fiir Gynikologie, Bd. lxxi, H. 2. 
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of the uterine tissues renders the musculature of 
the vessels insufficient so that, especially during 
menstruation, the vessels cannot close. Other 
determining factors of bleeding are the strength 
of the muscular contractions in the tumor, the 
number of vessels and their situation, and the 
force of the blood current, dependent on psychic 
influences. 


PAPILLOMA OF THE OVARY. 


S. Pozzi* combats the popular impression that 
cysts and papillary tumors of the ovary are 
necessarily malignant and fatal. He points out 
that these tumors form but one clinical and 
anatomo-pathological group, and that many of 
the tumors are more or less large cysts which 
have burst open; that papilloma is often asso- 
ciated with ascites in considerable quantity with 
external vegetations, and that eventually there 
are disseminated growths over the parietal and 
visceral peritoneum. 

Pozzi lays down seven propositions summing 
up his views: (1) Papillary tumors of the ovary 
(cystic or solid) must not always be considered 
as malignant. Not infrequently some of these 
tumors never undgero malignant degeneration, 
and do not relapse after removal, or only after a 
long time and then but locally without metas- 
tases. 

(2) It is necessary to make a careful distinction 
between. carcinomatous generalization (which 
takes place through lymphatics and blood vessels) 
and simble grafts which result from contact or 
from growth upon the peritoneum of detached 
papillary vegetations of the ovary. This latter 
process is benign, and can be compared with what 
happens with papilloma and warts of the skin. 

One case which presented the longest survival 
was a woman twenty-five years old, upon whom 
Pozzi operated in 1878, removing papilloma of 
both ovaries with very abundant ascites. Recov- 
ery was complete and the patient was well until 
1898, twenty years, when she developed ascites 
with edema of both legs. The second operation 
was done in 1899 the recurrent tumor being found 
quite fixed to the pelvic floor, and the patient in 
a very bad condition. Nothing but drainage was 
attempted, and the patient made a rapid but 
temporary recovery. Health was satisfactory 
for about a year, then she failed and died in 
1901. 

(3) Some of these tumors undergo a malignant 
process which, at the beginning, is limited, may 
afterwards extend all over the mass, and at last 
brings on a real generalization with cancer 
metastases. 

(4) In the absence of positive symptoms of 
malignancy (cancerous cachexia, or visceral 
metastases) operators must always behave to- 
wards these tumors as if they were benign, and 
proceed to remove the largest extent possible of 
the neoplasm. The disseminated growths, or 
even small parts of the papillary tumor detached 
and lost in the peritoneal cavity, may disappear. 
In other cases they will be the origin of local 

‘Amer. Jour. Obstets., Vol. 1, p. 433. 





recurrence;. but these relapses can: be treated 
successfully by later operations. 

When the papillary growths are very bard. and 
supplied with large blood vessels and evidently 
malignant Pozzi advises against removal. 

(5) Frequency of successive invasion by both 


-ovaries by papillary tumors constitutes indica- 


tion for removal of the adnexa of both sides, even 
if those of one side are still healthy, at least in 
women who are approaching the menopause. 
In young women it would be preferable to venture 
a new laparotomy. 

(6) With bilateral papillary tumors operative 
technic will be greatly simplified by performing 
subtotal or total eo anatanied according to the 
case. 

(7) Drainage is not necessary when cysts do 
not present outside vegetations and when there 
is no ascites. Every time ascites is present, it is 
right to drain the peritoneal cavity for some time, 
never more than four days. 


ABDOMINAL HYSTERECTOMY BY HEMISECTION OF 
THE UTERUS. 


G. dal Fabbro°® strongly favors the method of 
Faure of Paris, in performing hysterectomy in 
cases in which the adnexa are very adherent to 
the surrounding structures. This method con- 
sists in grasping the fundus of the uterus by 
means of two strong forceps, and, having drawn 
the organ forward, dividing it longitudinally. 
The mucosa which is thus exposed is immediately 
cauterized with the Paquelin cautery, and there 
is but little hemorrhage, provided the Fallopian 
tubes are not injured. Each half of the uterus 
and the corresponding ovary and tube are then 
removed in turn, beginning below and working 
upward and outward. The scissors cut succes- 
sively the cervix uteri, the broad ligament, the 
round ligament and the infundibulum. The 
adhesions are slowly severed and the arteries 
tied as they are encountered. The objection to 
this method is the possibility of infection follow- 
ing the opening of the uterine cavity, but this 
objection is not important in view of the brilliant 
results obtained with this procedure by Faure 
and others. 

In the case of cancer of the uterus Faure uses a 
method called decollation by which he separates 
the uterus from its attachments first and then 
removes the adnexa. 


CASTRATION FOR MENSTRUAL MOLIMINA FOLLOW=- 
ING HYSTERECTOMY FOR CANCER. 


Bluhm * reports the case of a virgin, forty years 
of age, whose menstruation had originally been 
painless. Having developed cancer of the uterus 
the uterus was removed, the ovaries and tubes 
being spared. Dysmenorrhea was marked dur- 
ing the growth of the cancer and periodic pains 
returned with severity at a time nearly a year 
and three quarters after the hysterectomy, 
necessitating o-ophorectomy. Microscopic exami- 

5 Gazetta degli’ Ospedale, Sept. 11, 1904. N. Y. Med. Jour., Vol. 
*S Zentralblatt fiir Gynikologie, No. 28, p. 884. 
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nation of the ovaries removed showed them to 
be normal to all intents and purposes. The 
writer is opposed to the practice of leaving the 
ovaries in malignant cases, not only on account 
of the risk of metastasis, but because of the prob- 
ability that the ovaries will continue their func- 
tion and may give rise to distressing pains. 


RESECTION OF THE UTERO-OVARIAN SYMPATHETIC. 


G. Fuschini’ states that the operation of 
removing the utero-ovarian sympathetic plexus 
was devised by Giuseppe Ruggi in 1889, who per- 
formed the operation in the case of women who 
continued to complain of disturbances in their 
generative organs in spite of the fact that they 
had been subjected to various operations for the 
relief of these conditions. 

Fuschini has used this method in three similar 
cases with very good results, and in addition he 
has operated upon a number of other patients 
in the same manner, either with or without 
removing the adnexa, sparing them whenever 
possible. 

The remote results could not be judged because 
of the short time which had elapsed since the 
operations. The operation is recommended in 
place of the numerous ovariectomies so much 
in vogue with some surgeons. 


RADIOTHERAPY OF UTERINE TUMORS. 


J. Deutsch*® describes a number of cases of 
uterine tumors which retrogressed under Rontgen 
treatment. They were diagnosed as myomata, 
and one patient, whose case is reported in detail, 
measured 120 cm. around the waist, but under 
treatment was reduced to 95 cm. After five 
exposures the previous bladder troubles were 
relieved and vanished entirely after seven more. 
The course of treatment lasted two years, with 
ninety exposures. A large co-existent struma has 
entirely vanished. In one of the cases the myoma 
rapidly retrogressed during the course of thirty 
exposures, but another tumor, probably an 
ovarian cyst, showed comparatively little change. 
Two of the patients had blood-stained serous dis- 
charges from the vagina every time after the 
exposures. The myoma had caused hemorrhages 
in one instance, but these were much reduced 
under treatment. Two of the patients exhibited 
symptoms similar to those noticed during thyroid 
treatment of goiter, but they ceased when treat- 
ment was suspended. Patience and _persever- 
ance are needed to accomplish any results with 
radiotherapy of deep-lying tumors. 


THE QUESTION OF TUBAL MENSTRUATION. 


Thorn discusses this interesting question * and 
concludes that swelling of the tubal mucosa un- 
doubtedly occurs during menstruation simul- 
taneously with the swelling of the uterine mucosa, 
but that a loss of blood from healthy tubes at 
such a time has not as yet been observed. Obser- 


1 Gazetta degli’ Ospedale, Sept. 18, 1904. N. Y. Med. Jour., Vol. 
Ixxx, p. 899. 
§ Miinchener Medicinsche Wochenschrift, No. 37. Jour. Amer. 
Med. Asso., Vol. xliii, p. 1428. 

§ Fortschritte der Medizin, Sept. 10, 1904. N. Y. Med. Jour., 
Vol. Ixxx, p. 910. 





vations to determine this point have been made 
upon tubes which were removed by abdominal 
section during the menstrual period, upon the 
tubes of an inverted uterus, upon the healthy 
tubes of women who died while menstruation 
Was in progress, and upon those which were 
removed in connection with the removal of myo- 
matous and carcinomatous uteri. In none of 
these cases could the menstrual flow from the 
tubes be determined. 

In pathological conditions of the tubes, how- 
ever, with fistule communicating with the abdo- 
minal wall or the vagina, hemorrhages may occur 
which are quite similar to those which proceed 
from the uterus during menstruation. Thorn 
adds two new cases to those already reported, 
one, a case of fistula leading from the tube to the 
abdominal wall following the enucleation of a 
myoma, the other a case of tubo-vaginal fistula 
following hysterectomy, the adnexa upon the 
right side having been retained. In both cases 
periodical hemorrhages of the menstrual type 
proceeded from the openings of the fistule. 
The hemorrhages in the second case were regarded 
as an illustration of the so-called vicarious men- 
stration. Conclusions as to normal tubal men- 
struation could not properly be drawn from 
these cases. 


A NEW OPERATION FOR CYSTOCELE. 


J. Riddle Goffe,° who has had an extended 
experience in operating on the uterus and its 
adnexa by the vaginal route has devised an 
operation for cystocele which consists in making 
a cross incision in the anterior vaginal wall just 
in front of the cervix. From the middle of this 
line an incision is made at right angles to it down 
the entire length of the anterior wall of the 
vagina. The incisions go through the fascia 
down to the bladder wall. The bladder is then 
dissected widely and freely from the interior of 
the fascia on either side of the median line till 
the entire organ is set quite free throughout its 
entire base and sides. The vesico-uterine pouch 
is then entered and the peritoneum torn across 
the face of the uterus and well out on the face of 
the broad ligaments. The bladder is stitched by 
an interrupted suture of chromic gut at three 
points, viz., to the middle of the anterior face of 
the uterus, and to each broad ligament, the points 
on the broad ligaments selected being sufficiently 
wide apart to spread out the bladder wall. The 
sutures are left long until all three are in place, 
then the middle one is tied first. 

The operation is completed by trimming away 
all the overstretched vaginal sheath and mem- 
brane at either side of the longitudinal vaginal 
incision and bringing together the bare, strong 
fascial edges with interrupted catgut sutures. 
Malposition of the uterus must be corrected 
before the cystocele operation is undertaken. 
Permanent support of the bladder and of the 
anterior vaginal wall is claimed for the procedure, 
which Goffe has employed eight times. 

10 Jour. Amer. Med. Asso., Vol. xliii, p. 1432. 

(To be continued.) 
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(Continued from No. 7, p. 198.) 
CYSTS OF THE PANCREAS. 


Dr. D. W. Basuam of Wichita, Kan., followed with 
a paper on this subject. He referred briefly to the 
physiological anatomy of the gland, in order to eluci- 
date the principles underlying the formation of a cyst 
of this organ. He recounted the symptomatology, 
and pointed out the difficulty attending the diagnosis. 
As to treatment, Gussenbauer was the first to marsu- 
pialize the sac, and since then this has been a favorite 
procedure with most surgeons. The only question 
regarding this method, is whether to attach the sac 
to the abdomen and incise at once, or to operate @ deux 
temps. If there is plenty of time and the cyst is not 
so large that a day or two may make any difference 
in the result, he thinks it is better to operate in two 
stages, stitching the sac to the peritoneum and muscles, 
and opening two or three days later. Iixcision of the 
sac is not often practical, but may sometimes be at- 
tempted. Often such a course will expose the patient 
to the risk of contaminating the peritoneal cavity with 
pancreatic secretions. 

He reported the case of a tumor of the pancreas in 
a woman, sixty-two years of age. The tumor was 
removed. The patient left the hospital at the end of 
seven weeks, and he has not seen her since. The 
woman’s dyspeptic manifestations were better after 
the operation than before, but were not entirely relieved. 
About the first of December, the patient began to have 
serious trouble with her stomach, and called a phy- 
sician, who was able to outline a tumor in the region 
of the pylorus, which he diagnosed as cancer of the 
stomach. 

Dr. Wruuiam 1D. Hacearp thinks inflammations of 
the pancreas will occupy the most prominent position 
in the future development of surgery. Disease of 
this organ is closely allied to surgery for lesions in the 
upper abdomen. When one stops to think how our 
knowledge has been amplified in the last two years 
relative to this sequestered organ, and when one con- 
siders that many cases of so cailed gastritis, intestinal 
obstruction, ete., are, after all, probably instances of 
pancreatitis, it makes surgeons realize that the lesson 
has been appreciated, but we have not yet mastered 
the diagnosis of this as well as other lesions; neverthe- 
less more attention should be addressed to lesions of 
the pancreas than has been done in the past. He 
referred to the three types of infection, and called 
attention to the excellent work done by Opie, Robson 
and others. 

Dr. BrockMAN in closing, expressed the opinion 
that pancreatic cysts are not so uncommon as has been 
supposed. He has had four such cases in the last 
twelve or fourteen years. 

EXCISION OF THE ELBOW JOINT FOR TRAUMATIC AND 

ARTHRITIC ANKYLOSIS. 


Dr. B. Merritt Ricketts of Cincinnati, Ohio, read 
a paper on this subject in which he drew the following 
conclusions: ‘ (1) Excision of the elbow joint for 
ankylosis, due to any cause, at any age, is a most 
rational procedure. (2) If possible, it should be done 
before or at the time ankylosis is complete. (3) A 
posterior median incision is the most practical. (4) 
With care the operation can be done without injury to 
blood vessels or nerves. (5) Drainage should always 





be provided for. (6) The arm should be placed upon 
a right angle splint. (7) Results are better when 
only the articulating surfaces are removed. (8) If 
there is complete bony union of the articulating sur- 
faces, much more bony tissue must be sacrificed, 
because disarticulation cannot be accomplished. (9) 
All soft structures cut transversely will unite, but 
new insertions are formed which destroy their function. 
(10) All attachments of tendons and muscles should 
be preserved. (11) All periosteum should be preserved. 
(12) If excision of the joint is complete, leaving only 
the ends of the shafts, flail joint can be prevented by 
approximating their ends with kangaroo tendon at 
the time of primary operation. (13) Wire or nail 
may be used, but their removal sooner or later will be 
imperative. (14) Flail joint rarely results from any 
form of excision, but is more likely to be found follow- 
ing excision of the entire joint. (15) If flail joint 
results, a mechanical device may be employed. (16) 
Injections of aleohol or one or more of the various 
astringents will increase fibrous tissue both in quantity 
and density.” 


THE OPERATIVE TREATMENT OF FRACTURES AND SPRAINS. 


Dr. A. E. Bensamin of Minneapolis, Minn., stated 
that frequently fractures were not recognized, and that 
complicated joint fractures without operative treatment 
gave poor results. All fractures should be examined 
with the x-ray to diagnose positively and locate the 
injury. The ordinary form of treatment of even 
simple fractures often results in a deformed and crippled 
limb. The term ununited fracture is a myth; the 
condition is invariably due to some preventable cause. 
The habit of using the x-ray in all fractures leads to 
more operative measures, although without its use 
diagnosis is frequently impossible and treatment un- 
certain. There is frequently as great a subcutaneous 
injury from a fracture as in a compound fracture, and 
it is just as essential that an operation should be per- 
formed in such cases in order to prevent a lasting injury 
to the nerve and muscle tissue. By an operation upon 
these fractures drainage is established, pain and fever 
lessened, exostosis and the organization of the exudate 
are less permanent, and necessarily there follows less 
permanent injury to the soft structures. Associated 
with fractures there is frequently a sprain or a 
tearing away of ligaments, cartilages, and dislocation. 
The progress of a joint that has been sprained is 
often slow and discouraging, resulting in a weak and 
insecure union of ligaments. It is advisable to operate 
upon a number of sprains, especially where there is a 
great deal of exudate and pain. By the operative 
method drainage is established, pain relieved, the liga- 
ments can be stitched in their natural place of habita- 
tion, the convalescent period is shortened, and a 
greater proportion of cures results. 


THE SURGICAL CONSIDERATIONS OF GASTRIC DILATATION. 


Dr. A. M. Ponp of Webster City, Iowa, after con- 
sidering the etiology, stated that in his last three cases 
of gastric dilatation due to impairment of the stomach 
wall, he has modified the standard operation. Suffi- 
cient time, however, has not elapsed to warrant a de 
scription of the operation. The last case was operated 
June 4. In each instance a very satisfactory result 
was obtained. The success of the operation depends 
upon the patency of the pyloric orifice and the ability 
of the gastric muscle to regain its normal tone. The 
author believes that gastric dilatation is usually a 
sequence rather than a primary cause of discomfort, 
and that it owes its presence to some disturbance of 
the elemental dynamics of digestion. 
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TREATMENT OF ACUTE PERFORATIONS OF THE 


ABDOMINAL VISCERA. 


UPPER 


Dr. VAN Buren Knorr of Sioux City, Iowa, pointed 
out the importance of the early recognition of such an 
accident, saying that an accurate diagnosis as to which 
organ is involved is neither possible nor necessary at 
all times. The symptoms of gastric or duodenal per- 
foration will usually be more intense than those of per- 
foration of the gall bladder. The previous history of 
the case is of importance in making a differential diag- 
nosis. The treatment is successful in direct ratio to 
the promptness with which it is instituted. The result- 
ing peritonitis is the most important outcome of the 
accident, and its treatment in the various cases is simi- 
lar. He emphasizes the value of posture in treatment. 


PNEUMATOCELE. 


Dr. L. L. McArtruur of Chicago reported a rare 
case of pneumatocele, saying that it is a gas-containing 
tumor of the cranium, very rare, in that there have 
been only 32 cases recorded since 1741. It always 
originates in connection with either the mastoid or 
frontal sinuses. It is not to be confounded with 
emphysema, which is gas in the cellular tissue. Pneu- 
matocele is gas in the pericranium. Incident to 
the elevation of the periosteum are secondary bony 
outgrowths, giving the tumor a peculiar feel. In the 
pre-antiseptic era the simple benign pneumatocele 
became a dangerous affair, because of the frequent 
connection with the mastoid sinuses, with the poten- 
tial septic meningitis. Since antiseptic surgery has 
become well-established, all of these cases recover. 
THE 


VALUE OF SKIAGRAPHY IN 


FRACTURES. 


THE TREATMENT OF 


Dr. H. A. Sirron of Milwaukee, Wis., exhibited 
numerous skiagraphs in connection with a paper on 
this subject. He is of the opinion that, when it is pos- 
sible, the Roentgen ray should be used in the treatment 
of every fracture. It has its deceptions, but these 
mean nothing to the physician who has made a study 
of the subject, and who is familiar with the conditions 
under which the skiagraph was taken. Some urge 
its use in the obscure or complicated cases only, but 
the difficulty with this plan is that we can never tell 
whether or not a fracture is complicated until a radio- 
graph of it is taken. 

It is the surgeon’s duty to do his best for the patient, 
and to do this he should look upon every case of frac- 
ture as complicated until it has been shown to be 
otherwise by a good radiograph. A good radiograph 
is of value for future information from a forensic stand- 
point, but no radiograph, in his opinion, should be 
admitted as evidence in any medico-legal dispute, 
unless both parties to the dispute know the conditions 
under which the radiograph was taken. 

This paper was discussed by Drs. L. L. McArthur, 
J. W. Andrews, C. E. Ruth, A. I. Bouffleur, M. L. 
Harris, A. E. Benjamin, all of whom concurred in the 
opinion that the x-ray was an important confirmatory 
aid to the surgeon, but that radiographs should not 
be admitted as evidence in a court of law. 


THE MANUFACTURE AND USE OF TIN SPLINTS. 


Dr. ArrHur T. MANN of Minneapolis made a plea for 
the general utility of tin splints. He pointed out the 
simple equipment necessary to make them; also the 
ease of making the splints and patterns for them. He 
described several tin appliances which are useful for 
the surgeon, and among them a device for regaining 
flexion and extension of the elbow joint after fractures 





and dislocations. He also exhibited a device for the 
protection of the line of sutures in operative cases of 
cleft palate. 


SYNCYTIOMA MALIGNUM. 


Dr. H. C. Crowety of Kansas City, Mo., reported 
a case of this comparatively rare disease, which was 
accompanied by a detailed pathological report of the 
specimen. He referred briefly to other cases which 
he had found in the literature. 

Dr. ARCHIBALD MACLAREN reported a case of what 
he had supposed to be a soft edematous fibroid from 
the history, but after operation the case proved to be 
one of syneytioma malignum. 


FRACTURES OF THE TARSAL BONES. 


Dr. Danret N. E1rsEnDRATH of Chicago called atten- 
tion to the surgical anatomy of these bones and to the 
mechanism of fractures. After discussing the symp- 
toms and diagnosis, he reported six instructive cases 
on which he had operated, and presented the following 
conclusions: “ (1) ‘The astragalus and os calcis bear 
the entire weight of the body. (2) They are most 
frequently broken in falls from a height directly upon 
the fect (compression variety), or by tearing off of a 
portion of one of the bones, either when the heel is fixed 
or sudden supination or pronation, or in forcible dorsal 
flexion of the foot. (3) Early diagnosis, on account 
of the danger of sepsis from secondary skin necrosis, 
is of great importance. (4) If there is no displacement 
of fragments, treat the case by a cast for six weeks, 
with early massage. If displacement should threaten 
necrosis of skin, convert into an open fracture, and 
either remove the fragment or suture it.” 


(To be continued.) 
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Light Energy. Its Physies, Physiological Action 
and Therapeutic Applications. By MarGaRetT 
A. CLeaves, M.D. pp. 811. New York: Rebman 
Company. 1904. 


This is an excellent exposition of the physical 
properties of light, its action on the lower and 
higher forms of life. 

Separate chapters are devoted to the physics 
and therapeutic use of sun-baths, electric are 
baths, incandescent light baths, both in their 
natural strength and concentrated. The author 
discusses the use of blue, red and ultra-violet 
light energy, and considers the N-rays, radium, 
fluorescence, sensitization, the action of light on 
supersensitive skins, insulation and the patho- 
logical effect of electric lighting. 

The results of treatment in cases under the 
author’s care and from the literature are given. 
The number of cases is in many instances too 
small to admit of fair judgment,—a fact which the 
author continually keeps in mind. In general, 
the results are such as to warrant a more exten- 
sive use of light as a therapeutic measure. 

The literature is carefully and critically re- 
viewed. The book should, as the author hopes, 
stimulate further inquiry and more carefully 
recorded data. 
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STATE MEDICAL LICENSES. 


Tue effort to establish and maintain the in- 
creasingly high standard for medical practitioners 
is illustrated by the recent annual report of the 
State Board of Medical Examiners of New Jersey. 
This board, like many others in various states, is 
attempting, with the highest possible measure of 
justice to all concerned, to regulate the legitimate 
practice of medicine by demanding a certain 
somewhat definite preliminary training. In order 
to procure a medical license in the state of New 
Jersey the previous training of the individual is 
taken into account, together with his medical 
knowledge and his moral character. It is de- 
signed that every opportunity be given appli- 
cants to obtain the educational credentials 
necessary for admission to examination. To 
this end students who have not been able to take 
a high school course are allowed the privilege of 
presenting an equivalent degree of education to 
be determined by the state superintendent of 
public instruction. In New York State all of 
the medical schools require at least a high school 
course or its equivalent for matriculation as a 
minimum. Such a standard does not appear 
unduly high, nevertheless it has been shown that 
a number of medical schools do not maintain the 
requirements as stated in their catalogues. A 
mercenary motive no doubt enters into consid- 
eration since the success of certain schools de- 
pends upon the number of students. New Jersey 
has done good work in adopting and enforcing 
uniform entrance requirements, and as the result 
a better educated class of physicians is practicing 
in the state than ever before. The medical 
requirements demand four full years of study of 
nine months each. Certain concessions are, how- 
ever, made to physicians applying for license, 





who have previously been in practice. Five years 
of practice may be accepted as an equivalent for 
one course of lectures, and ten years for two 
courses of lectures. By this means older physi- 
cians are not discouraged fom changing their 
place of practice to New Jersey, if they so desire. 
A step in progress is shown by the fact that two 
medical schools in one of the large cities have 
been told that their graduates after 1904 cannot 
be admitted to the state examinations. 

It is not our purpose to enter into the details 
of this significant report. We commend it to those 
interested in the general elevation of the standard 
of medical practice throughout the country, and 
in the future possibility of a greater degree of 
co-operation between the various states in the 
way of the wider interstate exchange of license. 
The principle involved in this effort which the 
profession in New Jersey is making is one which 
naturally has a very wide bearing. There is no 
lack of evidence that the standard of accepted 
medical practice is far higher in certain parts of 
the country than it was ten years ago. What we 
now particularly need is a greater uniformity, 
and this in a country, situated as the United States 
is, is a matter of peculiar difficulty and one which 
probably can never be so satisfactorily settled as in 
more closely populated countries. In the mean- 
time, however, if each state takes the matter up 
seriously, as many have already done, it will do 
much toward hastening the uniformity of medical 
education which is so manifestly demanded 
for the best good of the profession. 


asiiien 
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VISIT OF BRITISH PHYSICIANS TO PARIS. 


Ir will be remembered that some months ago 
a number of distinguished French physicians 
visited London for the purpose of interchange of 
ideas and social intercourse. It is now suggested 
that this courtesy be returned by the invitation 
to Paris of certain British physicians and surgeons 
for the purpose of visiting the hospitals and dis- 
cussing in detail matters relating to medical edu- 
cation. In order to accomplish this purpose a 
committee has been formed in Paris under the 
presidency of Professor Bouchard, and an invi- 
tation was sent last December to the London 
committee of which Sir William Broadbent is 
chairman. The difficulty appeared to be a ques- 
tion of dates merely, but now the invitation has 
been definitely accepted, and, in fact, a decision 
has apparently been reached that the meeting 
be held toward the middle of May. The list of 
physicians will later be forwarded to Paris. 
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At the time of the French visit to England we 
commented upon the great desirability and sig- 
nificance of such an interchange of views by men 
representing medicine in different countries. We 
saw no good reason why this idea, inaugurated by 
the French and English, should not further be ex- 
tended and provision made for the visit in num- 
bers of physicians to various countries not their 
own. It would naturally be a matter of some 
difficulty, not to speak of the expense, to arrange 
for such an interchange of distinguished men be- 
tween America and the Continent of Europe. 
Nevertheless, with our constantly improved 
methods of transit, it could be so planned that 
not many days of a man’s working time would 
be required for the accomplishment of the pur- 
pose designed. The interchange of professors 
between America and certain Continental coun- 
tries appears to be well started, and we cannot 
doubt that the same plan, somewhat more exten- 
sively applied, might easily be carried out with 
reference to groups of men interested in a common 
subject. That such an intimate interchange of 
ideas would be beneficial to the visitors as well as 
to the visited there cannot be the slightest ques- 
tion. Not many years ago the visit even of an 
individual man of prominence to America from 
Europe was heralded widely. This ha; now come 
to be a common occurrence, and the recent 
experience at St. Louis, where were collected for 
a short time only, distinguished men from all 
parts of the world, may be regarded as a pro- 
phesy of what may be expected in the years to 
come. In any event we are convinced that 
nothing will conduce more to the progress of 
medicine through the increasing sympathy of 
its leaders than just such a personal interchange 
of ideas as the suggested plan would of necessity 
bring about. 


eles 


COMPULSORY VACCINATION UPHELD. 

With two justices dissenting, the Supreme 
Court of the United States rendered a decision 
Feb. 20 relative to compulsory vaccination in 
this state. From this decision it results that the 
State of Massachusetts has a right to enforce any 
order to compel inhabitants to submit to vacci- 
nation for the purpose of preventing the spread of 
smallpox. The case has been long pending, the 
plaintiff being Henning Jacobsen of Cambridge. 
In the winter of 1902, during the prevalence of 
smallpox, the Board of Health of that city ordered 
vaccination under the provisions of the law. 
Jacobsen declined to be vaccinated on the ground 





that his personal liberty was involved. The 
case was brought to trial in the Massachusetts 
courts, which decided against the claims of Jacob- 
sen. An appeal to the United States Supreme 
Court followed, and the decision to which we have 
alluded is the result. We quote certain of the 
statements made by Justice Harlan in rendering 
the decision. 


“We assume forthe purpose of the present inquiry 
that adults not under guardianship and remaining 
within the limits of the city of Cambridge must submit 
to the regulation of the board of health. On any other 
basis, organized society could not exist with safety to 
its members. Society based on the rule that each one 
is a law unto himself would soon be confronted with 
anarchy and disorder. Real liberty for all could not 
exist under the operation of a principle which recog- 
nizes the right of each individual person to use his own 
will in respect to his person or his property, regardless 
of the injury that may be done to others. It is the 
acknowledged power of a local community to protect 
itself against an epidemic threatening the safety of all 
and to exercise that right in particular circumstances 
and in reference to particular persons. 

“Tt was the duty of the authorities to keep in view the 
welfare, comfort and safety of the many and not permit 
the interests of the many to be subordinated to the 
wishes or conveniences of a few. Accepting the state 
eourt’s construction of the statute, we decide only that 
the statute covers the present case, and that nothing 
clearly appears that would justify this court in holding 
it to be unconstitutional and inoperative in its appli- 
eation to the plaintiff in error.” 


Such a decision as the foregoing is naturally a 
source of gratification to the medical profession 
and to that portion of the laity which is able to 
see the bearnig of the problems of health in their 
broad aspects. The decision can hardly fail to 
be influential in the determination of similar cases 
which will inevitably arise in other states. 


ie 
~o 


A BILL TO PROVIDE FOR THE PREVENTION 
OF BLINDNESS. 

In an editorial in the last issue of the JouRNAL 
on “ Bills before the Massachusetts Legislature,” 
the above bill (Senate No. 186) to provide for 
the prevention of blindness was commented on “‘as 
well intentioned, but futile in its present form.” 
We have been asked by some of those interested 
in the bill, and who express a desire to make it 
acceptable to the medical profession as far as 
this is possible, to refer to it again and gladly do 
so, for we are heartily in sympathy with the pur- 
pose of the bill, though we cannot advocate its 
form. 
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We believe the bill is modelled on one in opera- 
tion in New York, and that in turn was probably 
taken from enactments on the other side of the 
Atlantic — perhaps in England or in Germany. 
The provisions of the bill follow: 


Secrion 1. Should one or both eyes of an infant 
become inflamed, or swollen, or reddened, or show 
any unnatural discharge at any time within two 
weeks after its birth, it shall be the duty of the physi- 
cian, midwife, nurse, relative or attendant having 
charge of such infant to report in writing, within six 
hours, to the health officer or board of health of the 
city or town in which the parents of the infant reside, 
the fact that such inflammation, or swelling or redness 
of the eye or unnatural discharge exists. On receipt 
of such report the health officer or board of health 
shall take such immediate action as to him or them 
may seem necessary in order that blindness may be 
prevented. 

Section 2. Any failure to comply with the provi- 
sions of this act shall be punished by a fine not to 
exceed two hundred dollars. 


The object of the bill is to provide for and to 
secure the early treatment of those cases of 
ophthalmia neonatorum which now, _ being 
neglected, result so often in permanent blindness 
and consequent dependence on friends or on the 
state. This object is certainly a most laudable 
and important one. It seems to us, however, 
that the promoters of the bill in their desire to 
cover the whole field, have given it a too sweeping 
application controlled by an excessive penalty, 
and possibly attended by excessive burdens upon 
health officers and boards of health. And from 
this point of view we believe it would be possible 
to improve the wording of the bill. 

Compulsory reporting and inspection are so 
desirable and necessary under some conditions, 
that they should be used with caution and cir- 
cumspection, and their abuse avoided. 


en 


MEDICAL NOTES. 

DreatH OF PROFESSOR KRNsT ABBE. — The 
death of Prof. Ernst Abbe of Jena is announced. 
He will long be known for his work on the micro- 
scope and optical instruments in connection 
with the firm of Karl Zeiss. 
at the time of his death. 


He was sixty-four 


ELECTIONS TO THE AMERICAN PsysIOLOGICAL 
Society. —— The American Physiological Society 
has recently elected as honorary members the 
following foreign physiologists: Th. W. Engel- 
mann, professor in the University of Berlin; A. 
Dastre, of the Sorbonne, Paris; J. N. Langley, 
Cambridge University; C. 5. Sherrington, Uni- 





versity of Liverpool; Fr. Hofmeister, professor 
of physiological chemistry at the University of 
Strassburg, and J. P. Pawlow, director of the 
physiological laboratory, St. Petersburg. 


Russtan Honors To an ENGLISHMAN. — The 
Medical Press is authority for the statement that 
Dr. Keene, Surgeon to the British steamer Ajaz, 
of Liverpool, has been presented by the Czar with 
a gold cigarette case in recognition of his services 
to the Russian officers and men who were wounded 
at the naval battle off Chemulpo, in February of 
last year, when the Variag was sunk. Dr. Keene 
is a graduate of Dublin University. 


THE MepicaL LIBRARY AND HistToricaL Jour- 
NAL. — This Journal, with editorial office at 
1313 Bedford Avenue, Brooklyn, N. Y., owing 
to the almost total destruction by fire of the 
establishment of its printers on Feb. 13, begs to 
ask the kind indulgence of its subscribers and 
advertisers for delayed publication of the Jan- 
uary, 1905, number. Fortunately, duplicate 
copies of all important manuscripts were made 
before sending them to the printer, so the heavy 
loss incurred by the Journal will not be shared 
by its contributors or readers. The editor de- 
sires to announce that immediate steps have 
been taken for the making of new plates and 
duplicating the entire number which was in press, 
and that this issue will be published at the ear- 
liest possible date. 


THE RONTGEN CONGRESS IN BERLIN. — The 
Berlin Réntgen Society (Réntgen Vereinigung zu 
Berlin E. V.) has arranged for a congress in 
commemoration of the first decennial of Rént- 
gen’s discovery, to be held under the auspices of 
Excellenz von Bergmann, Ehrenpresident, and of 
an honorary committee headed by the Prussian 
Minister of Instruction and His Majesty’s Phy- 
sician, the Surgeon-General of the Prussian army 
and including the President of the III Congress 
@electrologie et de radiologie for those in Germany 
and also in other lands interested in the investi- 
gation, technique and employment of the Rént- 
gen ray. 

The Congress as well as an Exhibition of Appa- 
ratus, Radiograms, etc., will be held in the rooms 
of the Ressource, in the Latin quarter of Berlin 
(No. 24, Oranienburgerstrasse 18) for the four 
days succeeding Easter week, April 30 to May 3, 
1905. 

BOSTON AND NEW ENGLAND. 

Acute Inrectious Diseases IN Boston. — 
For the week ending at noon Feb. 22, 1905, there 
were reported to the Board of Health of Boston 
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the following cases of acute infectious diseases: 
Diphtheria 26, scarlatina 21, typhoid fever 16, 
measles 3, tuberculosis 48, smallpox 1. 

The death-rate for the total deaths reported 
during the week ending Feb. 15, 1905, was 19.53. 


Boston Morrauity Statistics. — The total 
number of deaths reported to the Board of Health 
for the week ending Saturday, Feb. 18, 1905, 
was 223, against 224 the corresponding week of 
last year, showing a decrease of 1 death and 
making the death-rate for the week 18.93. Of 
this number 126 were males and 97 were females; 
218 were white and 5 colored; 139 were born in 
the United States, 80 in foreign countries, and 4 
unknown; 54 were of American parentage, 140 
of foreign parentage, and 29 unknown. The 
number of cases and deaths from infectious dis- 
eases reported this week is as follows: Diphtheria, 
38 cases and 3 deaths; scarlatina, 31 cases and 
no deaths; typhoid fever, 14 cases and 2 deaths; 
measles, 5 cases and 1 death; tuberculosis, 
42 cases and 31 deaths; smallpox, 1 case and 
no deaths. The deaths from pneumonia were 
46, whooping cough 1, heart disease 26, 
bronchitis 7, and marasmus 5. There were 5 
deaths from violent causes. The number of 
children who died under one year was 36; the 
number under five years 45. The number of 
persons who died over sixty years of age was 66. 
The deaths in public institutions were 58. 


PRESIDENT OF YALE ALUMNI ASSOCIATION. — 
Dr. Abner Post of Boston has been elected Presi- 
dent of the Massachusetts Yale Alumni Associa- 
tion. 


BACTERIOLOGIST TO CAMBRIDGE BOARD OF 
Heattu. — A rather unusual situation was per- 
sented last week when the present incumbent of 
the position of bacteriologist to the Cambridge 
Board of Health declined to take an examina- 
tion for continuance in office on the ground that 
already holding the position he should not be 
required to take a competitive examination. 
But one candidate appeared for the examination. 


Boston Society FOR MEpIcAL IMPROVEMENT. 
— In view of the fact that the terms of the propo- 
sition made by the Society to the Boston Medical 
Library whereby the Society had volunteered to 
disband had not been accepted by the Medical 
Library, it was voted at the recent annual meeting 
of the society to continue the life of the society. 

This society was incorporated by Act of Legis- 
lature in 1839. It is one of the best recognized 
medical societies in the country. It appeared 





to the officers and members that certain meetings 
could be best conducted under its auspices. 
The plans of the Medical Library and Suffolk 
District Medical Society to conduct joint meet- 
ings make it undesirable to hold many meetings, 
but such subjects as would seem of interest to 
members of the society will be presented from 
time to time. 


THe Buinp 1n Maine. — At a recent hearing 
before the committee on finance at Augusta, 
Me., a resolution was offered appropriating 
$75,000 for the next two years for the benefit of 
the Maine Industrial School and Workshop for 
the Blind. It was voted to refer this resolution 
to the next legislature. A letter was read from 
Helen Keller urging the necessity of practical 
work for the adult blind. 


DeatH or AN Army Nurse. — Mrs. Ruth 
Spooner Joslin died in Bridgewater, Conn., Feb. 
8. She will be widely remembered as one of the 
early Civil War nurses who enlisted in January, 
1863, in the Chester Seminary Hospital at Chester, 
Penn. She later served at the Naval School 
Hospital at Annapolis. In such capacities she 
served with distinction as a nurse during the 
Civil War and since its close has been promi- 
nent in matters relating to nursing in the army. 
It is said that there are but ten nurses now left 
of those who took part in the Civil War. 


NEW YORK. 

PLAY-GROUNDS AND SMALL Parks.— At a 
meeting of the Board of Estimate and Appor- 
tionment held Feb. 17, $1,000,000 was appro- 
priated for new play-grounds and nearly $3,500,- 
000 for small parks in the boroughs of Manhattan, 
Bronx, Brooklyn and Queens. 


RESTRICTION OF IMMIGRATION. —On Feb. 
8, Thomas 8. Sherman of Boston, recently United 
States Consul at Liverpool, made an address on 
the restriction of immigration before the Mer- 
chants and Manufacturers’ Board of Trade, in 
which he presented statistics showing that the 
state of New York is now paying about $10,000,- 
000 a year for the support of its alien insane, and 
that 60% of the inmates of insane asylums and 
two thirds of the patients treated in the other 
hospitals of the state are of foreign birth. He 
also referred to the very marked increase of cases 
of trachoma within the past five years. As 
to the means of remedying such conditions, he 
expressed the opinion that nothing short of thor- 
ough inspection by competent officers of the 
United States at the homes of emigrants would 
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solve the problem. These officials, he said, 
should be attachés of consulates, and the inspec- 
tion should cover all requirements of our laws. 
To those on whom the inspectors report favorably 
the consul’s permit would be issued, upon pay- 
ment of a fixed fee, insuring admission here, 
subject to medical inspection. 


—— 
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MWiscellanp. 
THE HISTORY AND DEVELOPMENT OF 
SURGERY DURING THE PAST CENTURY. 


At the conclusion of a lengthy article, which was 
presented at the St. Louis Congress and has been 
running through several issues of American M edi- 
cine, Dr. Frederic 8. Dennis sums up the progress 
made by surgery during the last century. Among 
the blessings which he asserts it has brought to 
the human race are these: The annihilation of 
pain during surgical operations, elimination of 
sepsis after operations and injuries, eradication 
of physical suffering, restoration of sight to the 
blind, recovery of hearing to the deaf, return of 
lost functions to organs and glands, aseptic repair 
of injured parts, relief of the crippled and lame, 
restitution of speech and consciousness, return of 
activity to paralyzed members, removal of malig- 
nant disease, restoration of reason to the insane, 
correction of bodily deformities, alleviation of 
pain in disease, reaction from shock and collapse, 
cure of lockjaw and other infective processes, 
intervention of relief in intestinal perforation, 
extirpation of tumors from glands and cavities, 
cure of diseases and injuries of internal organs, 
resection of diseased viscera, excision of joints 
and necrosed bone, amputation of diseased mem- 
bers, cure of aneurysm, removal of cerebral and 
spinal neoplasms, reduction of mortality in all 
surgical diseases, entire removal of mortality in 
some surgical diseases, restoration of health and 
reason, salvation of human life. 





~ 
af 


THE HALL OF FAME AGAIN. 


Tue editor of the Western Medical Review, 
Dr. H. Winnett Orr, of Lincoln, Neb., reverts 
to this subject in the last issue of that journal 
and says: “ Further investigation of the matter 
reveals the fact that the names of, Benjamin 
Rush, Valentine Mott and J. Marion Sims are 
already in formal nomination by reason of each 
having received a certain number of votes at 
the election in 1900. The editor of the Review 
theretore proposes that five more be named, 
placing eight in nomination in all. As one to 
take the place of Benjamin Rush in our former 
list we propose William T. G. Morton to whom 
is generally accorded the discovery of the appli- 
cability of ether anesthesia to the practice of 
surgery. The editor of the Review is having 
printed a set of what might be called nomination 
blanks. These wili be sent out for signatures to 











physicians throughout the country. They con- 
sist of short biographical sketches printed on 
postal cards, each card, being a miniature peti- 
tion with space for five signatures. These will be 
forwarded, after being signed, in large numbers, 
for the consideration of the board of electors, and 
it is hoped will result in the election of not less 
than three or four physicians. To defray the 
expense of the undertaking it is requested that 
physicians write for a set (eight) of these cards, 
enclosing twelve cents in postage to defray the 
expense of the cards and their printing and corre- 
spondence. Each physician is requested to sign 
the cards of those physicians whom he most 
desires to see elected. In this way we may suc- 
ceed in convincing the board of electors of our 
desire to honor the great physicians of our country 
—which in 1900 we failed to do.” 


+ 
> 


ARMY MEDICAL CORPS EXAMINATIONS. 


PRELIMINARY examinations for appointment of 
Assistant Surgeons in the Army will be held on 
May 1 and Aug. 1, 1905, at points to be hereafter 
designated. 

Permission to appear for examination can be 
obtained upon application to the Surgeon General, 
United States Army, Washington, D. C., from 
whom full information concerning the examina- 
tion can be procured. The essential require- 
ments to securing an invitation are that the 
applicant shall be a citizen of the United States, 
shall be between twenty-two and thirty years of 
age, a graduate of a medical school legally auth- 
orized to confer the degree of doctor of medicine, 
shall be of good moral character and habits, and 
shall have had at least one year’s hospital train- 
ing or its equivalent in practice. 

In order to perfect all necessary arrangements 
for the examinations of May 1, applications must 
be complete and in possession of the Surgeon 
General on or before April 1, and for the exami- 
nation of August 1, on or before July 1. Early 
attention is therefore enjoined upon all intended 
applicants. 

There are at present twenty vacancies in the 
Medical Corps of the Army. 
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Correspondence, 


MOVEMENTS OF STOMACH AFTER GASTRO- 
ENTEROSTOMY: A CORRECTION. 


Boston, Feb. 13, 1905. 
Mr. Eptror: In my paper on “ A New Method of Per- 
forming Gastro-Enterostomy,” published in the Boston 
MEDICAL AND SURGICAL JOURNAL, Vol. CLII, No. 3, 
Jan. 19, 1905, I omitted to give credit to Drs. Cannon 
and Blake for their experimental work upon the move- 
ments of the stomach after gastro-enterostomy, one 
conclusion of which was published in my paper as a 
reason for the adoption of the technic of my operation. 
The experimental work and the conclusions of Drs. 
Cannon and Blake are to be published shortly and I regret 
the premature publication of their results in my paper. 
Very truly yours, 


ALFRED H, GouLp. 
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RECORD OF MORTALITY 


FOR THE WEEK ENDING SATURDAY, FEBRUARY 11, 1905. 
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Northampton, 20,314 7 1, 14.30, 14.30 -- _- 
Beverly... 15,807 6 - -_ — - - — 
Leominster . 15,711 _- _ — = _ _ - 
Clinton ... 15,694 3 2 _ — — ~ 
Adams ... 14,745 a — — _ — — — 
Attleboro .. 14,561 5 3 20.00 40.00 - - _ 
Hyde Park . 14,500 4 0 _-| — _ —_ — 
Newburyport 14,478 8 2 — | 25.00 _ — _ 
Wouburn...| 14,315 10 3 , 40.00 — | 10.00 — _ 
Melrose ...| 13,819 2 0 50.00 _ _ _ _ 
Westfield ..| 13,809 9 1 | 22.22 | 33.33 ~- _— — 
Milford ...,| 18,771 a — a —_ —_ _ _ 
Marlboro .. 13,609 7 2 | 14. omen —_ — | 14.30 
Revere ... 13,609 1 | 1 — 100.00 = -- a 
Framingham | = 12,974 -| - _ _ = -- = 
Peabody ../| 12,406 = _ -| — _—-| — —_ 
Gardner... 12,324 2 1 50.00 o= os _ — 
Southbridge . 11,716 —-| — - —- _ _ —_ 
Watertown . 11,575 6 | 1 50.00; — _ _ 
Weymouth . 11,350 7 2 — 14.30 _ _ 7 





Deaths reported, 3,787; under five years of age, 1,057; princi- 
pal infectious diseases. (smallpox, measles, scarlet fever, 
cerebrospinal meningitis, diphtheria and croup, diarrheal 
diseases, whooping cough, erysipelas, fevers and consumption) 
781; acute lung disease 783, consumption 425, scarlet fever 24, 
whooping cough 22, cerebrospinal meningitis 40, smallpox 3, 
— 13, puerperal fever 15, measles 12, typhoid fever 21, 
diarrheal diseases 91, diphtheria and croup 83. 

From whooping cough, New York 9, Chicago 10, Philadelphia 
2, Fall River 1. From scarlet fever, New York 14, Chicago 3, 
Philadelphia 1, Baltimore 2, Boston 2, Lawrence 1, Pittsfield 1. 
From cerebrospinal meningitis, New York 29, Providence 1, 
Worcester 4, Lawrence 2, Holyoke, Everett, Quincy and Marl- 
borough 1 each. From smallpox, New York 1, Chicago 2. 
From erysipelas, New York 6, Chicago 2, Philadelphia 3, Balti- 
more 1, Northampton 1. From typhoid fever, New York 4, 
Chicago 4, Philadelphia 8, Baltimore 3, Boston 1, Cambridge 1. 

In the seventy-six great towns of England and Wales, with an 
estimated population, of 15,609,377, for the week ending Jan. 28, 
1905, the death-rate was 18.4. Deaths reported 5,520; acute dis- 
eases of the respiratory organs (London) 283, whooping cough 
107, diphtheria 61, measles 124, smallpox 4, scarlet fever 28. 

The death-rate ranged from 9.0 in Walthamston to 29.7 in 
Middlesbrough; London 18.9, West Ham 15.9, Brighton 14.8, 
Southampton 12.3, Plymouth 21.6, Bristol] 18.5, Birmingham 


16.9, Leicester 14.4, Nottingham 24.2, Birkenhead 14.4, Liver. 
pool 23.0, Wigan 19.9, Bolton 15.8, Manchester 16.4, Salford 
17.6, Halifax 19.7, Bradford 17.6, Leeds 15.8, Hull 19.6, Shef- 
field 18.9, Neweastle-on-Tyne 16.8, Cardiff 15.3, Rhondda 27.1, 
Kings Norton 12.0, Merthyr Tydfil 28.9. 





METEOROLOGICAL RECORD. 


For the week ending February 11, {n Boston, according to 
observations furnished by Sergeant J. W. Smith of the United 
States Signal Corps: 
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*0., cloudy; C., clear; F., fair; G., fog; H., hazy; S., smoky; 
R., rain; T., threatening; N., snow; —, below zero. t Indicates trace 
of rainfall. gg Means for week. 





SOCIETY NOTICE. 

BostoON MEDICAL LIBRARY MEETINGS. — Boston Medical 
Library Meetings in conjunction with the Suffolk District 
Branch of the Massachusetts Medical Society. Program of 
the meeting of the Section for Surgery to be held Wednesday, 
March 1, 1905, at 8.15 P.M., at the Library, 8, The Fenway. 
John Ware Hall. The Surgery of Renal and Ureteral Caleuli, — 
The Actual Results of Cases at the Boston City Hospital: 
Dr. J. H. Cunningham, Jr. The Results of Cases at the 
Massachusetts General Hospital: Dr. Hugh Cabot. The Diag- 
nosis of Renal Caleuli from the Examination of the Urine: 
Dr. Henry F. Hewes. Other Means of Diagnosis of Calculi: 
Dr. Benjamin Tenney. Remarks on Operations for Renal and 
Ureteral Stone: Dr. Paul Thorndike. Discussion: Dr. E. W. 
Cushing, Dr. Arthur T. Cabot, Dr. Francis S. Watson, et al. 





RECENT DEATHS. 


ISRAEL THORNDIKE HUNT, M.D., M.M.S.S., died in Charles- 
town, Feb. 16, 1905, aged sixty-five years. 

P. ROOSEVELT JOHNSON, M.D., died at his residence in 
Sag Harbor, Long Island, N. Y., on Feb. 12, in the seventy- 
eighth year of his age. He was a son of the late Rev. Samuel 
Roosevelt Johnson, D.D. 

HENRY RIENZI BROWN, M.D.. M.MLS.S., died in Leominster, 
Fel. 16, 1905, aged sixty-three years. 





BOOKS AND PAMPHLETS RECEIVED. 


The Principles of Hygiene. A Practical Manual for Students, 
Physicians, and Health-Ofticers. By D. H. Bergey, A.M., M.D. 
Illustrated. Second Edition, thoroughly Revised and Enlarged. 
Philadelphia, New York and London: W. B. Saunders & Co. 
1904. 


Travaux de Chirurgie Anatomo-Clinique. Par Henri Hart- 
mann. Avee la collaboration de: B. Cunio, Legéne, Lebreton, 
Esmonet, Lavenant et Prat. Deuxi¢me série. Paris: Georges 
Steinheil. 1904. 


Saunders’ Question-Compends. No.4. Essentials of Medi- 
cal Chemistry, Organic and Inorganic. Containing also Ques- 
tions of Medical Physics, Chemical pinmener end Analytical 
Processes, Toxicology, etc. Prepared especially for Students 
of Medicine. By “Lawrence Wolff, M.D. Sixth Edition, 
Thoroughly Revised by A. Ferree Witmer, Ph.G. Philadelphia, 
New York, London: W. B. Saunders & Co. 1904. 


The Practical Application of the Réntgen Rays in Thera- 
peutics and Diagnosis. wa William Allen Pusey, A.M., M.D., 
and Eugene Wilson Caldwell, B.S. Second Edition. Thoroughly 
Revised and Enlarged. Illustrated. Philadelphia, New York, 
London: W. B. Saunders & Co. 1904. 


A Laboratory Guide in Elementary Bacteriology. By Wil- 





liam Dodge Frost, Ph.D. Third revised edition. "Illustrated. 
New York: The Macmillan Co. 1904. 
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@riginal Articles. 


CERTAIN ASPECTS OF BILE DUCT DISEASE.* 
BY JAMES G. MUMFORD, M.D., BOSTON. 


WHEN you come to consider disease of the bile 
passages there are two questions which present 
themselves at once: 

(a) Shall you operate? and 

(b) How shall you operate ? 

To the first of these questions let us turn 
ourselves; but let us get on firm ground. I 
believe that much of the prevailing phraseology 
regarding these conditions is misleading. Writers 
continually talk about disease of the gall bladder 
and gallstone disease — phrases well enough so far 
as they go, but they do not tell the whole story. 
Sven Mayo Robson, in the various editions of his 
well-known book, uses the title, ‘“‘ Gall Bladder 
and Bile Ducts.” The classical word chole- 
lithiasis is equally misapplied. We are discussing 
disease of the bile passages, of a system of passages. 
The gall bladder is but a part of the system; 
cholelithiasis is but one manifestation, though an 
important one, of the disease. We have to deal 
with infection, inflammation, stone formation, 
suppuration, ulceration, cicatrization, stenosis, 
perforation, fistula formation, adhesions, peri- 
tonitis, local or general, malignant changes, and 
the involvement of other organs. 

If you will view carefully this complex process 
you will see that the confusing and involved, 
many-titled investigation quickly resolves itself 
into the study of one broad, progressive and far- 
reaching problem. 

The first and most important fact for the prac- 
titioner to appreciate in conneetion with disease 
of the bile passages is that the underlying 
cause is an infection; and the method of that 
infection is worth considering, although indeed 
writers are not as yet altogether in accord as 
to what that method may be. Certain facts, 
however, are to be regarded as fairly well estab- 
lished: that the organism concerned is commonly 
the colon bacillus, though the bacillus typhosus 
is not infrequently the offender; and that the 
mode of entrance is either through the blood 
current or through the ducts, working upwards 
from the intestine. The probability is that 
infection from the intestine is far the more com- 
mon method. C. A. Ewald, in a paper read 
before the Congress of American Physicians and 
Surgeons at Washington, in May, 1903, said: 
‘ It is an established fact that our ideas concern- 
ing this disease have experienced marked funda- 
mental changes during the last ten or fifteen 
years. We now know that this condition is due 
to a bacterial infection and not to the presence 
of gallstones, the origin of which has always been 
more or less hypothetic.” 

There seems to be no doubt that in addition 
to an invasion of organisms, stagnation of bile 
is essential to gall stone formation, and it is obvi- 
ous that bacterial invasion associated with swell- 
ing of the mucosa in the ducts results in stagna- 
& * Read before the Obstetrical Society of Boston, Dec. 27, 1904. 





tion. For many years it was assumed that fresh 
bile in healthy subjects acted as an antiseptic. 
Recent observations do not confirm this view. 
Fresh bile issterile at the best, while some 
observers have found that it may act as a culture 
medium. Indeed, Ewald says that in the lower 
portion of the common duct the bacillus coli 
communis is commonly found, but that ordinarily 
it is harmless there. 

It is agreed now that stones arise from a catar- 
rhal condition of the mucosa associated with a 
swelling and desquamation of that membrane, 
and it is the fact of that catarrh, due to infection, 
upon which we must constantly fix our attention ; 
that catarrh in itself is not always a trifling 
condition. It may cause severe symptoms and 
it may go on to severer grades of inflammation 
without necessitating the formation of stones, 
though it is fair to assume from such knowledge 
as we have, that stone formation very commonly 
is associated with the process. 

In the lay mind, indeed, in the minds of 
very many physicians, actual stones are the sine 
qua non; and that impression has been the 
source of countless errors. I recall vividly a 
recent case in which the diagnosis of “ gall- 
stones ’’ was made on the strength of frequent, 
long-continued attacks of boring pain in the 
right hypochondrium. Finally, an operation was 
consented to by the patient, when nothing was 
found but a thin-walled gall bladder, containing 
bile-stained infected mucus, draining ineffect- 
ually through a partially obstructed cystic duct. 
The patient and her family were chagrined that 
no stones were found, and were skeptical about 
possible benefit from the operation. However, 
the cholecystostomy which was done, followed 
by three weeks of drainage, relieved the conges- 
tion, freed the ducts and resulted in a permanent 
cure. 

These infections of the bile passages do not 
commonly make any permanent impression on 
the hepatic and common ducts, for those struct- 
ures are main channels and are subject to fairly 
constant natural drainage, but when the inflam- 
mation spreads to the cystic duct and gall bladder 
it finds conditions there very different anatomi- 
cally, — conditions which seem designed to favor 
especially chronic inflammation and stasis, and 
stone formation. 

The acute forms of infection do not result finally 
in stone formation. The acute forms are ugly 
things; they go on rapidly to suppuration, ulcera- 
tion and gangrene even. It is to the chronic, 
indolent catarrh that we look as the important 
factor in the etiology of calculi. 

Now there is another term as to the definition 
of which we must be agreed in discussing these 
processes, — cholangitis. The books are not in 
agreement. According to some, cholangitis is an 
acute infection of the bile passages within the 
liver, rare and fatal. According to others it is 
an infrequent suppurative inflammation of the 
common duct and of the radicles of the hepatic 
duct. Such conceptions are rather ancient, and 
do not appear to me to express modern know- 
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ledge of infections of this region. We must 
regard cholangitis as a not infrequent disease, 
and I see no reason for limiting the term to inflam- 
mation of a portion of the bile passages, nor do I 
regard it as indicating any particular degree of 
activity in the infection. Cholangitis is an 
inflammation of the bile passages, localized or 
general, mild or virulent, acute or chronic, as the | 
case may be; and cholecystitis is but one mani- 
festation of cholangitis. 

Authors tell us that the great majority of gall-| 
stones form without the patient’s knowledge of 
discomfort and that often the discovery of their | 
presence is made at autopsy only or in the course | 
of an operation undertaken for some other lesion. 

Irom my own observations I believe that such | 
statements may be variously interpreted. The 
gallstones actually present as one result of the 
processes I have been discussing may never have 
caused the typical pain or jaundice leading to) 
their recognition; but other symptoms may have | 
been present. We know that trouble in the bile 
passages is one of the common causes of digestive 
disorders, or that such trouble may be the result 
of processes in other organs giving rise to diges- 
tive disorders. The close anatomical association | 


of the bile passages, especially of the gall bladder, | 


with the duodenum and stomach, must not be | 
forgotten, and surgeons and pathologists very | 
well know that associated diseases of all these | 
organs are common. 

Granted now that some sort of disturbance | 
affecting the bile passages has begun; the dis- 
turbance may be a simple primary catarrh or it 
may be an inflammation secondary to disease 
elsewhere — how are you to know that there is 
trouble? Why should you suspect it? Does it| 
progress insidiously leaving the patient free from 
symptoms for months and years or even for a 
lifetime? 

About all that, and in spite of armies of statis- 
tics, we can give no definite answer, and we 
never shall be able to do so. For who indeed 
may tell? Certainly not armies of statistics. 
Until very recently statistics were not concern- 
ing themselves with such elusive matters. Even 
now the inquiry is half hearted or is neglected 
and depends too largely for accuracy upon the 
personal equation of countless patients and 
numerous physicians. Moreover, we have yet 
much to learn about these diseases. Individual 
clinical experience, and personal impressions 
must still be invoked largely, and though such | 
sources of information are far from exact they do 
furnish us with abundant food for thought. See, 
for example, my own partial experience. Since 
taking up this line of inquiry I have had to deal 
in private practice with twenty-four cases of opera- 
tions for bile-duct disease. All of these persons 
have been cross-examined repeatedly and care- 
fully. In not a single case did it appear that the 
final and convincing symptoms appeared sud- 
denly and without premonition; that is to say, 
those final symptoms which led immediately to the 
operation. To be sure there was no uniformity 








in these histories, but in all the cases there had 


been some symptoms of faulty digestion running 
often over many years. 

Here is one common symptom, — common but 
suggestive: a small and quickly appeased appe- 
tite associated with a tendency to corpulence. 


I have seen this association in several cases and 
have come to regard it as significant. There are 


usually other symptoms, — constipation, occa- 


‘sional distress after food, indefinite but sharp 


occasional pains in the upper part ot the abdo- 
men; a bad taste in the mouth, furred tongue, 


‘sometimes nausea, frequent headaches, lack of 


vigor, exhaustion after slight exertion, dimin- 
ished diaphoresis, high colored urine and frequent 


blurring of vision. Such patients will tell you 


that they are “ bilious.”’ 

When you have to deal with a “ bilious ” 
patient bear in mind that the true condition may 
be an infection of the bile passages, and that the 
man may some day be seized with the classical 
symptoms of gallstones — indeed the stones may 


even now be present. These bilious folk usually 


are victims of a defective metabolism. Their 
digestive processes frequently are at fault; fer- 


‘mentations take place in their intestines and 


auto-infections result. They may be sufferers 


‘from sundry “ neuralgie’”’ or rheumatoid pains, 


—sciatica, lumbago, “ stiff neck”; they may 
experience attacks of arthritis. We used to call 
such things “‘ rheumatic fever.’’ These are the 
people to whom the old clinicians assigned 
“ diatheses.”’ 

In this discussion it is needless to dwell in 
extenso upon details of the treatment for such 
eases. Much of it is summed up in the word 
Carlsbad; change of air and scene, recreation, a 
carefully regulated life, a restricted diet, exercise, 
massage, proper bathings, the abundant drinking 
of saline waters. 

The effect of all this is obvious enough. The 
patient’s general condition is improved; the 
systemic circulation is stimulated and the af- 
fected parts are flushed. Hyperemia is dimin- 
ished, catarrh is relieved, local swelling subsides, 
normal drainage of the ducts is re-established. 
In a few weeks the sufferer is well. With proper 
care and some attention to the conduct of his life 
after that he may continue indefinitely in good 
health. 

Operations: In considering the question of how 
to operate in diseases of the bile passages, you 
will find in the analysis of cases and the experience 
of many operators that certain clearly defined 
and fundamental principles become salient -— 
principles as old as surgery. These biliary dis- 
eases are infectious in their origin, and in opera- 
tive treatment you must employ the sound and 
ancient maxims applicable to the treatment of 
all infections. If you are dealing with a car- 
buncle or a palmar abscess you remove the 
offending material and drain the parts. You 
drain until all possibility of reinfection has been 
eliminated. 

Apply those same sound principles to infection 
of the bile tracts and you will be able to meet all 
the problems of this often obscure and much 
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debated subject by formulating and observing 
the following three rules: 

(1) Remove stones. 

(2) Remove so far as possible all disorganized, 
degenerated and permanently crippled tissue. 

(3) Drain. 

In given cases, of corse, the intelligence of the 
surgeon may prompt nim to modify or depart 
from these principles. The condition of the 
patient may not permit of a radical operation at 
one sitting; malignant involvement of the parts 
may render impossible complete removal of the 
disease; extensive adhesions and _ associated, 
complicating disease of other organs may pro- 
hibit more than palliative measures, but always 
we should keep in mind and aim to observe those 
three cardinal rules. 

At present the debate, such as it is, centers 
around the questions: How shall we operate? 
Shall we remove the gall bladder or drain it? 
Shall we remove stones whenever present? Shall 
we drain the hepatic duct? Shall we ever omit 
drainage of the operative field? How shall we 
avoid hernia? 

The discussion of cholecystostomy and_chole- 
cystectomy was waged for a number of years, and 
the multitude of papers bearing on the subject 
may still be read with interest and profit. Enthu- 
siasm almost to the verge of acrimony was at 
times displayed and the points of view of sundry 
writers often were so divergent that it seems as 
though their premises. were too dissimilar to 
admit of arriving at the same conclusions. Start- 
ing with the proposition that cholecystostomy 
Was simple, safe and easy, the advocates of that 
procedure wished to apply the principle practi- 
cally to all operations on the bile passages; while 
those who favored choleesytectomy averred that 
the gall bladder was analogous to the appendix, 
and that when involved in disease, it should 
always be removed. 

We have now learned that there is a distinct 
place for both operations, though at times, in a 
given case, the conditions are so intricate and the 
indications so over-lap each other that it may be 
difficult for even the experienced surgeon to be 
sure of which procedure to follow. 

Statistics of sundry operators also are unsatis- 
factory, for we lose the personal equation. The 
statisties of six or seven years ago may not in 
fairness be compared with the statistics of to-day, 
and the desperate chances taken by one operator 
may be shirked or wisely avoided by another. 

Not long ago Frederick Winslow of Boston 
collected into a valuable paper, as yet unpub- 
lished, the statistics of operations on the bile 
passages performed by a variety of surgeons at 
the Massachusetts General Hospital. Beginning 
With the year 1894, he traced the histories with 
the end results of three hundred eases. Very 
iiany of those operations were done in the early 
days, and if you were to study their records you 
would find much to censure. During most of 
that time, when it came to dealing with the gall 
bladder, cholecystostomy was the favorite oper- 
ation. There were nearly four times as many 





cholecystostomies as cholecystectomies. With- 
out a knowledge of actual conditions in the 
individual cases a comparison of figures and an 
estimate of the value of any operation is futile; 
nevertheless, these figures have their interest. 


Cholecystomies. Cholecystectomies. 


Total cases, 170 44 
Traced cases, 128 38 
Good results, 46,35.9% 2566.97 
Poor results, 59,45.6% 4,10.5% 
Deaths, 23,17.9% 923.6% 
Hernias, 4,3.1% 0 


Contrast that with the later statistics of the 
Mayo brothers published in 1903. W. J. Mayo 
reports 342 cholecystostomies with 8 deaths, a 
mortality of 2.3%; and 66 cholecystectomies 
with 2 deaths, a mortality of 3.03%. His “mor- 
tality” is a great improvement over Winslow’s 
figures, but it is interesting that the percentage 
of deaths following the two operations respec- 
tively is in about the same ratio in both sets of 
statistics. 

In that paper of his, Mayo does not deal with 
the question of end results, so that we are unable 
to make a more extensive comparison of the sub- 
sequent histories in the two sets of cases. Mayo’s 
death-rate, however, is so greatly lower than that 
recorded at the Massachusetts General Hospital 
that we must assume for it some cause other than 
that of unsatisfactory pioneer work in the latter 
case. One salient cause probably is the fact that 
competent operators in their private clinics can 
make a better choice of material and are likely to 
encounter fewer desperate cases than fall to the 
lot of surgeons doing routine work in a great 
municipal hospital. As a matter of fact, from 
inquiries among surgeons of the Massachusetts 
General Hospital staff we find that their experi- 
ence in private operating showed a mortality 
markedly lower than the hospital mortality. 

Other writers give a mortality so variable for 
these two operations of cholecystostomy and 
cholecystectomy that it is difficult to make any 
comparison between clinics. We can say merely 
that complicated operations give a high mor- 
tality in the hands of all surgeons; that simple 
operations give a low mortality; that the mor- 
tality when cholecystectomy has to be done is 
slightly higher than when cholecystostomy is 


done, because conditions necessitating the 
former operation are graver, and that the 


statistics of all surgeons are improving with 
increased experience, a better appreciation of 
indications and an improved technique. 

Here is a little table showing the results of 
sundry men. It is arranged chronologically: 


Cholecystostomies. | Cholecystectomies. 


Mortality. Mortality. 
1890 Courvoisier, 21.14% (1890) 25°; 
1893 Martig, 1 a? (1894) 17.249; 
1896 Kehr, 6% (1894) 5% 
1900 Delageniere, (1900) 23% 
1901 Terrier, (1901) 25% 
1902 Kehr, 2AC, (1902) 3.16% 
1904 Robson, AE hg)? 1904) 6.20; 


Aiter reading such a set of figures as those you 
think you see very convincing facts, but when 
you come to analyse the reports you despair of 
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statistics; for then you see at once — indeed the 
reporters distinctly state that there are various 
types of diseases — some indiscriminately min- 
gled, some carefully separated. Take, for in- 
stance, those figures attributed to Kehr in 1902: 
Stern, Kehr’s pupil, tells us that Kehr had 237 
cystostomies with 5 deaths, a mortalitv of 2.1%; 
while Robson quotes Kehr: ‘ but the compli- 
cated cases, including malignant disease, had a 
mortality of 97°%.”” Robson concludes, ‘ chole- 
cystectomy has hitherto undoubtedly been a 
more serious operation than cholecystotomy 
[choleeystostomy], but since the method of com- 
plete exposure of the operation area has been 
adopted, it has been rendered both easier and 
safer.” 

As I have insisted, such a statement as that 
last of Robson is open to endless discussion, for 
safety and ease depend on the conditions pre- 
sented by individual cases. At any rate all the 
figures at hand seem to prove that such cases as 
have been submitted to cholecystostomy show a 
slightly lower mortality (dependent again on the 
severity of conditions present) than do the cases 
treated by cholecystectomy. 

A fact more interesting and significant than 
that of mortality, however, is that of the per- 
manence of cure. Winslow’s figures give us 
information on such end results, and his findings 
resemble those given in Robson’s latest elaborate 
tables. Winslow found that of the cholecystos- 
tomies 35.9% showed good results, while 45.6°¢ 
showed poor results. On the other hand, of the 
cholecystectomies, 66.9% were permanently cured 
and only 10.5% had recurrences or continued to 
suffer. It should be recognized, however, that 
‘* poor results ” is a flexible term, and that very 
many of those unfortunate ones were much better 
off than before operation, whether cystostomy 
or cystectomy was done. 

Bearing in mind, now, our three cardinal] prin- 
ciples, let us see if we can devise any rules to 
guide us in given cases, as to the choice of cystos- 
tomy or cystectomy. 

If we find no damage to structure our indica- 
tions are plain enough. Drain the gal] bladder. 
The various writers on the subject have formu- 
lated their ideas regarding the indications for 
cystostomy, and the evidence is convincing that 
there are three classes of cases in which that 
operation as a rule is indicated: 

(a) When the gall bladder and ducts, though 
containing stones are uncrippled by the inflam- 
matory process. 

(6) When acute inflammatory processes exist 
with or without the presence of stones. 

(c) When the common duct is obstructed by 
unremovable malignant disease. 

As an example of class a take the familiar one, 
a freely movable, normal-appearing gall bladder— 
full of faceted stones — the cystic duct free or 
containing only. small movable stones. In such 
cases removal of the stones followed by drainage 
wil] surely result in restoring the parts to the 
normal. 


Sometimes, rarely, when the patient is too 





exhausted to endure a long, severe operation, a 
cystostomy preliminary to cystectomy may be 
unavoidable. 

Class b furnishes the greatest variety of cases 
suitable for cystostomies. It is a complicated 
class. Class a deals with the simplest of stone 
eases; we may call class b the inflammation 
class. 

In empyema of the gall bladder, without disor- 
ganization of that viscus cystostomy is indicated; 
also, in certain cases of chronic catarrh of the gall 
bladder or bile ducts; in infective cholangitis; in 
obstruction by hydatids; in dropsy of the gall 
bladder; in some eases of phlegmonous cholecys- 
titis accompanied by great prostration. 

The conditions just described eal] for cystos- 
tomy because serious infections demand imper- 
atively thorough drainage, with the minimum of 
risk to the surrounding parts. 

As for class ¢ it must be obvious that with an 
obstructive jaundice due to tumor occluding the 
ducts, a eystostomy or sometimes a cystenteros- 
tomy is essential for permanent biliary drainage. 

Except in cases of malignant disease cholecys- 
tostomy done for the conditions described above 
gives a very low mortality and a large proportion 
of permanent cures. Such are the conditions for 
which experienced surgeons are now doing the 
operation, the effect of which is that by observ- 
ing your first and third cardinal rules the parts 
are restored to their normal condition, and inter- 
rupted function is resumed. 

When it comes to the indications for cholecystec- 
tomy our course is by no means always so safe and 
easy. There are two conspicuous indications for 
that operation: 

Class (a), Disease crippling the cystic duct; 
(b) Disease crippling the gall bladder. 

These two conditions often are interdependent, 
often are present together. When the gall 
bladder is inflamed, thickened, ulcerated, necro- 
tic, disorganized, we must expect and look for 
extensive disease — erosions and strictures of 
the cystic duct, inflammation and dilation of the 
hepatic and common ducts; sometimes adhesions 
and ulcerations with fistule into neighboring 
organs; obstruction at the ampulla of Vater 
with involvement of the pancreas in the general 
inflammatory process, even disease of the liver 
and, at times, duodenal uleer, gastric ulcer, 
pyloric obstruction and eventually cancer, as the 
result of long continued inflammatory disease. 

Such are the conditions calling for the appli- 
cation of all three of our cardinal rules, and of 
rule two not least of the three: ‘‘ Remove, so far 
as possible, all disorganized, degenerated and per- 
manently crippled tissue.” ‘That means cystec- 
tomy. A diseased. gall bladder, thickened, 
inelastic, ulcerated, adherent, contracted, is func- 
tionally useless; it may remain a nidus of infec- 
tion. 

Damage to the cystic duct, even if other parts 
are unimpaired, renders the gall bladder rela- 
tively useless. 

Ulceration of the duct means cicatrices, kinks, 
twists, stricture, occlusion often, with dropsy of 
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the gall bladder, or chronic catarrh and future 
destructive processes. 

So with damage to “‘ cysticus ” or gall bladder, 
cystectomy is essential; cystostomy means only 
palliation and future trouble. 

As examples of class a we may have stricture 
of the cystic duct, mucous fistula due to stric- 
ure of the cystic duct, hydrops of the gall 
bladder due to stricture of the cystic duct, and 
certain other cases in which the gall bladder is 
very much dilated. 

As for class b: in that are to be found the mani- 
fold conditions involving structural damage to 
the gall bladder. With or without the presence 
of stones, for stones often are an incident merely 
in the course of the disease, we may find phleg- 
monous cholecystitis and gangrene of the gall 
bladder, multiple and sometimes _ perforating 
ulcers, chronic cholecystitis with contracted 
gall bladder, or possibly with a gall bladder en- 
larged, thickened, ulcerated while the common 
duct is unobstructed; those cases of empyema of 
the gall bladder in which there is serious damage 
to structure, cancer or other tumors limited to the 
gall bladder, and calcareous gall bladder. 

I shall have a few words to say, shortly, about 
the method of removing the gall bladder, but 
here and now I must insist upon the essential 
importance of drainage in all these operations. 
You are dealing with an infection and you never 
can be certain that with the tying off of the cystic 
duct some leakage may not take place. A rubber 
tube rolled in gauze or otherwise protected by 
gauze always should be sewed with catgut into 
the stump of the duct. 

The question of what incision to use in opera- 
tions on the gall bladder has been much debated; 
but most surgeons now enter the abdomen 
through a long incision, splitting the right rectus 
muscle; and I believe it a good practice when 
enlarging this incision, to carry it up in the inter- 
val between the xiphoid cartilage and the right 
costal margin as high as possible. The upper 
surface of the liver will thus be exposed very 
freely, and as Robson points out, by lifting 
the lower border of the liver, in bulk, and 1otat- 
ing it (if needful first drawing the organ down- 
ward from under cover of the ribs), the whole 
of the gall bladder and the cystic and common 
ducts are brought quite close to the surface. 

M. H. Richardson has felt for some years that 
this method of opening extensively the abdominal 
cavity involves risk of subsequent hernia, and in 
a valuable paper, read before the American 
Medical Association in 1904, he urged the advan- 
tage of entering the abdomen by a muscle-split- 
ting operation after the manner of the “ Me- 
Burney incision” for appendicitis. Just how 
valuable an advance in the surgery of this region 
his method may prove, is a question. The care- 
ful suturing of the present day, and gall bladder 
drainage through a separate stab-wound, have 
greatly reduced the chances of hernia in any case. 
Another and an important advantage of the long 
incision near the median line, together with the 
extensive exposure of the ducts, is that explora- 





tion of adjacent organs is thus rendered easy, 
and supplementary operations are facilitated. 

As for the method in cholecystostomy, I be- 
lieve that the employment of the so-called Mixter 
tube, in common use at the Massachusetts Gen- 
eral Hospital, has great and material advantages. 

The advantage of the use of the Mixter tube is 
that no suturing of gall bladder to abdominal wall 
is employed, with the result that by just so 
much is the danger of a mucous fistula diminished, 
—granted, of course, that the ducts be free from 
stones. At the end of five or six days the wicks 
are removed; at the end of eight or ten days the 
ligature is cut away from the tube at the knot, 
by means of a sharp-pointed bistoury, and the 
tube is withdrawn. A long narrow track com- 
pletely shut off by adhesions remains. It shrinks 
rapidly and closes entirely after a few days. 

In my experience it is a great advantage to 
establish this gall-bladder drainage through a 
separate stab-wound opening outside of the 
linea semi-lunaris. The long abdominal incision 
may then be closed. The danger of hernia is 
thus reduced to a minimum. In a considerable 
series of cases, thus treated, I have seen no 
subsequent hernias. 

Speaking of cholecystectomy, W. J. Mayo, 
writing in 1903, says that in most cases of stone 
impacted in the cystic duct, cholecystectomy is 
indicated: ‘“‘ The ducts and cystic vessels are 
caught with curved forceps just beneath the 
impacted stone and tied. These sutures are then 
cut across aad the gall bladder and duct with 
the stone removed from below upwards, almost 
by traction alone, with an occasional division of 
some more firm adhesion to the liver.” And 
again, ‘should the walls of the gall bladder have 
undergone marked changes, or angulation and 
stricture of the cystic duct resulting in mucous 
fistula seem a possible outcome, cholecystectomy 
is more certain to afford permanent relief. If 
the cystic duct is completely obstructed so that 
the walls of the gall bladder participate in the 
biliary circulation, in spite of the obstruction, 
detach the organ from the liver and ligate with 
catgut at the base; but if the gall bladder parti- 
cipated in the biliary circulation, in spite of the 
obstruction, it is not always wise to ligate the 
cystic duct, especially if there is a cholangitis 
present.”’ Under such circumstances Mayo ad- 
vises removal of the gall bladder and drainage 
of the cystie duct. To facilitate such drainage 
he has devised his well-known procedure of 
removing the fundus and enucleating the lining 
membrane of the gall bladder leaving the outer 
layer as a shell or pouch into which the drainage 
tube may be fastened securely. 

The removal of damaged bladder and cystic 
duct carries out the second of our cardinal prin- 
ciples; but when we come to the question of 
operation upon the passages lower down — upon 
the hepatic and common ducts, we find obviously 
that removal of damaged tissue is rarely possible 
though removal of gallstones is essential and 
inevitable. 

Up to a few years ago most surgeons felt that 
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the operation of choledochotomy should be per- 
formed with the greatest caution and the least 
possible disturbance to structure. We have 
now learned, however, that suture of the ducts 
is not essential to their restoration of function. 
When slit up they heal as readily as does the 
urethra after the operation of perineal urethro- 
tomy. It is our custom nowadays to open the 
ducts fearlessly when that is necessary for the 
removal of stones, and to drain them usually 
without suture when such drainage readily can 
be applied. 

It was an appreciation of the practicability 
of such drainage that led to the adoption of 
the so-called hepatie drainage — commonly asso- 
ciated with the name of Kehr, though Richardson 
employed it so long ago as 1888; and other sur- 
geons frequently have adopted the same measure. 
The object of hepatic drainage is to withdraw 
all the bile at once to the surface leaving dry the 
common duct so far as possible, and to encourage 
the expulsion by drainage of stones possibly 
lodged in the hepatic duct or its radicals. 

Various incisions tor hepatic drainage have 
been employed; but as long as the opening in the 
duct is large enough comfortably to admit the 
drainage tube the results are almost uniformly 
satisfactory, no matter where the duct be opened. 
Kehr incises the common duct and pushes his 
tube up two inches into the hepatic. Other 
surgeons slit up the cystic and common ducts 
and through this large orifice insert a tube which 
in either case should be lightly stitched in with 
catgut. 

This drainage of the ducts serves to carry off 
infectious material. That is a great object. Cho- 
langitis, in varying grades, is nearly always 
present, especially if there be stones in the 
ducts, and drainage in such cases is as essential 
as is drainage for pleural empyema. 

From what has been said it must be apparent 
that the removal of all stones, when possible, is 
imperative. Stones in the gall bladder and 
cystic duct may be reached readily and always. 
Stones in the hepatic duct may be encouraged 
to escape through long continued and effective 
hepatic drainage. Stones in the common duct 
and ampulla may usually be removed at a 
primary operation, the patient’s strength per- 
mitting. However, sometimes, owing to the 
patient’s weakness or to extensive adhesions or 
to the presence of malignant disease, deep dis- 
section of the common duct may be impossible. 
Efficient and permanent biliary drainage is 
demanded, however, even in such cases, and for 
this the operations of cholecysenterostomy and 
choledochenterostomy were devised. 

Richardson, in an article already quoted, urges 
the prop-iety of removing gallstones whenever 
discovered in the course of abdominal operations 
undertaken for lesions other than those of the 
bile passages. I believe his argument to be cogent 
and final; for, as I have frequently pointed out, 
gallstones, even though quiescent, may, at any 
time, give rise to trouble; and their removal 
through cholecystostomy with a small stab 








wound and drainage does not add materially 
to the risks of an ‘abdominal section. 

From the foregoing paragraphs it must be 
apparent that I deem drainage of the deep field 
an essential in all operations on the bile passages, 
I have shown that an infection always is present, 
even when symptoms are quiescent; that infec- 
tion demands drainage. I do not recognize as 
proper the maneuver, sometimes undertaken, of 
removing by cholecystectomy an apparently 
innocuous bag of stones, discovered in the course 
of some other operation, e. g., appendectomy, 
unless, at the same time, drainage be established. 
Such a cholecystectomy occasionally has been 
done, and the abdominal wound has been closed 
tightly without resulting damage; but we must 
recognize this result as a piece of undeserved good 
fortune to the surgeon, for every operator of 
experience knows that the ligature on the cystic 
duct does not always hold and that leakage 
sometimes occurs with a resulting general infec- 
tion of the peritoneum. If you remove the gall 
bladder you must drain the stump. 

I hope that enough has been said to demon- 
strate without cavil the soundness of the three 
cardinal rules with which I began this considera- 
tion of the manner of operating: 

(1) Removes stones; for if left behind they 
are vely sure to cause subsequent disturbance, 
and we know conversely that after the thorough 
removal of stones their recurrence is almost 
unknown. 

(2) Remove so far as possible all disorganized, 
degenerated and permanently crippled tissue; for 
we have seen how such tissue, when left behind, 
may become the nidus for subsequent inflamma- 
tion, stone formation and a return to the invalid 
condition. 

(3) Drain, for without drainage we have no 
certainty of the removal of infectious material. 


~ 
> 





PTOSIS OF THE ABDOMINAL ORGANS WITH 
SPECIAL REFERENCE TO THE KIDNEY.* 


IMPORTANCE OF CONSIDERING PTOSIS OF OTHER 
ORGANS IN THE TREATMENT OF THE KIDNEY. 


BY M. P. SMITHWICK, M.D., BOSTON. 


SPLANCHNOPTOSIS is a condition with which 
all present are familiar. Some of the suggested 
causes are anatomical peculiarities, constipation, 
rapid loss of flesh, frequent pregnancies and 
errors in dress. Of these the first, second and 
fifth were present in a considerable percentage 
of my cases, the fourth in a few, loss of weight 
(rarely rapid) in a large pereentage. In my 
experience the first three may be considered 
results of the real cause of ptosis, and each 
of the five a contributing cause or coincidence. 
Often we find marked ptosis of kidneys and vis- 
cera in young women who have never been preg- 
nant, never lost flesh excessively or rapidly and 
never worn corsets. They quite uniformly con- 


* The following papers were read at_a meeting of the Boston Medi- 
cal Library in conjunction with the Suffolk District Branch of The 
Massachusetts Medical Society, Surgical Section, Nov. 30, 1904. 
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form to a peculiar build described by different 
observers. The characteristics noted are, espe- 
cially, narrow chest with diminution of the dorso- 
lumbar curve. Such cases seem to substantiate 
stiller’s well-known view that enteroptosis 
indicates a general disorder of nutrition or 
development. The prevailing characteristic is 
weakness. To one observer it is the neurasthenic 
type, to another the consumptive type. With 
some evidence of spinal weakness as excessive 
upper dorsal curve or scoliosis, or with weak foot- 
arches, it is of orthopedic interest; with deficient 
dorso-lumbar curve it suggests a cause of ptosis. 
Whether our attention is attracted by the high- 
arched palate, by the flabby abdominal muscles, 
by the unreliable physical or nervous vigor, the 
fundamental characteristic is weakness — nervous 
even more than physical, deficient nervous re- 
serve power and infinite capacity for its dissi- 
pation. 

To one familiar with this class of cases there is 
striking uniformity in the symptom complex; 
in fact its uniformity is even more noticeable 
than the endless variation of detail. Those who 
are born neurasthenic and from birth frequently 
overdraw the slender nervous reserve, are likely 
in early life to show the miserable physique 
already described. These congenital neuras- 
theniecs may show tendency to ptosis of kidneys 
and viscera at the earliest age, or are likely to 
do so later unless so fortunate as to accumulate 
permanent fat and avoid overdrawing their 
reserve nervous energy. Rapid emaciation tends 
to produce ptosis, but especially when the cause 
is nervous exhaustion. 

The symptoms of a patient with nephroptosis 
and gastroptosis may be the same as those of 
one with simply the atonic gastro-intestinal 
tract so characteristic of neurasthenics. Neph- 
ropexy and gastropexy in the former, and gastro- 
enterostomy in the latter, or in both, may not 
alter the symptoms. The fundamental fault is 
nervous exhaustibility. This was the prevailing 
condition in the cases which have come under my 
observation. The chief need for prophylaxis or 
cure is a permanent and abundant reserve of 
nervous energy. It should be accumulated by 
the previous generation. This nervous reserve, 
without which other desirable conditions, as in- 
crease of permanent fat and of intra-abdominal 
pressure, may be impossible, must be considered 
of primary importance. 

To fortify my impressions as to the frequency 
with which nephroptosis is associated with other 
ptoses I reviewed my records of private cases, 
including all with ptosis of either kidney and 
excluding all with ptosis of neither kidney. 
This compelled me to exclude several cases of 
marked gastroptosis and a few with marked 
hepaptosis. The minimum degree of nephro- 
ptosis for inclusion in my list was that enabling 
the kidney to be definitely grasped (not touched) 
during inspiration. With these restrictions | 
found 68 cases. The right kidney was down in 
all, or 100%, the left kidney in 20%, the stomach 
in 62% (and, of course, the colon in an equal 





number), the liver in 7%. Thirty-four of the 57 
females had pelvic examination and there was a 
marked ptosis of the uterus in some direction in 
80%. The urine showed no serious disturbance 
of the renal function in any case. In no case 
did a kidney seem to interfere with other organs 
by pressure. In one case, with marked ptosis of 
the right and moderate ptosis of the left kidney, 
there was dragging pain referred to the right 
kidney, and nephropexy was advised. 

It may be claimed that my list, many of which 
represent the minimum degrees of nephroptosis, 
are less marked cases than those to be reported 
this evening. I reply: First, my part is to point 
out the association of ptoses; second, several 
cases with marked ptosis of both kidneys showed 
no symptoms referable to this condition; third, 
a very neurasthenic man of my series, with the 
minimum degree of ptosis of the right kidney, was 
recently examined by a pruminent New York 
surgeon and was told that all his nervous symp- 
toms were due to floating kidney; that nephro- 
pexy would cure, was the only cure, and should 
be done at once. It may be objected that the 
neurasthenic symptoms to which I refer are 
typical of nephroptosis. I reply then, that I 
am unable to distinguish symptoms due to this 
condition. 

Ever since I began practice I have been on 
the watch for cases of colic due to floating kidney. 
One case, with rather more than the minimum 
degree of ptosis of right kidney and ptosis of 
stomach, was under observation six years. In 
each of several attacks observed the kidney 
was very tender. There was severe pain in its 
region with vomiting. In every attack there was 
history of indiscretion in diet. In the last, 
cabbage and veal steak eaten ten hours pre- 
viously were vomited undigested. Gallstone was 
supposed to be the cause from the first and explo- 
ration urged, but kidney and stomach couldn’t 
be excluded until two big gallstones were lodged 
in the common duct and found at operation. 

Another similar case, with more or less con- 
stant discomfort in the kidney region, was a 
patient of a well-known New York surgeon. He 
pronounced her symptoms due to liver or float- 
ing kidney and had her wear a belt for the latter. 
I saw her in a typical attack of biliary colic and 
advised her to allow him to operate. Both 
patients complained of atonic dyspeptic symp- 
toms. Another similar case has refused to have 
gallstone demonstrated by operation. 

I trust that each of us will carry away from 
this meeting a clear-cut picture of the indications 
for surgical interference in ptosis of the kidney. 


TREATMENT OF PTOSIS OF ABDOMINAL ORGANS BY 
ABDOMINAL SUPPORTERS. 


BY WILLIAM H. SMITH, M.D., BOSTON. 


When Dr. Codman asked me some three weeks 
ago to report upon the treatment of ptosis of 
abdominal organs by abdominal supporters, I 
replied, ‘‘ That the time was so short that it was 
doubtful if replies could be received from a suffi- 
cient number of patients, to make the paper at all 
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complete.”’ I have, however, heard from many 
of them and have been able through the courtesy 
of Dr. I. C. Shattuck to add some of his cases to 
my own. 

My experience is limited to two kinds of abdom- 
inal supporters, in two classes of cases; the 
first the ordinary unpadded abdominal band, 
the second, the accurately fitted, padded, corset- 
like belt. The two classes of cases treated have 
been simple nephroptosis, with or without Dietl’s 
crises, and nephroptosis with gastroptosis. The 
ordinary unpadded abdominal supporter has, 
in my experience, proven of little value except in 
cases of marked diastasis of the recti muscles; 
with the corset-like, padded belt my experience 
has been greater, and from the satisfactory result 
in two cases I was led to study its usefulness 
further. 

In the fall of 1900, I was asked to see a young 
woman, a nurse, who, for several months, had 
suffered from severe attacks of pain in the region 
of the right kidney. Returning from her vaca- 
tion, having gained considerable weight, she took 
charge of a patient, seriously ill, and through 
work and worry lost weight rapidly; one morn- 
ing while on duty she was seized with severe pain 
in the epigastric region, was nauseated, vomited 
and felt faint. Upon questioning her it was 
found that this attack differed from the others 
only in degree, it was more severe and lasted 
longer. Her previous attacks lasted usually only 
a short time, would sometimes be relieved by 
lying down although soreness would persist for sev- 
eral days. Careful physical examination showed 
nothing abnormal at first; there was no rise of 
pulse or temperature, the blood showed no leucocy- 
tosis, the urine was negative. While examining 
her two days after the attack, the right kidney 
was found easily palpable, painful; since these 
attacks had been recurring for several months 
and were interfering with her work, I advised 
operation but this was refused. She was then 
fitted with an abdominal pad, held in place by 
surgeon’s plaster which she wore for some time 
with a moderate degree of comfort. It was, 
however, bulky and troublesome. 

In February, 1901, a young Swedish woman of 
twenty-three came to see me; she had had for 
four years attacks of pain always referred to the 
right of the epigastrium associated with nausea 
and vomiting; for several weeks these had in- 
creased in frequency and severity. She had tried 
various methods of treatment during these four 
years without relief. Her attacks came on 
mostly while she was at work, would last for 
several hours, would occasionally be relieved by 
vomiting, although the soreness in the kidney 
region would persist. The similarity of the 
symptoms with those of the nurse attracted my 
attention and floating kidney was considered 
possible. At first physical examination was nega- 
tive. The kidney could not be felt with the 
patient on her back, on the right or left side, or 
while standing. The urine examination was 
negative, the blood was without leucocytosis, 
there was no fever nor rapid pulse. Within a 





few days opportunity for examining the patient 
during an attack occurred and the right kidney 
was easily felt, so painful upon palpation that she 
exclaimed, ‘‘ There is where all my pain has 
been.”? As in case number one, entrance to 
hospital for operation was advised, but refused. 
On account of the difficulty of putting on the pad 
advised in the first case, the possibility of some 
kind of a belt was investigated and she was 
accurately fitted with a padded, corset-like belt, 
to be put on with the hips raised in the morning 
before getting up. The perineal straps were 
fastened first, the lowest straps next and so on, 
the object being, not to attempt to pad the 
kidney itself, but to hold the intestines up against 
the liver and diaphragm, thus hoping to prevent 
the kidney from dropping. She was lost sight of, 
but several months later the nurse who had 
fitted the belt stated that the patient had re- 
turned to have some new straps as she had worn 
one set out. She called at my office in response 
to a note and said that she had had no attacks 
of pain since wearing the belt. She had at times 
discomfort, but thought but little about it. She 
has worn the belt continuously since 1901, and 
during this time has been strong and well. This 
belt proved so satisfactory that a similar one was 
made to replace the pad used in the first case. 
She wore the belt for a year, had no attacks of 
pain while wearing the belt, gained greatly in 
weight and has since been well. 

In May, 1902, at the request of Dr. Burns of 
Plymouth, a young woman of twenty-two was 
examined at the Out-Patient Department of the 
Massachusetts General Hospital during my serv- 
ice, for a painful tumor of the abdomen. At 
first no tumor could be felt, and it was only with 
the patient in the upright position that the right 
kidney descended and was found at the umbilicus. 
She had no attacks of pain, but felt more or less 
constant pain in the region of the right kidney, 
when on her feet. Her pain antedated her 
knowledge of the tumor; careful questioning 
ruled out neuroses and she was advised to have 
a padded belt fitted, the method of putting it on 
was carefully explained as well as the reason for it. 
Dr. Burns writes me that she was greatly relieved 
for several months. Since then she has moved 
from Plymouth and whether the result was per- 
manent or not is not known. 

A fourth belt was made for a patient who had 
been wearing a pad for a painful right kidney; 
she had seen the belt of the first patient and 
wished to replace her pad with one similar. She 
had never had painful attacks, but pain and sore- 
ness in the region of the right kidney which was 
easily palpable. She wore the belt for nearly a 
year, but as it appeared to cause constipation, at 
one time there being partial obstruction of the 
bowel, she was told to leave it off. The amount 
of benefit in this case was practically nil, indeed, 
I think it did more harm than good; she was 
markedly neurotic and the daily thought about 
her dislocated kidney at the time of applying the 
belt did her no good. The reason the belt was 
advised in her case was because the starting point 
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of her various neuroses seemed to date from her 
painful kidney. Since then I have not advised 
a belt for that class of patient. 

In May, 1903, a belt was advised for a woman 
of thirty-three, who had had soreness in the 
region of the right kidney for three years. She 
had never had Dietl’s crises, but after standing 
or walking for any length of time her kidney 
became sore and the pain would persist so long 
after she went to bed that it interfered with her 
sleep. Her right kidney was well below the costal 
border and freely movable, apparently not 
enlarged. In reply to a letter asking her present 
condition she writes that she has worn the belt 
all the time, removing it only at night; the belt 
has greatly benefited her, but is at present worn 
out and she has written for another one. 

Two other patients have been ordered belts, 
one a patient seen by Dr. A. T. Cabot and Dr. 
Shattuck. In this case the diagnosis lay between 
movable kidney with Dietl’s crises or disease of 
the gall bladder; the second patient had 
recurring attacks of pain in the right kidney 
region, her kidney was easily palpable and tender, 
she was advised to wear a belt, but as her pain 
was thought by the surgeon who saw her to be 
due to the appendix she was operated upon; her 
attacks followed the operation shortly and she 
returned and was fitted to a belt. A brief report 
from the first patient, at present in Switzerland, 
states that her health has not improved since 
wearing the belt; the second patient is in New 
Brunswick and has not been heard from. In 
none of these patients was there any notable 
degree of gastroptosis, and the results would lead 
me to still further trial of the padded belt, in 
similar selected cases. 

A report has been received from four patients 
where, in addition to nephroptosis, gastroptosis 
Was present; one used the simple abdominal band, 
three the padded belt. The first patient, a woman 
of twenty, was fitted with the ordinary abdominal 
support at the Massachusetts General Hospital in 
the spring of 1903; in her case there was pain in 
the region of the right kidney running through to 
the back, no Dietl’s crises. The kidney could be 
felt wholly below the costal border, the lower 
border of the stomach being two inches below 
the umbilicus. She wore the belt two weeks, 
but it made her nervous and increased her pain; 
this is not to be wondered at since she put the 
belt on after getting up, and so padded her kidney 
tightly, while it was still out of position. This 
case illustrates one of the difficulties in the use 
of the belt, where the co-operation of the patient 
cannot be secured. 

The difficulty of interpreting pain in the region 
of the right kidney is well illustrated by the next 
case which wore a padded belt. A woman of 
thirty-six who had had pain for some months in 
the right kidney region, the pain running through 
to the back, not occurring in attacks, was exam- 
ined in June, 1903, at the Massachusetts General 
Hospital in the Out-Patient Department; the 
right kidney descended as low as the anterior 
superior spine of the ilium, the upper border 





being near the umbilicus, the lower border of the 
stomach one and one-half inches below the umbili- 
cus; a belt was advised and fitted to this patient, 
but it increased her pain so that she wore it only 
afew weeks. Two months later she was operated 
upon and her right kidney was found floating, 
and her appendix bent and adherent. She does 
not state in what the operation consisted, but 
says that she has since been better. One other 
patient with gastroptosis and nephroptosis re- 
ceived but little benefit from the padded belt, 
while the fourth states that she could not do with- 
out it. 

In simple gastroptosis I have had no experience 
with belts alone. In five cases they have 
been used in addition to other well recognized 
methods of treatment; four wore the padded 
belts, one the simple abdominal supporter. 
Three have ordered new padded belts, one can 
wear hers only at times, as the distention of the 
stomach with gas causes so much pain that she 
has to remove the belt. I presume this is due 
to the tightness with which these padded belts 
are fitted. The patient with the simple abdo- 
minal band has not been under observation a 
sufficient length of time to warrant any statement 
as to the efficacy of the belt in her case. In 
conclusion I would state that while the number 
of cases is too small to warrant any deductions 
being drawn, my opinion in regard to the use of 
belts is briefly this: Without the intelligent 
co-operation of both patient and physician, but 
little benefit will follow the use of abdominal sup- 
porters; where this co-operation can be secured 
and a properly fitted belt is made and properly 
worn, I believe relief is to be obtained in certain 
cases, especially of nephroptosis with Dietl’s 
crises. In some cases I believe this relief will be 
permanent. 


THE ACTUAL RESULTS AT THE MASSACHUSETTS 
GENERAL HOSPITAL, FOLLOWING OPERATIVE 
TREATMENT. 


BY F. G. BALCH, M.D., AND J. R. TORBERT, M.D., BOSTON. 


Since Dr. Torbert, who has done most of the 
work in getting up the statistics of the results of 
operation on movable kidney at the Massachu- 
setts General Hospital, is not able to be here 
to-night it devolves on me to explain the tables 
he has made. 

We have taken only the results of cases oper- 
ated on between 1890 and 1904. We sent out 
ninety letters with a printed form enclosed, and 
a stamped and addressed envelope. Twenty-six 
replied and twenty-five letters were returned 
unopened. This leaves rather a large percentage 
that must have gone into the waste-paper basket. 
Dr. A. T. Cabot looked up this same subject in 
1902 and he kindly let me look over the replies 
he had received to a letter which he had sent out. 
Among his list I found eighteen who had not 
replied to my letter. He had also reports of 
two cases which had apparently been overlooked 
in our search of the records. ‘This gives a total 
of 92 cases. Of these 92 cases we now have 
records of 41. Of the total 92 cases, 86 were 
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females and 6 were males. Of the females 61 
were married and 25 were single. Pregnancy 
was given as the starting point of the trouble in 
33 cases, trauma in 10 and in 49 cases the cause 
was not known. Of these 49 cases 25 were 
married and 24 were single. The time spent in 
the hospital varied from fifteen to forty-five days. 
The average time was twenty-eight days. Seven- 
teen cases had other operations beside the 
nephropexy done at the same time. There was 
sepsis In 8 cases. There were urinary symptoms 
in 22 cases. Of the total 92 cases we have called 
28 relieved. Thirteen were not relieved. This 
leaves 51 from whom we have not heard. 

[ must say that I am not impressed by the 
reliability of the reports I have received from the 
patients as a means of determining how much 
good comes from operating upon movable kidney. 
Seventeen other operations were performed upon 
these patients at the same time as the nephropexy 
and it is impossible to determine how many of 
their symptoms were due to movable kidney 
and how many were due to some other cause, 
as appendicitis, cholelithiasis, endometritis, etc. 
Many were very nervous, and convalescence in 
some of those who now report the best results 
was often stormy and protracted to such an 
extent that one is led to question the benefit of 
the operation. As far as these statistics show 
anything it seems to me they make clear the fact 
that we must choose our operative cases very 
carefully. 

Comparatively few of the cases who have mov- 
able kidney know it, and many of those who 
have been told, or have discovered it, have no 
symptoms in any way referable to the kidney. 
When there is intermittent bydronephrosis or 
stomach symptoms evidently referable to the 
mobility of the kidney something must be done. 
Even in some of these cases I am very apt to 
try a suitable supporter first. The condition is 
apt to be part of a general abdominal ptosis and 
fastening the kidneys may in no way remedy the 
trouble. Those seen in a large hospital are 
usually not able to take proper care of themselves 
afterward, and I dare say this is one reason why 
the showing is not better. I have had only seven 
cases in private practice where I have operated, 
but my own results would lead me to believe that 
in outside practice where one can choose one’s 
cases for operation and for supporters more care- 
fully and where one can be sure of a sufficiently 
long period of rest afterward the results are much 
better than in our hospital work. 


RESULTS OF SURGICAL TREATMENT OF MOVABLE 
KIDNEY AT THE BOSTON CITY HOSPITAL. 


BY PAUL THORNDIKE, M.D., AND L. R. G. CRANDON, M.D., BOSTON. 


Frequency. — Out of 272 consecutive women 
examined by Larrabee! 414%, or 112 cases, 
showed one or both kidneys to be palpable, and 
other observers, quoted by Larrabee, found 
from 46% to 80% to be palpable or even movable. 
Anatomical studies on the study have been many, 


egnahen: Boston Mep. anp Surc. Jour., 1903, Vol. cxlix, 
p. > 





and that a certain amount of mobility is normal 
must be acknowledged. Helm, in a study of 88 
cadavers (61 male, 27 female), showed the fol- 
lowing results: 


MALE FEMALE 
Right Left Right Left excursioyx 
40 0 70 oO 


Immovable, 42.6 37.7 22.2 18.5 O-lem. 
Slightly movable, 21.3 21.3 29.6 44.4 1-3 
Considerably movable, 27.9 34.4 29.6 25.9 3-5 
Very movable, 8.2 6.6 18.5 11.1 5-8 


Normal mobility has been further established 
in a study by Bidinger,? and by Watson.° 

Pathology. -- On the causes of this condition 
the recent monumental work of Wolkow and 
Delitzin* has covered apparently with great 
diligence the experimental side of the subject. 
They conclude that movable kidney is an ana- 
tomical physiological condition, which assumes a 
pathological type when the paravertebral renal 
fossa is insufficiently developed and the intra- 
abdominal pressure is reduced; that this patho- 
logical type is a feminine peculiarity; that 
prophylaxis will prevent mobility to a pathological 
degree. 

The etiological factors recited by Watson (loc. 
cit.) are: 

(1) Enteroptosis — a general sagging of abdom- 
inal viscera following relaxation of the abdominal 
wall, especially in multipare. The peritoneum 
in front of the kidney stretches downwards and 
a space is made in front and below, into which 
the kidney sags. 

(2) Changes in the fascial and muscular sup- 
ports of the kidney — changes which are part of 
a general systemic laxity of tissues. 

(3) Sudden wasting of the perirenal fat. 

(4) Increase in the size and weight of the 
kidney, from any cause. Hydronephrosis may, 
apparently, be a cause or an effect. 

(5) Downward pressure on the kidney by an 
enlarged or by pleural effusions. 

(6) Tight lacing. 

Symptoms. — This division of the subject has 
been discussed more than any other. That even 
an abnormal mobility may lead to no symptoms, 
and that severe symptoms may appear with 
slight mobility of the kidney have been clearly 
shown. Besides painful renal crises (Dietl’s), 
which are undoubtedly consequent on this condi- 
tion there is an array of symptoms which may 
appear before the movable kidney is discovered, 
or may clearly follow discovery. These symp- 
toms include the form of gastric indigestion known 
as ‘nervous dyspepsia’? and also hypochon- 
diasis or some other variety of the neurasthenic 
state. To determine whether the mobile kidney 
is a part of general enteroptosis, whether the 
symptoms described to it are only a part of 
neurasthenia or of the period of the climacteric, 
or whether the nephroptosis is primary is the first 
clear duty of the diagnostician, but that total 
and permanent relief of all such symptoms has 


2 Biidinger: Ueber Wanderniere. Mittheil. aus d. Grenz. d. Med. 
u. Chir. Jena, 1899, iv, 265. 
3 Watson: Boston Mep. anp Sure. Jour., 1901, exlv, 318. 
4Wolkow und Delitzin: Die Wanderniere, experimentel-ana- 
tomische Studien, Berlin, 1899. 
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Cases oF NEPHRORRHAPHY AT THE Boston City Hospirat. 








la ¢ | | 
: ic) = Anatomical | ie 
K Occupa- Ss = s t Physical Condition | Present Condition or Subsequent Notes. 
a tion. 5 o8 Symptoms. Examination. found at (November, 1904, unless otherwise stated.) 
F a B Operation. 

1 


F. Housewife! 7 Beginning after confine-|Right kidney 114 inch with Better than before operation, but not entirely relieved. 





|years ment. Soreness in right felt just below respiration. ‘Still has soreness in right hypochondrium and back. 
hypochondrium. Noticed 10th rib. Can Cannot do hard work. Has to wear swathe. Hurts her 
tumor. Melancholia atibe held down if she lifts or reaches. General health much improved. 
times. by hand during Would not advise others to have operation. 

| respiration. 

F, Book- 5 Pain in right hypochon- Mass in right Kidney seen ‘One hundred per cent better.” Couldn’t work more 
binder, sits} mos. drium aggravated by|lumbar felt un- moving withithan two days at atime before operation. Now can 
down while) laughing orcrying. Fre der ether. No respiration. work al] the time. No pain in abdomen now, but pain 
working. | quent and painful mic-anatomical across back on hard work. Feels much improved. 

turition. jcause for mic- Would have operation again under same circumstances. 
\turition. Has frequent and burning micturition now at intervals. 

F. House- 10 Pain in stomach, vom- Stomach toum- Kidney normal ‘“ Feels like new woman.” Very muchimproved. Has 
wife. Since years iting. bilicus. Capac- position, but now no pain in kidney. Has pain in back when she 
operation ity 1080. Both tilted forward. over-exerts herself or over-eats. Still has stomach 
worked in kidneys palpa- trouble. Has distress p.c. unless she diets. Cando light 
bakeshop. ble. work, as waiting in store, since trouble. Would go 


through operation again, and would strongly advise 
any one else in same condition to be operated on. 


F. Housewife 13 Pain in right side and)Mass smooth Deep pressure 1898. Patientin M.G.H. Diag. Probable Tabes. 
years“lower bowel,” con-and movable.required to 1902. Returned to M.O.P.D., B.C.H., complaining of 
stantly increased by|Can be found bring kidney abdominal pain which renders her unable to work. 


standing. beneath ribs or into view. Probable recurrence. 
pushed into 
pelvis. 

F. Housewife 5 Tumor at right costal Right kidney Kidney moved Operation gave complete relief. Was able to attend to 

years border at times. Since palpable and freely with dia- household duties two days after leaving hospital, and 

birth of last child, six movable on phragm. has done her own work since. Last February (1904) 

months ago, tumor has/palpation. was operated on for abdominal tumor, and since that 

been ‘‘loose in abdo- time has imagined that she felt something ‘ floating 

men.” around inside” her abdomen. Would advise any other 
patient to have operation. 

F, Housewife For Dragging sensation. In-/ Kidney felt just Not given. For two years entire relief from indigestion and bad 
some digestion. under anterior feeling inside. Since that time indigestion has returned 
time. abdominal wall and pain in front of abdomen. Consulted physician, 

5 Movable lump in right lower end on who told her kidney had dropped down again some. 
years abdomen, level with um- 


12 Neurasthenic, indiges-' bilicus,left bor- 
years tion, eructations, palpi--der in median 
tation, soreness across line. Can be 
abdomen. pushed into 
normal place. 
Felt only with 
patient on left 
side. Not felt 

on back. 


k. Housewife 1 Pain in right hypochon-| Indefinite Considerable Since married and moved to Lawrence. Not seen, but 
year drium intermittent; con-\rounded mass excursion with said by family to have gained complete relief from 
stant last two weeks. in region of respiration. operation. 
kidney, not 
moving on res- 
piration. 


F. Housewife 5 General pains, followed Spleen en-Excursion two Former landlady says patient still has soreness and 
wks. by severe pain lower left larged. Mass inches with res- weakness in abdomen, and complains of ‘all gone feel- 
abdomen. Icterus Pusin rightlumbar piration. Kid- ing” in front whereinci-ion was first made. Also com- 
temps. not moving on ney turned so plains of soreness in back. 
respiration. that posterior 
surface found 
anterior, and 
greater convex- 
ity interval. 


F. Housewife 5 Attacksof vomiting with|Kidney freely Kidney freely Sept. 22,1899. Much relief from nephrorraphy. Opera- 


years pain in hypochondria, movable under movable. tion for gallstones Sept. 26 and discharged relieved Oct. 
three in five months; ether. 19, 1899. 
starts in right side and Second operation for gallstones. Discharged, dead, Aug. 
radiates through abdo.| 16, 1900. Nu autopsy. 


men. Becomes uncon-| 
scious every time she! 
vomits. Urine dark 
brown to red with heavy 
red sediment. Urine 
normal and pains cease 
if she keeps quiet and 
lies down. 


F. Housewife 2 Painin hypochondrium. Right kidney Kidney freely Sept. 12, 1898. Operated for gallstones. Perfectly well 
wks. Vomi ted everything freely mova- movable, falling after operation for three and one-half months, when she 


eaten for four days. ble. into abdomen as had attack of gallstone colic and was operated as above 
Pain was intense, con-| far as median and discharged. Relieved. No trace of her found. 
fining her to bed, Felt; line unless 
soft movable body under} raised by coun- 
right costal border. \ter pressure on 

abdomen. 
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followed fixation of the kidney is, without ques-|with the greatest caution. Even nephrectomy 
tion, a surgical fact. has failed to relieve such a case. 

Diagnosis. — Attacks of renal colic with the| In dyspeptic, neurotic women approaching the 
presence of a somewhat tender, abnormally situ-| menopause the operation should be avoided 
ated or movable kidney shaped mass, in the flank | altogether. 
or abdomen makes the diagnosis probable. If | In general, enteroptosis and the consequent dys- 
in addition, a normal or occasionally bloody urine | pepsia or constipation or with uterine or ovarian 
with quantitative variations, such as might ‘trouble it will be useless to perform this operation 
appear with hydronephrosis, is found, the diag-| unless the other affections are corrected. 
nosis is fixed. Abdominal percussion, gastric} (b) In a certain proportion of movable kidneys 
examinations, and the state of the abdominal | organic disease, cancer, tuberculosis, or hydro- 
wall will determine whether the kidney condition | nephrosis co-exists. 
is part of a general enteroptosis. Gallstone colic} (2) Nephrorrhaphy frequently fails to give 
has been frequently overlooked, and renal stone | permanent relief because of insufficient fixation. 
usually may be found by x-ray examination. | Technique of the Operation. — An oblique in- 

Treatment. — Uncomplicated mobile kidney, | cision at least 4 inches long, beginning 1 inch below 
which is undoubtedly causing symptoms, calls | the twelfth rib and about 2} inches from the spinus 
for efforts at fixation. process, should be made, sweeping round towards 

Bands and pads we do not advocate. Such/the anterior superior spine. The latissimus, ex- 
pressure as would be necessary, if long continued, | ternal and internal oblique are cut across. The last 
must be harmful, leading to greater flabbiness of | dorsal nerve should be avoided by drawing it 
the abdomen and to injurious compression of the| aside, if possible. The lumbar fascia is slit; 
abdominal viscera. the perinephric fat is carefully torn open; the 

The state of mind of the patient should be| kidney is pushed into the wound; its capsule is 
influenced to shut out all but objective influences. | split along the convexity from pole to pole; flaps 
All possible effort should be made to improve! of capsule are carefully stripped off the kidney 
the general health, and, in particular, the tone | halfway along the sides, and these flaps are sewed 
of the abdominal and back muscles. When these|into the aponeurotic edges of the wound with 
methods fail to relieve, the kidney should be| many (12 to 20) silk stitches. The kidney itself 
mechanically fixed by operation. is thus brought just under the wound, but not 

Despite the frequency, already cited, of ren|into it. This is the method of Jacobson, is the 
mobilis, the surgical treatment of this condition| method we use and approve in most cases. 
is relatively infrequent in large surgical clinics. : . 

At the Boston City Hospital in the last ten Ones 
years, out of a total of 16,589 operations, only| From 40% to 80% of all women have a pal- 
17 were for movable kidney. Ten of these cases| pable or even movable kidney. 
will be briefly recited, merely because they pre-| The causes of the condition seem to be lack of 
sent very accurate present notes on the patient’s| general muscular tone, anatomical peculiarities, 
condition after periods of from one to seven years | or increase in the weight of the kidney, one or all. 








after operat on. The symptoms are — a sensation, subjective or 
Late results were collected by Watson (loc. cit.) | objective, of a mass moving from the flank into 
as foll ws: the abdomen, crises of kidney-pain, a variety of 
nervous derangements from nervous dyspepsia to 

: - neurasthenia. 
2% 5S en The diagnosis is made on the presence of the 
-?° 3 ¢ ®A mobile tumor, the symptoms just given, and by 
. - ; ruling out kidney-stone, new growth, and gall- 

Albarran 23 2 neurasthenics. 


stones. 
The treatment should be first, mental; second, 
development of abdominal and back muscles; 


— 2 and last, if necessary, and no contra-indication 
Tricomi 32 23 1 2 


1 
Herzberg ll 5 
La Fourcale 14 8 
Lavergne 14 2 
Tillmand 16 6 


alt ee 
_ 
—_ 





Tuffier 79 799 a ee exists, fixation of the kidney by operation. 
general enteroptosis The prognosis, after an operation, which is 
Wolf 21 11 technically proper, is for perfect cure. 
Watson 6 4 1 1 doubtful sin 
Causes of Failure of the Operation. — Jacobson 5 Clinical Department. 


is most lucid as to the causes of the failure of meneesane> 
nephrorrhaphy to give the expected relief. He|CICATRICIAL CONTRACTION OF THE HAND. 


Says: F ; TRANSPLANTATION OF ABDOMINAL FLAP. 
(1) The operation is performed in unsuitable RELIEF. 
cases, 


BY JAMES 8S. STONE, M.D., BOSTON. 


(a) Where the.mobility of the kidney is only, in 1 : 
reality, a small part of the trouble, such as neu- On Dec. 16, 1902, C. McP. of New Brunswick had 


oni . ¥ her right hand- caught in a mangle. The felt roller 
rasthenia. It should be done in these cases only passing on to the back of the hand pressed the palm 


5 Jacobson and Steward: Operations of Surgery, 1902, ii, 162. |down with a weight of 1,300 pounds against the hot 
s 











CICATRICIAL CONTRACTION OF THE HAND STONE 
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drum, where it was held for three and three-quarters 
minutes, or until the maehinery could be stopped and 
the roller lifted off. Considerable of the skin of the 
palm peeled off at the time, adhering to the drum. In 
about ten weeks the wounds had healed, the fingers 
contracting during this time and afterward until a 
year later the hand appeared as in the first photograph. 
* The distorted thumb was held firmly against the 
outer dorsal surface of the metacarpal bone of the 
forefinger. The base of the thumb was drawn strongly 
inward toward the little finger by the contracted 
sear. The forefinger was flexed over the middle finger, 
the middle finger flexed over the ring finger, while the 
ring finger was flexed over the little finger which in 
turn was crowded into the middle of the palm. The 
whole mass was absolutely immovable with the excep- 
tion of very slight play in the ring finger which, al- 
though very strongly contracted at the base, could be 
extended slightly in the two interphalangeal joints. 
The hand was not only useless to her, but was a source 
of great pain. From within a few days after the acci- 
dent there had been severe and steadily increasing 
pain which was greatest in the axilla and along the inner 
side of the upper arm. Amputation had been advised. 

On Dec. 14, 1903, a year after the accident, at the 
Boothby Hospital, under ether anesthesia, the cicatri- 
cial mass in the palm of the hand was entirely dissected 
away. The fingers and thumb were all forcibly straight- 
ened and separated. All the tissues to below the 
palmar fascia were found to have been destroyed. 
The tendons of the fore and little fingers were found 
to have been completely involved in the scar tissue, and 
had to be sacrificed. The tendons of the thumb, 
middle and ring fingers had not been destroyed. In 
straightening the fingers, the metacarpo-phalangeal 
joint of the little finger was torn open and the tendon 
sheaths were opened high up toward the annular liga- 
ment. Just below the annular ligament large bulbous 
neuromata fully twice the diameter of the nerve had 
grown at the injured ends of the median and ulnar 
nerves. The nerves were drawn down as far as possible 
and then cut across well above the bulbous ends, which 
were excised. 

A flap of skin and subcutaneous tissue large enough 
to fill the denuded palm was then turned up from the 
abdomen directly over the region of the appendix. 
It was freed at the long, lower, outer border, parallel to, 
but some distance above, Poupart’s ligament. It was 
also freed at the upper, outer and lower inner ends, 
while the broad upper, inner side was left attached to 
the abdominal wall. The free edges of the flap were 
then stitched with catgut to the skin at the edges of 
the upturned palm. The broad side of the flap which 
had been parallel with Poupart’s ligament was stitched 
to the skin at the radial side of the palm; the lower 
inner end was stitched to the skin at the base of the 
fingers; the upper outer end to the skin of the wrist. 
In order to narrow, as far as possible, the wound in 
the abdomen, and, at the same time, to draw the 
attached side of the flap as firmly against the ulnar 
edge of the palm as the circulation would allow, two 
quilted sutures of silk-worm gut were passed through 


the attached edge of the flap, between the hand and | 


the abdomen, and through the long outer lower edge 
of the abdominal wound. The corners of the abdomi- 
nal incision were then drawn together by catgut 
stitches. Dry, sterile, gauze dressings were applied, 
care being taken not to allow two surfaces of skin to 
lie in contact. The hand forearm and elbow, were 
then fixed in position with a plaster of Paris bandage 
encircling the pelvis and abdomen. 

Seventeen days later the patient was again etherized. 
The plaster bandage and dressings were carefully 





removed. The attached upper inner side of the flap 
was then cut free from the abdomen and drawn into 
position against the ulnar border of the denuded area 
by strips of crepe lisse fastened with collodion. After 
the attachment of the flap a small area along a part of 
the severed border sloughed, but this did not materially 
delay healing. 

A celluloid splint was made to which the fingers could 
be strapped in order to hold them apart and extended. 
This was worn at first both day and night, being taken 
off only when the fingers were exercised. After about 
four months it was worn only at night. Active and 
passive movement of the fingers was thoroughly and 
patiently practiced by the patient. 

In August, seven months after the original opera- 
tions, a minor plastic operation was performed to cor- 
rect a recontraction of the little finger. The second 
photograph shows the hand ten months after the origi- 
nal operations with the fingers and thumb voluntarily 
extended. The third photograph shows the hand 
with the fingers and thumb voluntarily flexed. 

At that time, ten months after the operations, the 
active movement of the fore, middle and little fingers 
was confined to the metacarpo-phalangeal joints. In 
the ring finger all the joints could be actively moved. 
Passive motion was possible in the interphalangeal 
joints of all the fingers. The motions of the thumb 
were confined to the carpo-metacarpal joint owing to 
the ankylosis of the other joints after the accident. 
The terminal phalanges of the fingers were short and 
the nails atrophied and curved forward owing to the 
destruction of tissue at the time of the accident and 
secondary trophic changes. 

Sensation began to appear in the transplanted flap 
about seven weeks after the first operation, or about 
five weeks after the detachment of the flaps. Sensa- 
tion gradually improved. Ten months after the 
operation, it is fair throughout the flaps. The area 
touched can be fairly accurately localized; toward the 
ulnar side the error of localization is never over quarter 
of an inch, while toward the radial side it may reach 
sometimes a half or three quarters of an inch. The 
sensation in the palmar surface of the fingers is some- 
what diminished. For about six weeks after the first 
operation the pain in the arm and axilla continued 
severe. After that it began gradually to subside. In 
the course of about four months the pain in the arm 
and axilla ceased. At about the same time, however, 
hyperesthesia of the upper part of the transplanted 
flaps began to give trouble. It was greatest in the 
region of the hypothenar eminence just below a por- 
tion of the scar, which, as the result of suppuration, 
was thick and hypertrophied. At the time the second- 
ary plastic operation was performed on the little finger 
this portion of the scar was excised and the edges of 
the skin were brought accurately together so that they 
united by first intention. Afterward this hyper- 
esthesia was relieved and after three months had not 
returned. 

At this last operation, also, a part of the subcutane- 
ous fat was dissected out from under the flap of skin. 
Too much had been included in the abdominal flap, 
as the photographs show. 


The following points in the technique of the 
operation are suggested by this and another 
similar case. 

All deep scar tissue should be dissected away. 

All resistance to complete unfolding of the 
hand should be overcome. 

As far as possible the edges of the skin which 
is left should be free from scar tissue. 
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The preliminary work upon the hand may well 
be done under a tourniquet. 

The incisions to free the abdominal flap should 
be accurately patterned, with allowance for a 





shrinkage of about a fourth, to fit the denuded 
surface. This may easily be done by placing the 
supinated hand just below the area from which 
the flap is to be raised. 

The flap should include about 1 em. of sub- 
cutaneous fat. More is objectionable in appear- 
ance. More is unnecessary to maintain the 
nutrition unless the area freed is exceptionally 
large in extent. 

Suppuration is practically inevitable on account 
of the portions of the denuded area left exposed 
without the possibility of changing the dressings. 
There may be considerable odor from the wound, 
therefore, after about a fortnight. 

On account of the probable suppuration no 
plastic work on bones, joints, or tendons should 
be undertaken at the time of the operation on 
the skin. 

The free borders of the flaps should be stitched 
to the skin at the borders of the area to be filled 
with the greatest possible accuracy in order to 
secure primary union and to minimize scar-tissue 
formation. 

The attached border should be approximated 
by quilted sutures to the opposite edge of the skin 
on the abdomen. These quilted sutures must 
not be so tight as to interfere with the circulation 
of the flap. They should be introduced exactly 
along the line at which the attached border is to 
be severed later. Under no circumstances should 
these sutures come within the area to be cut free 
later. If they are not originally placed with 
care it is difficult to judge at the second operation 
along just what line the flap is to be freed. 

As far as is possible the corners of the abdomi- 
nal wound should be approximated at the first 
operation in order to minimize the area left 
uncovered. At the second operation the condi- 
tion of the wound is usually such that accurate 
suturing of the flaps either on the abdomen or 
on the hand is inadvisable. 

The area on the abdomen from which to cut 
the flap should be selected chiefly with reference to 
an easy position of the arm when fixed to the side. 

The flap should, if possible, not cross the 
median line. Dependence should not be placed 
on the nutrition of the flap if the only vessels left 
intact cross the median line. 

An interval of about eighteen to twenty days 
should elapse between the two operations. 

A splint to hold the parts in an overcorrected 
position must be worn constantly for at least 
several weeks and at night for at least several 
months after operation. It cannot be omitted 
while there is any tendency to recontraction. 

The earlier after the original injury the plastic 
operation is performed the better is the functional 
result to be expeeted. It is entirely unnecessary to 
wait for cicatrization after the original injury. The 
operation may be performed as soon as the line 
of demarcation of the gangrenous tissue appears 
and the primary inflammation has subsided. 





Medical Progress. 
RECENT PROGRESS IN GYNECOLOGY, 


BY W. L. 
(Concluded from No. 8, 


DURING THE 





BURRAGE, M.D., BOSTON. 
p. 226.) 
BATHING MENSTRUAL PERIOD. 


J. Cuirron EpGar"™ has tested the traditional 
belief of both profession and laity that it is 
advisable to omit bathing during the menstrual 
period by a study of the recent literature and by a 
circular letter sent to the members of the Ameri- 
‘an Gynecological Society, the New York Clinical 
Society, the New York Obstetrical Society and 
the superintendents of four of the largest training 
schools for nurses in New York City, as well as 
the resident trained nurse or medical officer of 
several colleges for women. He believes that the 
woman of ordinary strength and health is able 
to bathe during menstruation, following certain 
simple precautions, not only without injury, but 
with marked addition to her personal comfort 
and benefit to her general health, and arrives at 
the following conclusions: 

(1) All forms of bathing during the menstrual 
period are largely a mutter of habit, and usually 
can be acquired by cautious and gentle progres- 
sion, but not for every woman does this hold good, 
and surf bathing, where the body surface remains 
chilled for some time, should always be excepted. 

(2) A daily tepid sponge bath (85° to 92° F.) 
during the menstrual period is not only a harm- 
less proceeding, but is demanded by the rules of 
hygiene. 


(3) In the majority, if not all women, tepid 


(85° to 92° I.) sponge bathing after the estab- 
lishment of the menstrual flow, namely, the 


second or third day, is a perfectly safe practice. 

(4) Further, in most women, the habit of using 
the tepid shower or tub bath after the first day 
or two of the flow, can with safety be acquired. 


AND TREATMENT OF 
PELVIC 


CAUSATION 
ATIONS OF THE 


RECENT 
FLOOR. 


LACER- 


Hengge ® calls attention to the lacerations of 
the pelvic floor resulting from a separation of the 
vaginal from the surrounding connective tissue. 
In many of these cases Hengge thinks that efforts 
to protect the perineum indirectly cause lacera- 
tion by preventing the rapid and easy expulsion 
of the head. Occasionally severe hemorrhage 
complicates such lacerations. Immediate suture 
is the only treatment, and he has obtained prim- 
ary union in 66%, notwithstanding that the 
morbidity is high in his clinic due to the fact that 
the cases are used extensively for teaching. He 
has observed that a patient may have a severe 
septic infection and yet lacerations which have 
been closed by suture unite by primary union. 


NECROSIS OF FIROMYOMA FOLLOWING INTRA- 
UTERINE INJECTION OF TINCTURE OF IODINE. 
Kubinyi® reports the case of a primipara, aged 

forty-two years, with a — fibroid filling 
11 Amer. Jour. Obstets., Vol. 1, p. 


12 Monatsschrift fir Geburts. und Oe 1904, Bd. xx, Hft. 2. 
13 Zentralblatt fiir Gyn., 1904, No. 24, p. 775. 

















Vou. CLII, No. 9] 


BOSTON MEDICAL AND SURGICAL JOURNAL 249 





the lower abdomen and attended by menorrhagia. 
She had had intra-uterine injection of tincture 
of iodine on three days, followed, five days later, 
by high temperature, pain, chills and a foul 
vaginal discharge. 

At the end of a week, the patient still appear- 
ing to be septic, the abdomen was opened. Fresh 
adhesions were found and the fibroid presented 
a brownish appearance. Supravaginal amputa- 
tion was performed and it was found that the 
endometrium presented a necrotic area with 
thromboses of the vessels extending into the 
tumor. 

[This case illustrates the great danger attend- 
ing the invasion of the uterine interior in the case 
of fibroids. Even an aseptic curetting in a large 
uterine cavity is often attended by grave symp- 
toms. It is a question whether strong styptics 
should ever be used in the case of fibroids.] 


ASCENDING OR DESCENDING DISSEMINATION OF 
TUBERCULOSIS IN THE FEMALE GENITALIA. 


Baumgarten “ reports on some interesting work 
done in co-operation with Basso to study the 
course of progression of genital tuberculosis in 
the female. Over fifty rabbits were used, and 
the results obtained were consistent in all cases. 
The lower and upper portions of the vagina, 
the horns of the uterus, and the peritoneal cavity 
were infected, either with emulsion made from 
nodules or with actual bits of the tissue itself 
The peritoneal infection never invaded the tubes 
or any other portion of the genital tract, and 
though infection starting from the uterine cornea 
readily traveled downward, it never progressed 
in the opposite direction towards the distal ends 
of the tubes. Infection of the vagina never 
passed upwards but only downward, and only the 
urethra of the urinary tract was invaded. 

The author, therefore, concludes that as he 
has already shown for the male, so in the female, 
tuberculosis of the urinary and genital systems 
is not reciprocal and that in each case it follows 
the direction of the normal local currents. In 
the genital tract this is from the ovary toward the 
vagina, and in the urinary tract it is in the direc- 
tion of the urinary flow. Common ground for 
the two types of infection is, in the male the 
prostate, and in the female the urethra and 
lower vagina. 


STYPTICIN IN UTERINE HEMORRHAGE. 


H. J. Boldt © reports the results obtained by 
him with the use of stypticin during the last 
seven years. The true name of this drug is 
cotarnin hydrochlorate, a base obtained from 
nareotin by oxidation. It occurs as a micro- 
crystalline yellow powder, soluble in water and 
with an intensely bitter taste. 

Boldt used stypticin in 35 cases of fibromyoma, 
in 11 with benefit and in 24 with no benefit. In 
one case of excessive menstruation due to an 
interstitial fibroid the relief was very marked. 
In 9 cases of hemorrhage due to uterine cancer 


14 Berliner klinische Wochenschrift, Oct. 17, 1904. 
‘5 Amer. Medicine, Vol. ix, p. 93. 


the results were negative. Complete cure re- 
sulted in from two to six days in 5 cases of post 
puerperal bleeding after removal of retained 
placenta particles. In conjunction with curetting 
stypticin was found effective in hyperplastic 
endometritis, but in the glandular form the 
results were negative. In various forms of non- 
suppurative pelvic inflammation only 3. out 
of 23 patients were not relieved by stypticin. 
In irregular bleedings during pregnancy, stypti- 
cin had been found very beneficial and no 
unfavorable symptoms had been noted. Satisfac- 
tory results were also obtained in profuse men- 
struation in virgins where no changes were found 
in the pelvie organs, and in atypical bleedings 
during the climacteric period where no patho- 
logical cause could be discovered. 

The dose recommended is two and a half to 
five grains at intervals of from two to three hours 
until the bleeding is lessened, then diminish 
the dose to one to two and a half grains. If a 
quick result is important it is best to give three 
to five grains in a 10% solution subcutaneously 
into the buttocks, using the customary antiseptic 
precautions. Given by the mouth stypticin is 
best administered in capsules because of its dis- 
agreeable taste. 


li 
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Kieports of Anocieties. 

BOSTON MEDICAL LIBRARY IN CONJUNCTION 
WITH THE SUFFOLK DISTRICT BRANCH 
OF THE MASSACHUSETTS MEDICAL 
SOCIETY. SURGICAL SECTION. 
MEETING OF Nov. 30, 1964. 





PAPERS were presented on the general subject of 


PTOSIS OF THE ABDOMINAL ORGANS WITH ESPECIAL 
REFERENCE TO PTOSIS OF THE KIDNEY. 


DISCUSSION. 


Dr. Henry D. CHapwick, Waltham: I wish to 
speak of the symptoms caused by a movable kidney. 
One symptom which I consider pathognomonic of this 
condition is a disturbance of sensation over the area 
supplied by the ileo-hypogastric nerve on the affected 
side. ‘This may amount to anesthesia, but more often 
hyperesthesia of the skin. It is often described as a 
severe burning or tingling sensation which is very 
disagreeable and is present most of the time. T have 
never seen this mentioned, but I have found this to 
be the most constant and most annoying symptom. 
When the iliac branch is affected the sensory distur- 
bance is outside the iliac crest, sometimes extending 
downward over the thigh. When the hypogastric 
branch is the one involved the burning sensation is 
referred to the area internal to the iliac crest and a 
patient usually thinks it due to ovarian or appendiceal 
origin, usually the latter. I have never yet had a 
patient complain of this sensation when I could not 
find a very movable kidney present. The next most 
prominent symptom is backache which on account of 
a similar location cannot be differentiated from that 
produced by a retroverted uterus or other pathological 
pelvic conditions. There is, however, one point of 
difference,— a kidney backache will remain the same or 





* See page 240 of the JouRNAL. 
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become worse at night while the ache produced by 
retroversion will be relieved by lying down. The tight 
clothing worn during the day seems to give the kidney 
some support and lessens the amount of abnormal 
mobility. Flatulency and epigastric distress are also 
usually present and erroneous diagnoses are frequently 
made of digestive troubles when the underlying cause 
is a movable kidney. 

The proper treatment for these cases depends not 
upon the amount of mobility of the kidney, but upon 
the severity of the symptoms. 

A kidney which has apparently little mobility may 
be a source of more disturbance to the general health 
of some individuals than one much more freely movable 
will cause in persons of a different temperament. 

I have had unsatisfactory results with treatment 
by various kinds of supports and have abandoned their 
use except in patients who have flabby abdominal 
muscles and probably general enteroptosis. In such 
individuals the support of an abdominal belt is bene- 
ficial, but I do not think even then that the kidney is 
supported, but only the other organs whose natural sup- 
port, the abdominal wall, has relaxed and is incapable of 
performing its functions. Therefore, I advise a patient 
who is more or less incapacitated for labor, or who 
is in a poor nervous condition by reason of a movable 
kidney, to be operated upon rather than attempt to 
get relief by wearing a support. 

I don’t advise an operation in all cases, but only 
in those whose health is seriously impaired. Others 
whose symptoms are slight and not constant, I advise 
general tonic treatment, and in many instances they get 
along very well with perhaps occasional days of dis- 
comfort. I feel very strongly, however, that such 
patients should be told the cause of their symptoms. 
I believe that if they trust us to the extent of coming 
for advice, we should be in duty bound to be truthful 
with them, and if after examination we feel that a 
movable kidney is the cause of their symptoms, how- 
ever slight they may be, we should tell them so frankly 
without reservation. I cannot believe that a patient 
will become a neurasthenic any sooner if she is told 
she has a movable kidney than she would without that 
knowledge. The discomfort arising from that condi- 
tion plus the anxiety caused by ignorance of its cause 
will, it seems to me, have a much more depressing effect 
upon her nervous system. 

I do not mean, gentlemen, to have you infer that if 
in the course of a physical examination I found a 
movable kidney, which did not produce symptoms, 
that I would tell the person of it, that would not be 
necessary and would be unwise. : 

I have operated upon twenty patients for this condi- 
tion — three of them were double nephropexies. I 
have had three failures. One of my earliest cases was 
unsuccessful because the kidney again loosened and 
was eventually as movable as before, the symptoms 
returned but were no worse. This failure was the 
fault of my technique. Two others were a success as 
far as permanent fixation was concerned, but the pro- 
nounced neurasthenic conditions which had existed 
for years persisted after fixation and although the direct 
kidney symptoms were somewhat relieved, I do not 
count them successes. The seventeen others are in 
every way much improved and some of them who had 
been obliged to give up work have since resumed their 
old occupations without discomfort and remain in 
excellent health. The operation is not a serious one — 
there is no shock. The mortality should be nil or at 
most not more than that of general anesthesia. I 
cannot, therefore, but feel that nephropexy should be 
performed in all cases of movable kidney with pro- 
nounced symptoms and also that operation should 





not be delayed until a serious neurasthenic condition 
exists, for in such cases there is less hope of success. 
Dr. ArtHur T. Canor said that the subject of 
movable kidney was so large a one that he would offer 
remarks only on one or two phases of it. He spoke as 
follows: Much remains to be learned about movable 
kidneys to enable us to explain why in one case a 


'slight amount of mobility causes serious symptoms, 
|while in another a very movable kidney gives no dis- 


comfort and is discovered only by accident. He 
thought that the nervous system, or rather the nervous 
balance of the patient had something to do with such 
discrepancies. In one case the nervous system resents 
a slight irritation and finds cause for graudally increas- 
ing irritability and wear until we have a case of pro- 
nounced neurasthenia. Another patient bears with 
equanamity what would seem to be a serious drag on 
the kidney pedicle, and shows no symptoms of a neu- 
rasthenic kind. 

It may be that variations in the circulation have 
something to do with the differences in the symptoms 
produced by displacement. It is to be remembered 
that the right kidney which is most liable to displace- 
ment, owing to its position beneath the liver which 
presses it downward, has an arrangement of the blood 
vessels very favorable to the production of congestion. 

The vein is short, coming from the vena cava which 
lies alongside of it, while the artery which crosses over 
from the other side of the spinal column is considerably 
longer. Consequently, when the organ is displaced 
downward even by a small amount, the drag is first 
felt by the short, thin-walled vein. The return of the 
blood from the organ is thus interfered with, while the 
access of blood through the artery is unobstructed. I 
have seen three cases of serious hematuria resulting 
from the displacement of the right kidney in which 
the bleeding was brought to a stop by raising the 
patient’s hips in bed, so that the kidney tended to sag 
upward rather than downward. 

Dr. Smithwick has spoken of errors in diagnosis 
where cholelithiasis has been mistaken for a movable 
kidney; and in Dr. Crandon’s report of cases, two such 
are reported. In this connection, it is important to 
remember that the swelling and increased weight of 
the liver during repeated attacks of congestion cause 
it to press down upon the kidney and to dislocate it 
downwards. Many cases are observed in which this 
downward displacement causes congestion and enlarge- 
ment of the kidney. When this condition occurs 
frequently, a distinctly movable kidney may be the 
result. 

It is well to carry this in mind and not to think that 
upon establishing the diagnosis of cholecystitis we can 
dismiss the question of displaced kidney from considera- 
tion. 

The liver may be primarily at fault, and yet after 
that condition has been corrected, the displaced kidney 
may still give rise to symptoms and require attention. 

When to operate? 

When it is clear that symptoms are caused by the 
drag of the kidney and when these symptoms are 
becoming more and more pronounced, it is wise to 
fasten the organ in place early before the irritation has 
set up serious nervous symptoms, and also before the 
formation of a hydronephrosis or of a sub-acute 
nephritis, such as may be caused by the frequently 
repeated congestion. It has been my experience to 
find that the patients who were greatly benefited by 
the operation were those in whom the symptoms had 
existed for a comparatively short time; whereas, in 
those patients with pronounced nervous symptoms 
which had existed for four or five years before opera- 
tion, the result has been usually unsatisfactory. This 
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coincides with the usual experience in pelvic surgery. 
For there we certainly find that after serious nervous 
symptoms have long associated themselves with the 
pelvic irritation of a displaced uterus or prolapsed 
ovary, an operation for the correction of the local 
condition often does not relieve the neurasthenia and, 
indeed, even fails to remove the local pain which has, 
as it were, established a habit. Here, too, the chance 
of relief is much greater when the symptoms are of 
recent appearance. 

In regard to the operation, there is no time to speak 
of the various methods of suturing, but I have for the 
past two years been investigating the after results of 
the cases done in my private practice and at the 
Massachusetts General Hospital, and have been some- 
what impressed by the fact that a considerable portion 
of those patients in whom the fixation of the kidney 
remained satisfactory and relieved the symptoms were 
many of them done with insoluble suture material. 
In placing the stitches it is to be remembered that the 
capsule is the only thing that holds, and various methods 
have been devised for getting as good a hold of the 
capsule as possible without invading the parenchyma. 
It is a very rare thing now to see any hematuria follow 
these operations, showing how little the secreting por- 
tion of the kidney is invaded. 

In determining the position of the kidney in which 
we should try to fix it, I have been in the habit of 


noting the effect of respiration upon the organ and! 


have endeavored to fix it at the highest possible point 
where it is not impinged upon by the liver at its lowest 
descent during respiration. If it is fixed higher than 
this, there is danger that it will again become loosened 
by the constant pressure of the liver in its descent. 

Raven C. LARRABEE: A year or two ago a careful 
study was made in the Out-Patient Department of the 
Boston City Hospital to determine the frequency of 
movable kidney.’ As a result it was found in more 
than two fifths of the women applying for treatment. 
It was found, further, that the symptoms commonly 
attributed to movable kidney were as frequent in those 
without it as in those with it. In view of these facts 
one must be very cautious in attributing such common 
symptoms as backache, neurasthenia and constipa- 
tion to movable kidney. The latter is to be regarded 
as a common anomaly rarely productive of harm. 

As regards treatment, my experience with the 
corset-like apparatus has been that it does give relief 
and often very great relief for a time. Of course, it 
must be fitted with great care. Most patients after a 
while get very tired of it, so that its value is often 
temporary. However, movable kidney in most cases 
causes symptoms only during a period of ill-health 
from other influences, and for tiding the patient over 
such periods the apparatus is of great value. When 
the patient has regained her usual health it can be 
dispensed with. Proper hygienic and reconstructive 
treatment, with the avoidance of such causative factors 
as tight lacing, improper diet and constipation will 
then be in order. 

I believe that the operation for movable kidney is, 
in comparison with the frequency of the condition, 
very rarely needed. If there are severe symptoms, 
which can with reasonable certainty be attributed to the 
renal ptosis, operation is justifiable. When such com- 
plications as hydronephrosis are present there can be 
no doubt or hesitation. Operation is not justifiable 
to prevent such complications when they are not 
already present. The dangers of the operation are not 
insignificant. Keen? estimated the mortality as 2% 

! Larrabee: 
exlix, 586. 

2 Keen: Transactions American Surgical Association, viii, 181. 
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to 3%. More recently McWilliams® has reported 
from the New York Presbyterian Hospital a series of 
sixty-one operations with two deaths. Surely the 
mortality of the condition itself is nothing like this. 
The immediate results of operation are usually good, 
but of the three cases seen during the study referred to 
who had been operated upon for the condition pre- 
viously, not one had experienced permanent relief, 
though in all the kidney had remained in place. This 
mechanical success with symptomatic failure is not 
uncommon and is probably due to the great danger 
which besets the extremist — the danger of attributing 
to movable kidney symptoms not due to it at all. 
Dr. W. M. Conant: I have been interested in the 
papers which have been read this evening on ptosis of 
the kidney. There is no doubt that there are a certain 
class of cases which are very much helped by the use 
of the abdominal belt. Where the cases are not severe, 
I feel sure that much can be done with a belt in the way 
of relief, and I think that some form of abdominal 
support should be used whenever for any reason an 
operation is not desired. The fact that ptosis of the 
kidney is only a symptom of a more general condition 
and is often associated with other pathological lesions, 
is too often forgotten. Fastening the kidney will not 
relieve trouble in the appendix nor will it relieve symp- 
toms due to gallstones or symptoms due to some dis- 
turbance in the pelvis. I think, therefore, that some 
form of operation should be employed from which a 
careful exploration can be made of all the abdominal 
organs before fastening the kidney in place. It is not 
possible to make a satisfactory examination by the 
posterior method of operation. No one, I think, can 
doubt for a moment, that there have been cases where 
the kidney has been stitched up and the symptoms 
have not been relieved because other pathological 
conditions which should have been attended to have 
remained untouched. While the operation of dilating 
and curetting is a valuable one in certain cases, I do 
not suppose any one would expect the operation of 
dilating and curetting to relieve the symptoms in the 
pelvis when there was a retroversion of the uterus, and 
trouble in one or both tubes and ovaries. It must be 
apparent to any one, I think, that the simple fixation 
of the kidney is very analogous as far as the relief of all 
the abdominal symptoms is concerned, as the opera- 
tion of dilating and curetting would be in severe cases 
of pelvic disturbance. There is one reason why the 
lateral operation is to be preferred to the posterior one, 
in that it gives an excellent opportunity to explore the 
peritoneal cavity before fastening the kidney. There 
is also another reason, and that may be called an ana- 
tomical reason, in that the kidney lies in a more or less 
deep trench made by the muscles of the flank, the psoas 
muscles being in the inside and the quadratus on the 
outside, and this trench shallows until it reaches the 
crest of the ilium. At that point there are the powerful 
arcuate fibres of the diaphragm; it is, therefore, at 
this point that it is advised to fasten the kidney, so 
that it rests as it would on a shelf, and then several 
stitches (usually some absorbable material is used), 
are put on the posterior and external border of the 
kidney. When the patient stands up and takes a long 
breath, it is noticed that the kidney comes out with a 
sliding motion, the lower portion presenting first. If, 
therefore, the kidney can be held on a shelf and the 
posterior wall stitched up, it will prevent the kidney 
from moving. It seems unwise to try to fasten the 
kidney high up when there is a ptosis, as there is in 
most cases, of some of the other organs of the body. 
In the last twenty-five cases that I have done I have 
not failed to find trouble either with the gall bladder, 


3 McWilliams: Medical News, 1902, lxxx, 625. 
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the appendix or the pelvic organs. In more than 
two thirds of these cases the trouble has been with the 
appendix. I think, therefore, that if an operation 
similar to the one described is done and a careful ex- 
ploration of the peritoneal cavity is made, that the 
after results of the operation for ptosis of the kidney 
would be much more satisfactory than the posterior 
operation, 

Dr. Grorce W. Gay: While present at Professor 
Osler’s clinic a few vears ago, one of the students re- 
ported that in his opinion a certain patient had a 
floating kidney. After hearing the student’s ideas of 
the proper treatment required, the Professor said that 
no treatment was necessary, if the patient did not 
know that she had a displaced kidney. This remark, 
taken with the large range of opinions and experiences 
expressed here to-night, would seem to indicate that 
we should not be in a hurry to advise an operation for 
a movable kidney. Many patients have no symptoms; 
many are only temporarily relieved by an operation; 
in many the symptoms are due to other causes; a 
few get no relief from treatment of anv sort. Opera- 
tions that do no good prejudice the public against 
surgery. Hence it hehooves us to be careful in recom- 
mending operations to neurotic women. 

Dr. C. P. Purnam: In the discussion this evening little 
has been suggested in the treatment of movable kidney 
except operations and belts. In fact by another treat- 
ment much can be done. Patients suffer in an acute 
and a chronic way from strangulation of the ureter 
and the blood vessels by falling of the kidney, and in 
either case this pain can often be entirely removed by 
pushing up the kidney and holding it up, squeezing 
it in fact, while the patient stands erect with the 
abdominal muscles relaxed. How often this must be 
repeated depends on the case, but if it has to be 
done often the patient can generally learn to do it for 
herself. 

I do not refer to cases when there is any doubt about 
the diagnosis, but to cases where we can feel the kidney, 
almost grasp it and where great relief to pain takes 
place in a few minutes. In such eases there is notice- 
able a decided reduction in size and marked increase in 
mobility after a short manipulation. 

This cannot be done satisfactorily with the patient 
lying down. The erect position is necessary for thor- 
ough and rapid drainage; often, indeed, it is impossible 
even to feel a movable kidney except in the erect 
position, still less to manipulate it. The only diffi- 
culty experienced by a fairly intelligent patient in per- 
forming this manipulation for herself arises from the 
contraction of the abdominal muscles sympathetic to 
that of the armis which has to be quite vigorous, but 
after a while by half sitting, half leaning against a 
table the patient can learn to use the arms and yet 
relax the abdominal muscles. 

Patients who have suffered intolerably before the 
true diagnosis has been made have been much relieved 
and kept comfortable for years in this way. Mean- 
while the kidney does not stay in place, but is kept in a 
condition of non-strangulation and performs its func- 
tions painlessly. 

Ir. Atpert H. Turrie: As I have some opinions 
regarding the cause of certain symptoms and effects 
of ptosis of the kidney which have not been mentioned 
here to-night, I will take this opportunity to express 
the same, which are the results of observation of some 
seven or eight cases that have come under my care. 
These opinions are,in perfect harmony with the large 
amount of data on ptosis of the kidney already pre- 
sented by the previous speakers. Some time ago I 
received a hint from two eases: one ‘a hydronephrosis 
with downward displacement, the other a pyone- 





phrosis, also displaced, that the pain or burning sen- 
sations mentioned by the physician from Waltham 
were due to changes in the ureter. In the displacement 
of the kidney the ureter is more or less bent and near 
the brim of the pelvis often so acutely as to produce 
congestion, infiltration, stricture, or ulceration, that 
ultimately leads to a hydronephrosis or, if infected, to 
a pyonephrosis of the kidney. Unless the flexion forms 
more or less of an acute angle there is little or no pain 
or other symptom manifest. The importance of 
operating for displaced kidney is to correct the bend in 
the ureter and prevent the changes that sooner or 
later are apt to follow from this condition. When 
operation is delayed until structural changes have 
occurred in the ureter the results are liable to be im- 
perfect, and if the kidney is not anchored high enough 
to correct the kink in the ureter the symptoms will 
not be relieved. I have had no autopsy examinations 
to prove these statements and only the two operative 
cases where I could demonstrate their existence, but 
from a-priori reasoning from the symptoms and history 
of this trouble 1 am satisfied that these ureteral changes 
play an important part in the symptomatology of 
ptosis of the kidney. 

Dr. Craic: I fear that Dr. Smithwick will hardly 
be granted his desire that we may all leave this meeting 
with a perfectly clearly defined knowledge as to when 
to operate upon ptosed kidneys and when to let them 
alone unless we shall all become suddenly endowed with 
a keen differentiating judgment, because, while it is 
undeniable that there are many, indeed a great majority 
of, movable kidneys which cause no symptoms and 
hence are best untreated, it is equally undeniable that 
there are individual examples which do cause symp- 
toms and which insistently demand surgical treatment. 
The differential judgment is necessitated by the fact 
that each case must be studied entirely upon its own 
merits as the degree of disability, and therefore the need 
for treatment seems to be in no wise dependent upon 
the degree of ptosis or mobility. 

Regarding the treatment by belts, I should like not 
only to endorse Dr. Stone’s views as to treating the 
belt as should be treated an elaborate piece of ortho- 
pedic apparatus, but I should like to advise that in 
addition it be considered a splint. The effect of splints 
upon the muscles of the extremities is well known, and 
even casual observation will soon convince any one 
that that of an abdominal belt is exactly similar upon 
the abdominal muscles, varying only in degree. There- 
fore, it has been my experience that any case benefited 
by a belt has been equally benefited by systematic 
stimulation of the abdominal muscles by carefully 
regulated exercises, and where it has been possible, 
massage, thus in a surprisingly short time bringing the 
muscles themselves to do the work so poorly and 
artificially done by the belt. And further, nothing can 
excuse the omission of such exercise when a belt is 
used, as otherwise, at the expiration of, perhaps, a 
year the patient on leaving off her belt finds herself 
worse off than at the beginning of its use. 

One method of differentiating the symptoms due to 
a renal ptosis from those due to gallstones is so easy 
in cases demanding operative interference as to make 
its omission extremely reprehensible if the kidney 
demanding operation be the right one, the one in which 
this error is overwhelmingly most liable to occur. I 
allude to the extreme ease with which the gall bladder 
and ducts and indeed nearly, if not quite, the entire 
under surface of the liver may be explored and palpated 
through either the right lateral or lumbar incision 
bejore the ptosed kidney has been stitched to the bacl-. 
Gallstones being found, cholecystectomy is by this 
route an extremely simple and quick operation, I 
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having recently completed the cholecystectomy 
through the lumbar incision in twelve minutes. 

The choice of the post-operative position of the 
kidney is a matter of importance and it is my opinion 
that the more nearly we can approximate the original 
form of the individual patient the better the ultimate 
result, here as elsewhere. 

It is undoubtedly true that before operation the 
kidney does generally, if not always, glide down the 
groove as described by Dr. Conant, but by the older 
methods of operating it was wont to descend by for- 
ward rotation after operation as efforts to fix it high 
led to fixing it firmly only at its lower half leaving the 
upper pole free to be pushed forward by the respiratory 
descent of the liver on the right side. And yet this 
high fixation seems desirable, for one of the most dismal 
cases it has been my fortune to see came under my care 
unrelieved by an operation done some months before. 
The too low fixation of the kidney had left the sensi- 
tive kidney below the protection afforded by the costal 
arch, and the pressure of her corsets or even light skirts 
was so painful as to leave her well nigh an invalid. 

This matter of the post-operative position has led 
to the adoption of my present technique. Carwardine, 
in the Lancet for June 28, 1902, advocated the fixation 
of the kidney by the use of strong carbolic acid upon 
the capsule. While fearful of the use of so large 
quantities of the strong acid because of the well-known 
effect of the phenyl compounds I vet essayed its use 
in small quantities combined with firm suturing. 
Coarse (No. 5), chromicised catgut is used, the sutures 
being given multiple insertions through the fibrous 
capsule only according to the method advocated by 
Goelet and the entire length of the capsule beside and 
between the sutures and particularly at its upper pole 
being lightly smeared with the strong acid. This 
combined technique has proved entirely unirritating to 
the kidney as attested by the most careful post-opera- 
tive examination of the urine, has given the highest 
possible position, well guarded by the costal arch, and 
fixes the upper pole so firmly as to preclude all possi- 
bility of its forward rotation. This high position is, 
moreover, the only means of giving relief in that class 
of cases in which intermittent hydronephrosis or other 
symptoms are due to the flexion in the ureter. 

Dr. F. B. Lunp: A careful study of the subject some 
years ago convinced me that movable kidney was 
usually a part of a general enteroptosis, a condition 
usually associated with neurasthenia and debility. It 
is so common to find a movable kidney in patients 
with pain in the right side of the abdomen, associated 
with vague pains in the back, and also so common to 
find movable kidney with no abdominal symptoms at 
all, that we must be very careful before ascribing such 
pains to the presence of movable kidney to make a 
careful diagnosis. I have sutured a movable kidney 
in position and afterwards had to operate upon the 
same patient for gallstones. In my opinion there is 
little doubt that the entire trouble was due to gall- 
stones and the movable kidney was simply an incident. 
An important means of distinguishing the pain due to 
movable kidney, and that due to gallstones and appen- 
dicitis, is the history of muscular spasm and rise of 
temperature associated with pain; in other words, a 
local peritonitis. A definite local peritonitis never 
results from movable kidney. Dietl’s crises have 
been, in my experience, extremely rare in the very 
large number of movable kidneys which I have seen. 

TI do not agree with Dr. Chadwick, that the muscular 
spasm in Dietl’s crisis is more severe and extensive 
than an attack of gallstones. I have repeatedly seen 
in cholecystitis muscular spasm involving the entire 
abdomen, being, however, more marked over the seat 





of the injury. The fact that the most extensive mo- 
bility of the kidney may exist without producing 
symptoms should make us very careful in case we find 
a movable kidney, not to tell a patient about it. More 
harm can be done to a patient with movable kidney 
by informing her that she has it than any other way 
I know of. It is easier to fix the kidney than to remove 
the fixed idea of a patient. 

I do not agree with Dr. Larrabee’s statement that 
the operation for a movable kidney is a dangerous one, 
and in my experience it has been perfectly safe and 
comparatively simple. 

Movable kidney I have several times found asso- 
ciated with pathological conditions of the kidney; 
twice with the presence of stones, the removal of which 
put an end to the symptoms, and once with congenital 
cystic kidney. The patient was a woman twenty- 
five years of age, a nurse, who had a somewhat enlarged 
movable kidney which migrated down to the bottom 
of the pelvis and caused constant dragging, pain and 
debility. There were no Dietl’s crises: no evidence 
of obstruction of the urethra. Although the kidney 
felt enlarged the cause of the enlargement was believed 
to be due to congestion. The operation disclosed a 
much enlarged congenital kidney which was fixed in 
place with considerable difficulty owing to the fact 
that the stitches could not be made to hold in the 
pathological tissue. The other kidney was cut down 
upon and a moderate amount of cystic disease was 
found. With the aid of an abdominal supporter, the 
kidney remained in place and the patient was con- 
siderably relieved. This case is merely cited to show 
that in certain cases mobility of kidney may be due to 
descent from increased weight due to pathological 
conditions, and such pathological kidneys are much 
more liable to give trouble than movable kidneys which 
are normal in other respects. 

The writer’s experience has led him to favor the 
iumbar incision, through which the operation can best 
be performed. Exploration of the appendix and gall 
bladder is best done through an incision splitting the 
outer border of the right rectus, for the reason that, 
in case pathological conditions are found they can be 
treated through this incision more directly and, there- 
fore, more safely than through an incision so situated 
as to enable the most accurate fixation of the kidney. 

Dr. Paut THORNDIKE: If we look back through the 
literature of the early years of this operation we find 
it full of long lists of cases (almost all women) reported 
by men of small general surgical experience, many of 
them from small communities with few clinical oppor- 
tunities. When we consider the great frequency of 
movable kidney and, therefore, its inevitable associa- 
tion with more or less obscure symptoms, both physical 
and mental, it seems tolerably evident that many of 
these operations should never have been performed. 
Dr. Crandon was able to find but seventeen cases 
operated upon at the Boston City Hospital in recent 
years. This, of course, means that the men in the out- 
patient department have not, for one reason or another, 
sent such cases into the hospital for operation. When 
we consider that in this same hospital in one out- 
patient service of four months, Dr. Larrabee found 112 
movable kidneys out of 272 females examined (414%), 
taken at random without any regard to the presence 
or absence of symptoms in the cases examined, and 
that many other similar statistics are easily available 
to those seeking them, it becomes tolerably evident 
that, making every allowance for errors of palpation, 
there must still be a very large percentage of floating 
kidneys which do not give rise to symptoms. It is also 
evident that if one third to one half of the women who 
frequent the out-patient department of our large hos- 
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pitals have a greater or less degress of renal ptosis: 
many of the symptoms for which they seek relief and 
which are so often ascribed to this condition must be 
coincident rather than results of renal ptosis. Of 
the ten cases which Dr. Crandon has reported, one, 
and perhaps two, were cases of this kind; 7. e., gall- 
stone cases with a coincidental movable kidney. 


—- — — —- ———__———_ 
THE OBSTETRICAL SOCIETY OF BOSTON. 
MaLcoLtm Srorer, M.D., Secretary. 


Meetinc of Dec. 27,1904. The President, Dr. J. B. 
SwirFt, in the chair. 
Dr. J. G. Mumrorp read a paper entitled 
SOME ASPECTS OF BILE-DUCT DISEASE.' 


Dr. E. Reynotps: While my experience in gall- 
bladder surgery is by no means large, in a number of 
cases I have sewed up the gall bladder after removing 
stones and closed the abdominal wound without drain- 
age. I would like to ask the reader what he considers 
the objections to that method of procedure. In view 
of the great possibility of overlooking a stone I would 
add a fourth rule to the three the reader has suggested, 
—examine for possibly overlooked stones with the 
minutest care. 

Dr. J. B. Buaxe: In the statistics given, the figures 
of one or two operators are so remarkably good that 
we must not be led to regard them as giving the average 
mortality from the operation. The only safe rule is 
to take the average of a large number of different men. 
One of the operators to whom I refer works under very 
exceptional circumstances, in an elevated and extremely 
healthy atmosphere, and his cases are largely drawn 
from a sturdy agricultural population. Furthermore, 
he doubtless refuses operation in many cases which 
we, with our more limited experience, consent to 


operate upon. A mortality of only 2% to 4% is a: 


better one than we can hope to reach under the con- 
ditions here. 

It is obvious in looking over the statistics the reader 
has presented that in many cases cystostomy was done 
when cystectomy would have been the better operation, 
which doubtless explains the poor result in so many 
cases. The question of what is irreparable damage is 
a very hard one to answer. I should think that with 
improved technique and greater experience many more 
cystectomies would be done in doubtful cases. I 
quite agree that we should always drain, especially 
when we can do so through a stab wound. As to the 
occurrence of hernia— from the fact that outward 
pressure is less in the upper part of the abdomen than 
it is in the lower, we should a priori expect less liability 
to hernia from gall-bladder incisions than from wounds 
lower down. I think that the careful avoidance of 
cutting nerves is a matter of the greatest importance. 
Another practical point is that if we can secure the 
cystic artery and tie it the danger of secondary hemor- 
rhage is much lessened. 

Dr. FE. Garceau: Did I understand rightly that 
Mayo is apt to remove the cystic duct if a stone is 
impacted in it? The reader advises drainage with 
malignant disease, especially of the pancreas: would 
not in such cases an anastomosis of the gall bladder and 
the intestine do as well? 

Dr. Mumrorp: Dr. Reynolds has spoken of sewing 
up tight after removing stones. I think that is a 
dangerous procedure as there will sometimes be leak- 
age with disastrous results. We can never be sure that 
there is not obstruction lower down with backing up of 


1See page 235 of the Journat. 
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bile, and if we get back pressure there is sure to be 
leakage. This will occur very seldom, to be sure, but 
the danger is too great to be neglected. 

It seems to me that Dr. Reynolds’ suggestion for a 
fourth rule merely supplements my first rule —- “ re- 
move all stones.” As to Dr. Blake’s question of what 
is irreparable damage, I grant that we cannot always 
say. When in doubt, however, cystectomy is the 
operation of choice. If there is a stone impacted in 
the cystic duct there is almost certain to be a stenosis 
at the seat of impaction which will probably give 
future trouble; therefore, it is better to remove the 
duct in such eases. As to carcinoma, we can, of course, 
drain perfectly well into the bowel, but that method 
has given a much higher mortality than direct drainage. 

Dr. E. ReyNnotps read a paper entitled, Nephro- 
Ureterectomy for Tuberculosis. 


en 


WESTERN SURGICAL AND GYNECOLOGICAL. 
ASSOCIATION. 


(Concluded from No. 8, p 228.) 
PTOSIS OF THE ABDOMINAL AND PELVIC ORGANS, 


Dr. R. C. Corre of Portland, Ore., read a paper 
on this subject, which was accompanied by numerous 
drawings and illustrations. He drew the following 
conclusions: ; 

‘““(1) The peritoneum is attached firmly not only 
to the diaphragm, but loosely by all its outer surface 
to the abdominal and pelvic walls by means of loose 
connective tissue, which allows it to move freely, but 
holds it always in contact. This connective tissue is 
much increased around the attachment of the supports 
of each organ. The irritation underneath and back 
of the peritoneum is followed by an exudate which 
fixes it immovably to the abdominal wall. This 
exudate is soon displaced by an increase of normal 
connective tissue sufficient to meet the demands. The 
peritoneum itself is but slightly elastic, its seeming 
elasticity being due to the elasticity of the subperito- 
neal connective tissue. 

‘“(2) Two peritoneal surfaces brought together 
and held firmly in an aseptic state blend and become 


‘one membrane. If suppuration or other disturbance 


occurs, blending does not take place, but inflammatory 
adhesions are formed. The former is permanent, 
while the latter is transitory and will be absorbed 
generally. This differentiation is all-important. 

“(3) The uterus is suspended entirely by its peri- 
toneum and connective tissue. 

“(4) The so-called true ligaments are not such, 
but muscles, and therefore perform the same function 
as all other muscular fibers in the animal organism, 
which is intermittent contraction, but never constant 
action. Their function is to sustain the normal poise 


or balance of the uterus during the changing positions 





of the body. 

“(5) Whatever may be the cause, the condition 
existing is a stretching of either or both the peritoneum 
and connective tissue. The condition may be local 
or general, and may involve the support of one, more 
than one, or all the abdominal and pelvic organs. 

“ (6) Treatment in a general way will be the shorten- 
ing of the peritoneum at the points at fault by some 
method of plication and blending, or by bringing the 
peritoneum back to its normal contact with the abdomi- 
nal wall. 

“(7) The method described for suspending the 
liver is, I believe, almost ideal theoretically, and so 
far in my experience, clinically and experimentally, 
in that it shortens the normal suspensory ligament, 
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and supplements it by extending the ligament to one 
or both lobes by blending of peritoneum. 

(8) None of the operations for gastroptosis so far 
are theoretically or practically ideal for all cases. The 
hammock operation, stitching the omentum to the 
abdominal wall, is best suited to those cases due to 
adhesions holding the stomach out of place by its omen- 
tum, in which the condition accompanies operations 
on the lower abdomen or pelvis only. No discomfort 
has been observed by any of my patients. Posterior 
gastro-enterostomy is the best operation for those cases 
due to dilatation or pyloric obstruction of any kind, 
and is all that is necessary, as it is held by its attach- 
ment high up and well back to the transverse meso- 
colon.” 


APPENDICITIS, WITH SPECIAL REFERENCE TO THIS 


DISEASE IN WOMEN. 


Dr. ARCHIBALD MacLaren of St. Paul, Minn., stated 
that in the light of recent experiences be believes the 
only safe advice both to the patient and the physician 
is that the appendix should be immediately removed 
in the early hours of every acute attack of this disease, 
and especially in the first attacks when the symptoms 
last six hours. On the other hand, he does not believe 
that every case of appendicitis should be operated 
upon as soon as the diagnosis is made, because the 
surgeon frequently does not see these cases until from 
the third to the sixth day. The favorable time has 
now passed, and, as Richardson has said, some of these 
cases are in such a bad condition that the operation 
itself may be enough to take away the only remaining 
chance of recovery. 

The author has done 422 appendectomies. In the 
first 241 there were 72 suppurative cases. Of these 
there were 42 men and 30 women, in spite of the fact 
that his work is largely that of the surgery of women. 
During the same time he has removed appendices 
showing chronic inflammatory changes 153 times in 
women, and only 17 times in men. He does not quote 
these figures for the purpose of giving the impression 
that they fulfil his idea of the true relationship of 
chronic appendicitis in the sexes. He does not believe 
that chronic appendicitis is as frequent in the male 
as in the female, but it probably is not twice as frequent 
in the latter sex. It is, he believes, only a curious 
accident that he has seen proportionately so many 
acute cases in men and so very few chronic cases. 


MANAGEMENT OF HOSPITALS IN CITIES OF ONE HUNDRED 
THOUSAND POPULATION OR LESS. 


Dr. D. S. Farrcntip of Des Moines, Iowa, said that 
the problems invelved in the management of hospitals 
in the smaller cities are difficult and complicated, 
growing out of two important facts: (1) The supposed 
self-interest of individual members of the medical pro- 
fession; (2) the lack of experience and knowledge on 
the part of boards of management. 

Public hospitals are generally of three kinds, as deter- 
mined by the auspices under which they are organized 
and in part supported: (a) Hospitals under the aus- 
pices of some church; (b) hospitals under the auspices 
of some society; and (c) city hospitals supported by 
public taxation. The method of appointment of physi- 
cians to hospitals is liable to abuse only when piety or 
church zeal is mistaken for competency. Dr. Fair- 
child then discussed the management of hospitals at 
great length. 

ARTHROTOMY. 


Dr. EK. Wyttys ANDREws of Chicago read a paper 
on this subject, in which he described a new method 
for old dislocations of the shoulder joint, and after 
mentioning the steps of the procedure at some length, 





he presented the following conclusions: “ (1) It must 
be considered established that great force is never 
justifiable in old shoulder dislocations. (2) Few 
cases can be left unreduced, on account of pain and 
pressure symptoms, on the brachial plexus. (3) Re- 
section is satisfactory, but not ideal or wholly safe. 
(4) Arthrotomy by the old incisions is tedious, and 
has never been widely practiced. (5) Arthrotomy 
by the author’s method is simplified and made quicker 
and safer. It would possibly be as safe as resection, 
and much more ideal in results.” 


CURETTAGE AND PUERPERAL SEPSIS. 


Dr. C. E. Ruta of Keokok, Iowa, discussed the 
etiology of puerperal sepsis, the kinds of infection, pre- 
vention, dangers, and then spoke of curettage, drainage, 
and hysterectomy in such cases. 


OUR DUTY TO THE UNITED STATES ARMY AND ITS MEDICAL 
CORPS. 


Dr. Donatp Macrag, Jr., of Council Bluffs, lowa, 
pointed out the importance of having a more efficient 
medical corps in the United States Army. He made 
an appeal to the patriotic sense of the American surgeon 
in civil practice to stand by the recommendations of 
the Surgeon-General of the Army, and otherwise to 
use his best endeavors to relieve a most deplorable 
condition in the most important branch of the service. 
He thought that the Surgeon-General should he ele- 
vated to Lieutenant-General and be equal in rank to 
the head of any other branch of the army. A medical 
officer should be added to the general staff. 

A resolution was introduced and unanimously 
adopted, respectfully petitioning President Roosevelt 
to direct the military authorities to provide a field 
medical organization for our army at least equal in all 
respects to the best that exists in any army, and which 
will meet the approval of military sanitarians generally, 
to the end that the sick and wounded in future wars 
may receive adequate care and attention. 

The Secretary was instructed to forward a copy of 
this resolution to President Roosevelt at once. 


REMOVAL OF THE COVERING OF THE OVARIES IN OVARIAN 
DYSMENORRHEA. 


Dr. Geo. G. Ertet of Minneapolis, Minn., presented 
a preliminary study on this subject, and described the 
technic of the operation he had performed on seven 
cases, as follows: 

“The ovary is brought into clear view through a 
median abdominal incision ; and one hemostatic forceps 
is placed at the juncture of the utero-ovarian ligament 
and ovary, and another on the upper border of the broad 
ligament close to the ovary (lateral). By means of 
these two forceps the ovary is held by an assistant in 
the proper position, while the operator makes an inci- 
sion with a sharp scalpel from the utero-ovarian liga- 
ment to the lateral attachment to the broad ligament 
through the covering, and then carefully dissects one 
side, and then the other, down as far as cysts are en- 
countered. The flaps of the covering of the ovary are 
now trimmed off, preferably by means of a pair of 
scissors. This having been done, the utero-ovarian 
ligament is shortened by doubling it upon itself in a 
similar manner as is in vogue in shortening the round 
ligaments, in order to hold the uterus in a normal 
position. There is generally some hemorrhage as the 
base of the ovary is encroached, which can easily be 
controlled by pressure forceps and fine ligatures.” 


THE DIAGNOSIS OF EARLY TUBAL PREGNANCY. 


Dr. Witu1am E. Grounp of Superior, Wis., after 
going into the diagnosis exhaustively, and quoting 
from the literature, stated that during the last year he 
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had operated upon ten cases of tubal pregnancy. He 
has operated upon twenty-eight cases altogether. His 


deductions are based on the histories and the gross 
appearance of the uterus and appendages at the time 
of operation. He is firmly convinced that ample 
pathology was present to cause the arrest of the fecun- 
dated ovum in the tube. Five of his cases were in 
primipar:e, who gave a history of painful menstruation 
and leucorrhea. Thirteen cases gave a history of a 
prolonged period of sterility; by this he meant three 
years or longer. The remaining twelve cases occurred 
in parous women, who had borne children or had been 
pregnant in less than three years. Many of these 
women gave unmistakable evidence of pre-existing 
pelvic disease. One primipara had been married three 
years, one five, and another eleven, before tubal con- 
ception occurred. Two cases occurred in unmarried 
women, one of whom had had a criminal abortion pro- 
duced. Complications arose, and she was sent to him 
for abdominal section, when an unruptured tube con- 
taining a six weeks’ fetus was found. Another case, 
a grass widow, was known to have had chronic appen- 
dicitis, was taken with sudden severe pain in the right 
lower abdomen, followed by considerable shock, but 
she soon rallied and ran a slight fever. At this junc- 
ture he saw her. Menstrual irregularities were denied. 
Tenderness was present rather low in the iliac fossa for 
appendicitis, the uterus was enlarged, and a slight 
bloody discharge came from the vagina. There was 
an ill-defined tumor to the right of the uterus. The 
abdomen was opened and found to contain blood clots 
and bloody serum. The right tube was ruptured on 
its dorsum at about the middle, but the fetus was still 
in the tube. Chronic appendicitis was also present. 
The appendix was removed. Two cases had small 
fibroids, and one had an ovarian cyst as large as an 
orange on the opposite side. 
OFFICERS. 

The following officers were elected: President, Dr. 
H. D. Niles, Salt Lake City, Utah; First Vice-Presi- 
dent, Dr. E. Wyllys Andrews, Chicago, Ill.; Second 
Vice-President, Dr. W. W. Grant, Denver, Colo.; 
Secretary-Treasurer, Dr. B. B. Davis, Omaha, Neb. 

Kansas City, Mo., was selected as the place for hold- 
ing the next meeting, in 1905, with Dr. H. C. Crowell 
as Chairman of the Committee of Arrangements. 
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A Text Book of Materia Medica, Including Labo- 
ratory Exercises in the Histologic and Chemic 
Examination of Drugs for Pharmaceutic and 
Medical Schools and for Home Study. By 
Rospert A. Hatcuer, Ph.D., M.D., Instructor 
in Pharmacology, Cornell University Medical 
School, New York, ete., ete., and Tora.p 
SOLLMANN, M.D., Associate Professor of Phar- 
macology and Materia Medica in the Medical 
Department of Western Reserve University, 


Cleveland, O. Illustrated. 411 pages. Phila- 
delphia, New York and London: W. B. 


Saunders & Co. 1904. 

The book expounds a valuable method for the 
study of organic’ materia medica. The student 
is instructed by laboratory work, describing 
drugs and performing simple tests for their identi- 
fication. Considerable stress is laid on adulterants. 





Part I deals with the study of crude official 
and unofficial drugs, Part II and III with their 
histological and chemical examination. 


Materia Medica, Pharmacology and Therapeutics. 
Inorganic Substances. By Cuarures D. F. 
Puituips, M.D., LL.D. (Aber. and Edin.), 
F. R.S. and F.R.C.S. (Edin.), Hon. Fellow, 
Medico-Chirurgical College, Pennsylvania, Mem- 
ber of the Academy of Medicine of America, 
ete.,ete. Thirdedition. 921 pages. London, 
New York and Bombay: Longmans, Green & 
Co. 1904. 

The first edition of this work was published in 
1882, the second in 1894. The author states 
that a second volume of this new edition — on 
the Vegetable, Animal and other compounds — 
is already in the course of preparation. 

Alphabetic order is mainly followed, but in 
different divisions, making it difficult to find 
special subjects, as the book is without an index 
of remedies. Under the index of diseases, no 
reference is given to many of the remedies listed. 
The book is unnecessarily long. It contains a 
large number of references to the literature. 


Practical Materia Medica for Nurses with an 
Appendix containing Poisons and their Anti- 
dotes, with Poison Emergencies; Mineral Waters; 
Weights and Measures; Dose List; and a Glos- 
sary of the terms used in Materia Medica and 
Therapeutics. By Emity A. M. SToNeEy, Grad- 
uate of the Training School for Nurses, Law- 
rence, Mass., late Head Nurse, Mercy Hospital, 
Chicago, Ill., ete. Second edition, thoroughly 


revised. 281 pages. Philadelphia, New York, 
London. W. B. Saunders & Co. 1904. 


The book contains such general considerations 
and remarks on the classification of drugs as are 
usually found in works on Materia Medica. Short 
accounts are given of the more common drugs 


used in medicine, alphabetically arranged. The 
treatment of poisoning is considered. The book 


is clearly and consisely written and should prove 
useful for reference and study. 


The Art of Compounding. A Text Book for 
Students and a Reference Book for Pharma- 
cists at the Prescription Counter. By WiLBuR 
lL. Scovitte, Ph.G., formerly Professor of 
Theory and Practice of Pharmacy in the Massa- 
chusetts College of Pharmacy, Member of the 
Committee of Revision of the United States 
Pharmacopeia. Third edition, revised and 
enlarged. 337 pages. Philadelphia: P. Blakis- 
ton’s Son & Co. 1904. 

A chapter on tablets, on sterilization and dis- 
infection, new matter under incompatibilities, 
and numerous additions bringing the book into 
accord with the ninth decennial revision of the 
United States Pharmacopeia have been added 
over the previous editions of the work. 

The book is specially designed as a practical 
guide at the prescription counter, but will be 
found useful for medical students and _pract- 
tioners as well. It is well arranged and well 
written and contains much valuable information. 
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DR. OSLER’S FAREWELL ADDRESS. 

Our latter-day journalism, irresponsible as it 
often is, has outdone itself in its discussion of 
extracts from Dr. Osler’s farewell address, at 
the recent Commemoration-day exercises at the 
Johns Hopkins University. Whether due to a 
temporary silly season from paucity of news, 
or other motive equally trivial, it is regrettable 
that so admirable an address should have been 
brought to the public eye in such ridiculous 
guise. 

The significance of what Dr. Osler actually 
said, if read in full, ean hardly be overestimated, 
and the address will stand as an authoritative 
expression of opinion on many matters relating 
to medical teaching, which the wise will do well 
to ponder deeply. However much difference of 
opinion may be aroused, none will gainsay the 
fact that Osler speaks from an experience which 
demands both respect and deference. It requires 
no great degree of intelligence to distinguish 
between the serious and the jocose in his remarks, 
and if rightly read, certainly no one’s feelings, 
even if he be past life’s meridian, should be 
ruffled in the slightest degree. 

To those who looked for a definite answer to 
the question as to why he should leave his work 
in Baltimore for new fields, Dr. Osler gives com- 
paratively small satisfaction. We believe he 
has for many years entertained very sympathetic 
and friendly sentiments for the peripatetic medical 
philosophers of the fifteenth and sixteenth cen- 
turies. The suggestion of a relief from the in- 
creasing cares and responsibilities of life is made, 
but the underlying motives he does not attempt 
to analyze and leaves the matter with the some- 
what enigmatic phrase, “ It is best that you 
stay in the wonder-stage.”’ It is, however, not 





altogether difficult to read something between 
the lines. 

First he queries whether ‘“ metabolism is 
sufficiently active in the professoriate body of 
our universities.” Change is desirable; the 
loss of a professor may be a positive benefit; it 
is rarely a serious blow; too long attachment 
to one institution is apt to breed self-satisfaction 
and to promote senility. Much of the success 
of the Johns Hopkins Hospital is attributed to 
the “ concentration of a group of light-horse 
intellectuals, without local ties.’”’ Recognizing 
the delicacy of the question, he urges the con- 
sideration of a fixed term for teachers, either in 
time of service or age. The following sentences 
are characteristic: ‘ It is a very serious matter 
in our young universities to have all of the pro- 
fessors growing old at the same time. In some 
places only an epidemic, a time limit, or an age 
limit can save the situation.”’ 

Then follow the statements which the daily press 
has been so vigorously exploiting, regarding the 
age of accomplishment and the age of uselessness. 
Osler’s ideas on this subject are not new with 
him. For many years he has been preaching 
his doctrine, if not stating it earlier in so bold a 
fashion as now. “‘ The effective, moving, vital- 
izing work of the world is done between the ages 
of twenty-five and forty — these fifteen golden 
years of plenty, the anabolic or constructive 
period, in which there is always a balance in the 
mental bank, and the credit is still good.” Trans- 
lated into other language this means, Give the 
young men a chance to show what is in them; 
let them bear the brunt of the work; let them 
have responsibilities and relative independence 
before they have passed beyond the age of active 
productiveness. This policy has been followed 
from the first at the institution which Osler has 
done so much to mold, with a result which is 
apparent to everyone. The discovery of young 
men of capacity, the development of their abili- 
ties, and the recognition of their work through 
academic positions, is the lesson which has been 
taught, but which has been too often poorly 
learned by sister insiitutions. No less does Osler 
believe in the figurative chloroforming of sexa- 
genarians. ‘‘ My second fixed idea is the use- 
lessness of men above sixty years of age, and 
the incalculable benefit it would be in commercial, 
political and in professional life, if, as a matter 
of course, men stopped work at this age.’ We 
need not take such a statement too literally; 
Osler certainly did not intend that it should be 
so taken, but he evidently thinks, and he is him- 
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self acting on his belief, that upon the younger 
men should devolve the hard work and the 
responsibilities. ‘‘ The teacher's life should have 
three periods,” he said, —-‘‘ study until twenty- 
five, investigation until forty, profession until 
sixty, at which age I would have him retired on 
a double allowance.” 

Whether or not such a consummation will 
ever be reached we do not venture to predict; 
our purpose at this time is merely to commend 
to our readers’ attention the views of a man, 
whose insight into educational matters is not to 
be questioned, and whose convictions are ex- 
pressed, in this address, in no uncertain terms. 
If we read his meaning aright, it is a parting plea 
for the young man in American medicine. 

There need be no immediate anxiety about 
the old men, even about those in the United 
States Senate. They will probably continue 
to take care of themselves, aided in large measure 
by those treading hardest on their heels, who 
will desire to sueceed not only to their offices, but 
also to their tenure of the same. Those whose 
feelings have been hurt, or whose nerves have 
been disturbed by the fear lest President Roose- 
velt should agitate this subject had best read 
Trollope’s ‘‘Fixed Period,’ recommended by 
Osler, and be comforted. 


witisns 
~~ 


SPINAL CURVATURE AND SCHOOL BOOKS. 

In his annual report, Dr. Luther H. Gulick, 
director of physical training under the New York 
City Department of Education, states that in 
view of the large number of cases of spinal curva- 
ture observed, and of the fact that these cases 
arise largely during the grammar-school years, 
he has made a preliminary inquiry as to one of 
the possible factors in the case, namely, the 
carrying of books of considerable weight daily 
toand fromschool. The investigations were made 
in seventy-three schools and in all parts of the 
city by sixteen different observers, the records 
covering 410 classes in all grades and including 
pupils of both sexes. The report goes on to 
say: “ The facts in the seventh year may be 
taken as fair samples for those of the whole series. 
lorty-five schools with classes in the seventh 
year were observed. The average number of 
books that are required to be taken home is 
slightly in excess of four. The number actually 
carried varies from three to seven, with an aver- 
age number of 4.7. The weight of this pile of 
books varied from one and a half to nine and 
three-quarters pounds. These books were carried 








on the left arm by 69% of the pupils, both girls 
and boys. The carriage of the body was bent 
to one side directly in proportion to the load 
of books carried. The reasons for carrying home 
the number of books are: (1) Necessities of 
home study. This would account for 5.2 
pounds in the year which I have selected for 
illustration. (2) The safety of the books, pads, 
pencils, boxes and so on, since it has been found 
necessary for their protection that they be re- 
moved from the schools when these buildings are 
to be used for evening schools. (3) The pride 
of the children, especially the girls, who like to 
go in the street with many books, in order to 
appear to be in a high grade. One report noted 
a child who carried twenty-one blank pads to 
swell her pile.’ The steps suggested by Dr. 
Gulick as being more or less feasible for remedy- 
ing the condition are as follows: To extend the 
practice, already prevalent in a number of schools, 
of having the books taken to and from school 
twice a day, and limiting to each trip the ones 
related to the session that is to follow; request 
the teachers to restrain those children who carry 
unnecessary material (he feels confident that 
it is in these cases that the chief evil occurs); 
advise the children to carry the books on each 
side alternately; employ some device in schools 
used in the evening by which it would be possible 
for the day pupils to store their belongings, so 
that they need not be removed to and from their 
homes every day. He thinks it would be an 
excellent plan to adopt the practice of a number 
of European schools, where the pupils take their 
books home in a modified form of knapsack 
carried upon the back. 





_— 
. oo 


SMOKE NUISANCE IN BOSTON. 

A HEARING before the Committee on Cities of 
the Massachusetts Legislature will be held March 
3, relative to the abatement of the smoke nuisance 
in Boston and vicinity. The bill provides that 
in cities and towns situated within ten miles of 
the State House the smoke nuisance must be 
abated, except under the privileges of a special 
permit. The boards of health of the towns and 
cities involved are to be charged with the enforce- 
ment of the law. Proper penalties are attached 
to its infringement. It is much hoped that this 
hearing may have a large attendance. 

That the matter with which the bill concerns 
itself is hecoming one of increasing importance to 
residents in and about Boston is evident to those 
who have lived in this vicinity during the past 
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few years. Owing to the increased use of soft 
coal a smoke nuisance has been generated which 
at certain times of the day brings Boston into a 
category not far removed form certain of our 
western cities. Itis, perhaps, not generally known 
that black smoke means waste of fuel. With 
intelligent firmg and the complete combustion of 
the fuel smoke may be practically prevented. 
It is usually through carelessness or through 
imperfect arrangement of parts of a building 
connected with fires that the excess of smoke is 
produced. A remedy is, therefore, clearly pos- 
sible, provided manufacturers and those using 
soft coal may be brought to a realization of their 
delinquencies. 

The bill in its present amended form was before 
the legislature in 1902; in 1903, owing to the 
coal strike, it was not introduced; in 1904, after 
passing through the House, it was defeated in the 
Senate. It is very much to be hoped that this 
year, after experiencing another twelve months 
of smoke, the committee and the two branches 
of the legislature may see fit to pass a law which 
ix eminently reasonable and which, if properly 
interpreted, can work harm to no one. Public 
opinion should certainly rise in sufficient strength 
to counteract any partisan influence which may 
he brought to bear to defeat the bill. 


& 
> 


MEDICAL NOTES. 

No CHLOROFORM, No Fiowers. — Dr. Osler 
requests us to state that he has not advised and 
does not advise chloroform euthanasia for men 
over sixty. 

A more detailed statement we quote from the 
daily press: 

“ First, I did not say that men at sixty should 
be chloroformed. That was the point in the 
novel to which I referred, and on which the plot 
hinged. 

‘“Seeond, nothing in the criticisms have 
shaken my conviction that the telling work of 
the world has been done and is done by men under 
forty years of age. The exceptions which have 
been given only illustrate the rule. 

‘Third, it would be for the general good if 
men at sixty were relieved from active work. 
We should miss the energies of some young-old 
men, but on the whole it would be of the greatest 
service to the sexagenarii themselves.” 





ANOTHER TELEPHONE ELEcTROcUTION. —- Fol- 
lowing the recent reports of death from the use 
of the telephone comes the statement from 
Detroit, Mich., that a man serving as night 





foreman at a car house of the United Railway 
has been killed while using the Railway Com- 
pany’s telephone line. The explanation given 
is a crossing of the wires of the telephone with 
those used for operating the cars. 


A DetTweILeR Founpation. — To honor the 
memory and the works of the late Geheimrath, 
Dr. Peter Dettweiler, the founder of the Falken- 
stein Sanatorium and the first people’s sanato- 
rium at Ruppertshain, it has been decided, by 
his friends, admirers, patients and pupils, to 
establish an institution bearing his name which 
shall be a home for physicians who have served 
in sanatoria for consumptives and who have 
become invalidated by disease, accident or old 
age. 

For the collection of funds and the final 
arrangements a committee has been formed 
under the patronage of H.R.H. the Princess 
Friedrich Carl of Hesse. This committee is com- 
posed of many of the foremost men and women 
of the German Empire. Of the medical men who 
have signed the appeal for funds we read such 
names as Besold, the successor to Dettweiler, 
Professors Kurschmann of Leipzig, Fligge of 
Breslau, B. Frankel, von Leyden and Pannwitz 
of Berlin, General Dr. von Leuthold, physician 
to the Emperor, Schmidt of Frankfort, ete. 

Contributions are to be addressed to Grunelius 
& Co., Bankers, 16 Gr. Gallus Strasse, Frankfort 
on the Main. 


BOSTON AND NEW ENGLAND. 


Acute INFEcTIOUS DISEASES IN Boston. — 
For the week ending at noon March 1, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 35, scarlatina 37, typhoid fever 6, 
measles 7, tuberculosis 48, smallpox 0. 

The death-rate of the reported deaths for the 
week ending March 1, 1905, was 18.85. 


Boston Morranity Statistics. — The total 
number of deaths reported to the Board of Health 
for the week ending Saturday, Feb. 25, 1905, 
was 217, against 216 the corresponding week of 
last year, showing a increase of 1 death and 
making the death-rate for the week 18.43. Of 
this number 101 were males and 116 were females; 
210 were white and 7 colored; 127 were born in 
the United States, 88 in foreign countries, and 2 
unknown; 43 were of American parentage, 143 
of foreign parentage, and 31 unknown. The 
number of cases and deaths from infectious dis- 
eases reported this week is as follows: Diphtheria, 
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31 cases and 3 deaths; scarlatina, 33 cases and 
no deaths; typhoid fever, 12 cases and 3 deaths; 
measles, 4 cases and no deaths; tuberculosis, 
45 cases and 27 deaths; smallpox, 1 case and 
no deaths. The deaths from pneumonia were 
39, whooping cough 1, heart disease 21, 
bronchitis 8, and marasmus 2. There were 6 
deaths from violent causes. The number of 
children who died under one year was 29; the 
number under five years 45. The number of 
persons who died over sixty years of age was 59. 
The deaths in public institutions were 53. 


A CENTENARIAN. — Mrs. Ann Gallagher, re- 
puted to be one hundred and two years old, died 
in Marlboro, Mass., Feb. 17. 


CONVALESCENT HoMrE OF THE CHILDREN’S 
Hospirau. — Ata recent meeting of the managers 
of the Convalescent Home of the Children’s 
Hospital it was announced that funds are needed 
for the equipment and maintenance of the new 
building in Wellesley which is to be ready for 
occupancy early this summer. It will be remem- 
bered that the old home was destroyed by fire. 
The year’s work had been satisfactory. Two 
hundred and forty-five patients have been treated 
with a daily average of 29 against 277 in 1903 
with a daily average of 13. The reason for these 
somewhat unexpected figures is found in the 
fact that many cases of tuberculous disease 
have been kept a long period to insure their 
thorough treatment. 


INsTRUCTIVE District NursING ASSOCIATION. 
— The work of this association is becoming 
increasingly valuable to the poor of the city. 
Changes have been made in the past year as 
announced at a recent meeting which should 
ultimately tend to an enlargement of the work. 
It was said that without increasing its scope 
$16,000 is needed for its continuance. It is 
evident, therefore, that funds are required, and 
if liberally provided the work may be still further 
enlarged. We have frequently commented on 
the peculiar position which this association holds 
and the excellent work which it has done in the 
past and is likely to do in the future if properly 
supported. 


NEW YORK. 

New Reservotirs. — The Mayor has instructed 
the Aqueduct Commission to proceed at once 
with the preparation of plans for the two new 
reservoirs in the Croton watershed which were 
recommended by the Burr Commission as im- 


peratively necessary for the city’s immediate 
needs. The object of these reservoirs is to sup- 
plement the present Croton dam in impounding 
water now going to waste in that district. 





| THe MANHATTAN MATERNITY AND DISPENSARY. 
—The new lying-in hospital, the Manhattan 
| Maternity Hospital and Dispensary, in 60th Street, 
east of Second Avenue, was opened on Feb. 16. 
It was erected and partially endowed by Henry 
A. C. Taylor, and on the board of directors are a 
number of prominent citizens. The building, 
which is of brick, is a square structure consisting 
of five stories and a basement. Light student- 
physicians can be accommodated in it, and the 
institution includes a training school for nurses. 
There is to be a large out-patient department, 
which will cover practically all of the upper east 
side in Manhattan. 


First Arp To THE INJURED Society. — The 
annual meeting of the First Aid to the Injured 
Society was held on Feb. 16. The reports showed 
that, in all, 1,979 persons received instruction 
during the past year. The total number of such 
since the organization is 19,435, of whom 14,231 
have passed examinations and received diplomas. 
Among the classes there have been 13 of police- 
men, with a membership of 398; 10 of firemen, 
with a membership of 221; and 26 of public- 
school children, with a membership of 895. At 
the emergency tent in Van Cortlandt Park there 
was a class of 35 men. Dr. Edward L. Partridge 
is the medical director of the society. 


A CarpirF Giant. — A real “ Cardiff Giant ”’ 
has appeared in New York in the person of 
George Anger, a native of Cardiff, South Wales, 
who recently applied for a policy at one of the 
principal life insurance companies, and was 
passed as a good risk. His height is given as 
eight feet one inch, and his weight as three hun- 
dred and twenty pounds. He stated that he 
was known in Europe as “ Titian, the British 
Goliath,” and that he had a wife who was but 
five feet four inches in height. 


ScaRLET Fever aT Mount VERNON. — Scarlet 
fever is at present unusually prevalent in Mount 
Vernon, Westchester County, and at a meeting, 
held Feb. 16, the Board of Health, believing that 
the spread of the disease might possibly be due 
to infected milk, passed a resolution requiring all 
milk companies to disinfect and sterilize their 
bottles before using. In case of violation, a fine 
of $50 is to be imposed for each bottle used with- 
out this precaution. 








i i 
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MWiscellanp. 


—— 


THE FUTURE OF THE RACE IN CANADA. 


In an address recently delivered to the Cana- 
dian Club, according to the British Medical 
Journal, Professor Osler spoke of the “ incessant 


dribbling ” of their young men into the United 
States. A million Canadians, he said, were in 


the States, many in prominent positions in fin- 
ance and in the professions, particularly medicine 
and theology. There they have been successful 
by reason of industry and thoroughness, ‘“ the 
only qualities worth anything in the make-up 
of a young man.” It is not only the young men, 
however, that are being drained away; what 
Professer Osler regards as a more serious loss is 
that of the young women. He had as a patient 
once a neurasthenic man of thirty or thereabouts 
whom he asked why he did not get married. 
‘ Because,” was the reply, “ all the girls I wanted 
have gone to the States.” It appears that of 
651 women in six of the great eastern hospitals 
in the States 196, or almost a third, are Canadians. 
To check this migration of possible mothers, 
Professor Osler suggested a tax on bachelors over 
twenty-five or twenty-six, or, as an alternative, 
an export tax of £20 on every girl leaving Canada. 
He admitted that she was worth more than that, 
a statement which was received with approval 
by his audience, who seemed to agree with him 
that she was worth £200, and that it would pay 
to give her family that amount to keep her at 
home. He went on to say that it is sane and 
reasonable of Canadians to think of themselves 
as a strong race; they are satisfactorily situated 
for the development of one strong in body. 
Rarely bas a strong nation appeared elsewhere 
than in the north. The cold and rigor of winter 
are much to their advantage, and will produce 
a stronger type than any other on the continent. 
Waxing prophetic, Professor Osler foretells that 
in our generation by far the most virile nation 
will dwell north of the Great Lakes. The amal- 
gamation and commingling of the heterogeneous 
elements of English, Irish and Scotch is, in his 
opinion, the best mixture the world had ever 
seen. If he had his way he would have an Act 
of Parliament passed that every fourth Upper 
Canadian should many a French-Canadian girl, 
because in that way the future of the race would 
be assured. To grow a strong race mentally, 
elementary education should be fostered by well- 
equipped schools and teachers. It is not good 
for boys to be brought up under women; the 
Canadian people must pay better salaries, and 
make their teachers feel that they are doing useful 
and honorable work for their country, with a 
prospect of provision for age and for their families. 
Professor Osler holds that the most important 
thing is to grow a strong race morally, and that 
is the hardest of all. He does not think Canada 
immoral. Homicides are less frequent than in 
certain other countries, and drunkenness not so 
prevalent, though some of them with Scotch 
fathers might have a little tissue thirst. _ Ille- 





gitimacy is rare, and divorce is not common. 
Morally, the country has made a good start, but 
there is, he thinks, far too much evil speaking, 
lying and slandering in connection with political 
life. This is entirely superfluous and unnecessary. 
Young men in this atmosphere of slander and 
hostility towards opponents suffer great harm. 
Dr. Osler regards it as an infinitely worse vice 
than drunkenness. The only way to meet it is 
to deal with political opponents in an everyday 
Christian spirit, or, if not in the character of St. 
Paul’s noble Christian, at least in that of Aris- 
totle’s true gentleman. 


2 


Correspondence. 


GASTRO-ENTEROSTOMY. 
Boston, Feb. 24, 1905. 

Mr. Epiror: On the 26th of January last, I published 
in the JouRNAL a brief Preliminary Note with two cuts, 
describing a form of gastro-enterostomy which I advo- 
cate, when possible, and when the preferable Finney’s 
pyloroplasty cannot be done. 

The operation I described is not original; it has been 
done by many surgeons. I published it because I have 
come to believe in its efficacy, and incidentally for the 
sake of Mr. Aitken’s beautiful illustrations which I had 
had made for another purpose. 

In brief, the operation consists in (1) a posterior gastro- 
enterostomy with the long loop, (2) entero-enterostomy, 
(3) section of the afferent loop between the two anas- 
tomoses, —so far it is the well-known operation of 
Chaput, — and (4) section of the pylorus. 

Since that publication of a month ago, the operation, 
as I discussed it, has been severely criticised on what must 
have appeared good grounds to the critics. Although I 
deprecate public disputation through the medical press, 
I am prompted in this instance to correct what appears 
to be a misapprehension of my previous statements. 

I am told that the procedure I advocate is danger- 
ous, rash, much more severe than the ordinary uncom- 
plicated gastro-enterostomy; while my words, “ that 
[step 4] adds nothing to the risks,” are regarded as un- 
sound and untrue. I admit at once that any form of 
gastro-enterostomy is a grave operation. The old simple 
forms are grave because of the danger of fatal vomiting 
in some cases, and in others because the patient’s original 
symptoms recur, in which case it is found that he has been 
submitted vainly to the operation. Those are valid objec- 
tions to the old operations, and because of such unsatis- 
factory results those operations have come into merited 
disfavor with many experienced surgeons as well as with 
internists. I am told that I am in error in what I advocate 
because, in endeavoring to obviate those old faults and 
objections, I have championed a procedure full of imme- 
diate operative danger. Step two is admitted to be good 

ractice, but my offence is in steps three and four. That 
is to say, the two divisions of the gut add greatly to the 
risks. 

I submit, on the contrary, that the operative risk in any 
gastro-enterostomy depends upon opening the organs and 
stitching them rear in unusual positions. When 
once your new stomata are established however, I protest 
that subsequent sections of the gut do not add materially 
to the danger, provided always your patient is not already 
in shock. Such sections may be done rapidly between 
crushing clamps. The cut ends are.turned in with a 
purse string, and leakage or subsequent disturbancé at 
the site of section should never occur. Moreover, vicious 
circle vomiting is avoided and excellent symptomatic 
results are obtained. 

I believe, sir, that it is a misconception of my position 
and a failure to appreciate where lies the true source of 
danger in these operations, which has led to the criticisms 


I have heard. 





Very truly yours, 
J. G. Mumrorp, M.D. 
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RECORD OF MORTALITY 


FoR THE WEEK ENDING SATURDAY, FEBRUARY 18, 1905. 
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Cincinnati. . 338,277 _ _ _ —- —_ _ _— 
Milwaukee 325.990 _ — _ — — - _ 
Washington. 300,776 - o — — — ~ - 
Providence . 196,744 79 16 17.52 22.79 1.26 — 1.6 
Boston ...! 617,950 223 45 20.17 23.76 1.34 -90 90 
Worcester. . 136,925 38 5 7.89 15.78; —) — _ 
Fall River. . 119,349 62 35 | 12.90 | 82.26 — 1.61 _ 
Lowell o ++ 104,402 36 8 13.88 16.67 _ a — 
Cambridge 100,998 27 6 25.92 | 14.81 —- a 
—— ae * 73,875 $1 10 — | 29.03 - _ — 
wawrence .. 72,348 238 7) 7.14 | 238.57 _ — _ 
—— . et ; 2 23.53 _ _ _ 
omerville 70,41 7 7.64 | 17.64 — _— — 
New Bedtord 68,853 34. «9 :14.70'2647) — 29 — 
olyoke... 50,538 ae ian oe = a te a 
— 2 oo | 2. 29.41] | 23.53 _ — 11.76 
Newton ... 310 4 2 = — sani ies ied 
Haverhill .. 39,061 10 3 10.00 30.00 _ — _ 
— » + % yee 12 1 8.33 16.67 -- - = 
Salem... 37,188 8 2 - _- - _ - 
Chelsea ... 36,499 15 2 6.67 26.67 _ _ _— 
Fitchburg . . 36,335 9 2 | 22.92 | 11.11 | 11.11 -- - 
a eee ooase 18 : Re 16.67 - _ - 
Cverett ... 30,209 6 6.67 — _ — — 
— Adams 29,201 10 2 oped - -- ~ = 
Quincy ..-. 26,798 } 6.67 = _ — 
me el : 26127 | - i os ~ _-_ — — 
ae - ye 4 1 25.00 i _ — 25.00 
rookline.. 23,576 5 _ — 20.00 _ _ _ 
Pittsfield 22'870 _ - _ _ — - _ 
enone — 21,956 7 2 — 14.30 = _ -- 
Chicopee .. 21,692 5 2 20.00 20.00 _ _ — 
en co 14 2 — 28.57 — - 
everly ... 15,807 2 _- — 50.00 “= _ _ 
Leominster . 15,711 _ _ ~ —_ _— _ _ 
y > em . + 15,694 “3 0 — 50.00 —_ _ — 
Adams ... 14,745 _ — — — oe = — 
Attleboro .. 14,561 - _ - - - — - 
Hyde Park 14,500 4 0 = = = _ — 
~ om aa Lt ; 0 20.0¢ 80.00 — _ _ 
vbuarn... 315 1 - _ = ~ — 
Melrose ... 13,819 1 0 _ _ —_ _ —_ 
hn - on 5 — 20.00 20.00 — 20.00 — 
ilfo ces 3,77 - — oa — ~- _ _ 
Marlboro .. 13,609 7 1 — 14.30 — _ = 
Revere ... 13,609 5 1 — 410.00 = _ — 
—— 12,974 9 tL) at — - “= = 
eabody .. 12,406 —_ — - _— — _ — 
Gardner...| 123% | 8 2 66.67 — —, —| 66.67 
Southbridge 11,716 6 1 66.67 - oa — 16.67 
Watertown . 11,575 2 0 _ = _ _ = 
Weymouth 11,350 q 0 14.30 14.30 _ _ _ 
Plymouth. . 11,1389; — — _ _ — _ — 


Deaths reported, 3,776; under five years of age, 965; princi- 
pal infectious diseases (smallpox, measles, cerebrospinal 
meningitis, diphtheria and croup, diarrheal diseases, whoop- 
ing cough, erysipelas, fevers and consumption) 768; acute 
lung disease 868, consumption 416, scarlet fever 30, whooping 
cough 16, cerebrospinal meningitis 50, smallpox 5, erysipelas 
12, puerperal fever 17, measles 13, typhoid fever 26, diarrheal 
diseases 91, diphtheria and croup 69. 

From whooping cough, New York 8, Chicago 3, Philadelphia 
4, Boston 1. From scarlet fever, New York 20, Chicago 3, 
Philadelphia 6, Taunton 1. From cerebrospinal meningitis, 
New York 40, Baltimore 1, Providence 1, Boston 2, Brockton 
2, Waltham 1, Gardner 2, Southbridge 1. From smallpox, 
New York 1, Chicago 4. From erysipelas, New York 7, 
Chicago 3, Providence 1, Boston 1. From typhoid fever, New 
York 4. Chicago 2, Philadelphia 18, Baltimore 2, Boston 2, Fall 
River, New Bedford and Westfield 1 each. 

In the seventy-six great towns of England and Wales, with an 
estimated population of 15,609,377, for the week ending Feb. 11, 
1905, the death-rate Was 17.4. Deaths reported 5,220; acute dis- 
eases of the respiratory organs (London) 229, whooping cough 
110, diphtheria 72, measles 100, smallpox 3, scarlet fever 45. 

The death-rate ranged from 8.1 in Hornsey to 29.8 in Stock- 
ton-on-Tees; London 17.6, West Ham 17.5, Brighton 20.1, 
Southampten 19.1, Plymouth 18.9, Bristo] 15.7, Birmingham 











16.5, Leicester 12.3, Nottingham 22.4, Birkenhead 18.9, Liver- 
pool 19.9, Wigan 18.7, Bolton 19.3, Manchester 18.3, Salford 
16.4, Halifax 14.9, Bradford 14.4, Leeds 16.1, Hull 19.4, Shef- 
field 16.5, Newcastle-on-Tyne 18.3, Cardift 13.3, Rhondda 24.2, 
Merthyr Tydfil 28.2. 





METEOROLOGICAL RECORD. 


For the week ending February 18, in Boston, according to 
observations furnished by Sergeant J. W. Smith of the United 
States Signal Corps: 















































Ba-| Ther- Relative | Direction | Velocit We'th’r| . 
rom-| mometer. | humidity.) of wind. |jofwind.) * ° 
eter.) | 4 
la leisl.| ig | | = 
DaTE| g gi dig. g | | & 
| | = : - “i . ob ie . > - 
(B/E g\/2)a g/8) a | ala a lala Ss 
Piplgigisi/s|s 4 [Mian 4 a | € 
(ais =|$ $'3'}8 |2/|8'8'8'8\¢ 
(AAA alao wo Ala _ aoloaiaiaola\g 
| = | | | 

3.. 12 |30.20, 22) 33 10) 72| 94) 83|N Wis E 4 | 12 | C.| N.| .36 
M. 13/29.42, 96) 40| 12) 95| 51/ 73S W| W 5/18] 0./ C.! 20 
T..14/30.10) 12) 18] 6) 59) 47) 53;58 WIS W| 12] 15/ C.| C. 0 
W .15 30.04’ 18) 25] 11) 61) 77; 69/8 WINW! 5/11] 0./ C.| T. 
T..16 30.24! 15) 22) 8 52| 51 52] W iS Wi u!12/C./C.| 0 
F.. 17.99.91 27) 48) 16) 62) 5257S WIS W) 14/15 0.) 0.) 0 
§..18 30.14 20 “ 12) 52) 48 50) W | W (20 18 | C.;C.1 ¢t 

| | | | | | | | 

l | | | | | to 
ez 30.01 | 29 il | 62 } | 46 


*0., cloudy; C., clear; F., fair; G., fog; H., hazy; S., smoky; 
R., rain; T., threatening; N., snow; —, below zero. ft Indicates trace 
of rainfall. g@- Means for week. 








SOCIETY NOTICE. 


Boston MEDICAL LIBRARY MEETINGS. — Boston Medical 
Library Meetings in conjunction with the Suffolk District 
Branch of The Massachusetts Medical Society. Program of the 
meeting for March 8, 1905, at 8.15 p.M., at the Library, 8, The 
Fenway, John Ware Hall. The Present State of Opinion 
Concerning Sewer Gas and its Effects: Prof. William T. Sedg- 
wick of the Massachusetts Institute of Technology. Nine 
Years’ Experience in the Treatment of Diphtheria with Anti- 
toxin at the South Department of the Boston City Hospital: 
Dr. John H. MeCollom. Discussion (5 minutes each): Drs. 
Rotch, Cheever, Folsom, Burrell, F. H. Williams and Watson. 

GEORGE W. Gay, 
FRED B. LUND, 
ELLIOTT P. JOSLIN, 
Committee on Medical and Social Meetings. 





RECENT DEATHS. 


MORTIMER WRIGHT SHAW, M.D., of New York died from 
pneumonia on Feb. 22, at the home of his mother in Middle- 
town, N. Y. He was thirty-seven years of age and was gradu- 
ated from the Long Island College Hospital in 1892. 


ELIHU RUSSELL, M.D., of New York died on Feb. 19 from 
appendicitis. He was born in Jersey City, N. J., in 1864. He 
was graduated from Amhurst College in 1885 and from Bellevue 
Hospital Medical College in 1888. He was in the U. S. Marine 
Hospital service for five years before commencing practice in 
New York. 

WILLIAM EDWARD GRIFFITHS, M.D., of Brooklyn, N. Y.. 
died on Feb. 21. He was born in New York City in 1842, and 
was graduated from the College of Physcians and Surgeons in 
1868. For several years he was in the service of the Brooklyn 
Board of Health, and at the time of his death was visiting 
surgeon to St. Mary’s Hospital. 


ALFRED L. SHAPLEIGH, M.D., a graduate of the Harvard 
Medical School in the year 1904, died recently in Shanghai, 
China. He was particularly interested in missionary work 
and, although but thirty-five years old at the time of his death, 
had had a wide experience. 





BOOKS AND PAMPHLETS RECEIVED. 


A Critic Answered. By Alfred Farlow. Reprint. 

Physiological Economy in Nutrition with Special Reference 
to the Minimal Proteid Requirement of the Healthy Man. An 
Experimental Study. By Russell H. Chittenden, Ph.D., LL.D., 
Se.D. New York: Frederick A. Stokes Co. 1904. 

Poverty. By Robert Hunter. New York: TheMacmillan 
Company. 1904. 

Aseptic Surgical Technique. By George H. Monks, M.D. 
Reprint. 

Report of the Surgeon-General U. 8. Navy to the Secretary 
of the Navy. 1904. 
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A CLINICAL REPORT OF 75 CASES OF ARTH- 
RITIS DEFORMANS (CHRONIC, NON-TUBER- 
CULAR ARTHRITIS). 


BY F, L. RICHARDSON, M.D., BOSTON, 
Austin Toeing, Fellow in Surgery for the Division of Surgery of the 


Medical School of Harvard University. 

Tue following clinical study of cases of arthritis 
deformans represents one of the preliminary 
steps in a study of that disease undertaken in 
the Surgical Laboratory of the Harvard Medical 
School. The pathological material obtained from 
the Long Island Hospital and from other sources 
is now being studied, and it is hoped to report 
the results of that investigation at a later time. 
The study of this pathological material has 
largely influenced me in grouping the cases as 
they are grouped in the following report. 

The large number of cases of arthritis deformans 
at the Long Island Hospital (Boston) offers an 
admirable opportunity for observation of this 
affection. The following report is presented to 
complement a similar report by McCrae ', ? of Bal- 
timore and following the excellent work of Goldth- 
wait ? and Painter‘ of Boston. 

The classification introduced by Garrod ® and 
those developed by many earlier writers (includ-| ,, 
ing Jaccoud ® and lately by Pribram? as well 
as the one carefully used ‘by Goldthwait and 
Painter * are all, though different, of value in 
defining the varieties and stages of ‘the affection, 
but it was found difficult to apply the terminology 
of these authorities accurately to many of the 
chronic cases at the Long Island Hospital. The 
general term ‘“ Arthritis Deformans.” first em- 
ployed by Virchow, and used at the meeting of 
the American Medical Association by McCrae, 
Walsh, Skinner and Tinker, is therefore used in 
this report, as it does not assume either clinical 
or pathological distinctions which have not been 
accepted by all writers. 

The cases here reported were seen at the Long 
Island Hospital during the past year. Statistics 
are given of various general factors which may 
explain the cause, or the course of the disease. 
In some cases where it seems desirable for inter- 
pretation of statistics of the disease, certain 
general statistics of the hospital are given. 

Seventy-five cases were studied clinically, of 
which 74 were plainly one of the various types 
of arthritis deformans, including one case of 
‘ anchylosing arthritis” in an adult woman. 
There was one case of chronic arthritis due to 
gout, which, because of its clinical course, was 
considered during life as deforming arthritis. 
This case is reported here for comparison with 
the others because of the close analogy of the 


va Arthritis Deformans. Jour. of the Am. Med. Association, Jan. 2 
904, p. i. 

2p athology and we: 4 of Arthritis Deformans. 
Am. Med. Ass., Oct 1904, p. 1027. 

3 Differential pane Bm and Treatment of the So- Caled Rheu- 
matoid Diseases. Bost. Men. AnD Sura. Jour., Nov. 904. 

4 Pathological Lesions of Rheumatoid Arthritis: tt MED. AND 


Jour. of the 


Sure. Journ., Vol. exlv, p. 593. 
5 Treatise on Rheumatism and Rheumatoid Arthritis. 1890. 
6 Sur une forme des rheum. chr., Clin, de la Char. 


lesion with that of ordinary arthritis deformans. 
Of the 74 cases of arthritis deformans, 26 were 
men and 48 women. 


we 1 S 
o- FP Ree ees. 
U.S. 21 31 53 
Canada 9 13 8 
Ireland 35 51 30 
England 2 
Germany 1 
Sweden 1 
Unknown 6 


CONJUGAL CONDITION. 


Seventeen cases were single and the remaining 
58 cases were or had been married. 


OCCUPATION. 


Out Door: Laborer, 11; teamster and furniture 
mover, 4; carpenter, 2; painter, 3. 

In Door: Boiler maker, 1; fur dresser, 1; clerk, 
1; housework, 31; cook, 6; waste sorter, 1; : laundry 
laundry, 5; sewing, 1; unknown, 8. 


FAMILY HISTORY. 


Owing to the social condition of the patients, 
no great reliance can be placed upon certain 
parts of the data relating to the family history 
and the past history of the cases. 

In only 7 cases did the patient know of any 
‘ theumatian ” in the family. 


PAST HISTORY. 


In most of the cases no reliance could be placed 
on the history of the exanthemata, and therefore 
that part of the history is omitted. 

Acute rheumatism. — Five cases gave a history 
of acute rheumatism. In 2 of these cases there 
is evidence of organic heart lesion. 

Gonorrhea. — There were 14 men of whom 
in 9 cases the arthritis, clinically, was supposed 
to be of gonorrheal origin. There was also a 
distinct history of gonorrhea in 2 women in both 

of whom it was supposed to have given rise to 
arthritis. In all of these cases the arthritis began 
while there was yet some discharge. 

Syphilis. — A history of the disease or of the 
characteristic symptoms was found in 2 men 
and 2 women. 


Age of Onset. Present Age. 
Men. omen. Men. omen. 
10-19 2 1 0 0 
20-29 4 3 2 y 
30-39 D a 5 2 
40-49 4 10 6 2 
50-59 | 6 4 10 
60-69 1 5 6 18 
70-79 1 1 3 8 
80-89 2 0 0 o 
Unknown 2 15 0 0 


Onset, first joint involved: Wrist and hand, 15; 
elbow, 1; shoulder, 10; spine, 2; hips, 1; knees, 25; 
ankles and feet, 6; more than one set of joints, 4; 
unknown, 10. 

Onset, Character of: Acute, 16; sub-acute, 8; 
insidious, 35; unknown, 16. 

By “acute” is meant a primary attack so se- 
vere that it causes the patient to go to bed and 





1874. 


7 Gelinkrheumatismus, sone. 


stay there for a number of days. 
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By “sub-acute”’ is meant an attack so severe 
that it prevents the patient from working, but 
not severe enough to keep the patient in bed. 

By ‘ “insidious” is meant symptoms gradual 
in their onset, usually without any distinet be- 
ginning so far as the patient is aware. 


BLOOD. 


In 60°% of the cases in which the blood was 
studied the per cent of hemoglobin (by the 
Tallquist seale) was between 70% and 80°C, with- 
out any marked diminution in the aumber of 
erythroc vtes. In many cases other causes, known 
to be the cause of diminished he moglobin, were 
present. 

URINE, 


In one case the disease was associated with 
diabetes mellitus of a rather severe type in which 
the sugar could not be reduced below 4%¢ with a 
strict diet. In several cases there was chronic 
nephritis. A large number of urines were exam- 
ined for an excess of uric acid by the HCl method, 
but in no ease was uric acid found markedly in 
excess, and in many cases it was found relatively 
diminished. 


CLINICAL CLASSIFICATION, 


Because of the great confusion of terms which 
have been used to describe different types of 
the disease, the cases in this article have been 
grouped for description in numbered classes. 

In the present state of our knowledge it seems 
advisable to divide the cases of arthritis defor- 
mans into but two groups. 


GROUP IT. GENERAL CONSIDERATIONS. 


The cases in this group are, for the most part, 
in relatively young people. The first attack of 
the disease is fairly frequently acute or sub-acute 
in its onset and not infrequently there is elevation 
of temperature and increase of the pulse rate. 
During the acute attack the patient usually 
suffers severe pain, even when the joint is not in 
motion, and any attempt to move the joint in- 
creases the pain markedly. There is swelling of 
the affected joint or joints, and not infrequently 
there is redness and increased surface tempera- 
ture. The joint is tender to the touch. The 
character of the deformity is not exactly the 
same as in the cases in Group II. The joint 
shows a fusiform enlargement at first which, on 
palpation, does not appear to be due to an en- 
largement of the bone. Effusion in the joints is 
not uncommon. After the acute onset consti- 
tutional and most of the local symptoms disap- 
pear, but a certain amount of deformity or limita- 
tion of motion remains and the patient has 
recurrent, more or less acute, exacerbations at 
intervals of from a few weeks to two years. Fre- 
quently after numerous attacks there is a con- 
dition of apparent diminution in the size of the 
joint, and with this there is often a condition of 
hyperextension or flexion with marked limitation 
of motion, sometimes amounting to fixation. 
Usually there is not marked atrophy of the 
muscles except in the most marked eases. It is 





the first attack in this group of cases that most 
frequently is mistaken for acute or sub-acute 
articular rheumatism. There are certain points 
that should aid in the differentiation. In Group 
I the temperature is rarely above 102°, the ten- 
derness Is usually markedly less than in acute 
articular rheumatism, the inflammation does not 
jump from joint to joint, but may affect an in- 
creasing number of joints. When a joint has 
once been affected with this disease it is perma- 
nently injured, and usually there is some, even 
if but little, deformity remaining. The initial 
attack is usually of longer duration than in acute 
articular rheumatism, and recurrences at inter- 
vals of from a few weeks to two years are not 
uncommon, in fact they are to be predicted; or 
the progress may be continuous. After each 
recurrence the joint is left in a more deformed 
condition than after the previous attack, and 
usually a larger number of joints are affected at 
each attack. During the intervals the patients 
may be able to go about their usual occupation 
with but. little discomfort or inconvenience. 
The pain in one of the acute attacks is sometimes 
relieved by salicylates, and this is one of the 
points that has led to the confusion of this con- 
dition with acute articular rheumatism. The 
salievlates do not tend to shorten the attack or 
to reduce the deformity. The disease not in- 
frequently follows some infection, and of the 
infections, gonorrhea predisposes the most fre- 
quently to this condition. In cases arising from 
gonorrhea the tendency to an apparent decrease 
in the size of the joint is markedly less than in 
the other cases, and in fact there is usually an 
apparent increase in size, and this increase in 
size appears to be chiefly peri-articular. 
GROUP I, STATISTICS. 

In this group are 6 women and 12 men to which 

are added 2 more cases that appear in both 


groups. These two cases are preceded by the 
sign.* 
Age of Onset. Present Age. 
Men. Women. Men. Women. 

10-19 4 ] 0 0 
20-29 2 2 2 0 
30-39 3 *] 1 1 3 
40-49 3 0 4 0 
50-59 1 0 2 *i 1 
60-69 () 1 0 2 
70-79 0 0 0 0 *1 
Unknown 1 1 *1] 0 i) 
Onset, First Joint Involved. Men. Women, 

Feet 5 0 

Kknees 3 0 

Hips 0 0 

Spine 0 0 

Shoulders 0 2 

Elbows 1 0 

Hands 3 3 

Unknown 0 1 

Onset, Character of Men. Women. 

Acute 9 

Sub-acute 3 

Insidious 5 

Unknown 1 


In two of these cases the radial arteries are 
sclerotic, the patients being fifty and sixty-eight 
vears of age. 
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In three cases of this group there is one joint 
or a single set of joints affected. 

In only one case of this group is there a history 
of acute rheumatism. 


GROUP II. GENERAL CONSIDERATIONS. 


The characteristics of the cases of this group 
are an arthritis which shows a crippling of the 
affected joint with marked deformity of the 
articular surfaces with frequently a new forma- 
tion of bone, usually most marked at the periph- 
ery of the joint. Cases belonging to this 
group usually are ‘ phy siologically old.” In 
the advanced cases there is marked deformity, 
sometimes sub-luxation or dislocation; there is 
apparent formation of new bone with limitation 
of motion which in some cases amounts to immo- 
bilization of the joint. In some of the advanced 
cases there is marked muscular atrophy. Syno- 
vial fringes frequently are to be felt, especially 
in the knees and shoulders. In this group are 
placed the cases with the so-called Heberden’s 
nodes and cases of spondylitis deformans. There 
are also a number of cases, commonest in old 
women, in which there are but few clinical signs 
of alteration in the bony or articular structures. 
These joints show some crepitus on motion, in 
the knee joints the patellzee may not be quite so 
‘asily moved as in the normal joint and there is 
some limitation of motion. The patient invari- 
ably complains that it hurts to move the joint 
and that there is loss of strength in the affected 
limb. The knees are the joints where this con- 
dition is most frequently found. The onset in 
these latter cases is always insidious and the 
patient may not be aware of the condition till 
some slight accident, which increases the symp- 
toms for a time, draws attention to the joint. 

The reasons for placing these milder cases in 
this group are that they show most of the char- 
acteristics of this group, 7. e., insidious onset 
without constitutional symptoms, disturbance 
of joint function, and in some cases slight new 
formation of peripheral bone or fringes, and 
they occur in patients who are “ physiologically 
old.” If any joint shows more advanced altera- 
tion the changes are of the more extreme type 
of this group already described in the first para- 
graph under Group ia 

In general it will be found that those cases in 
which there is the most marked new formation 
of bone are those cases in which there is the most 
calcification of the arteries, 7. e., it appears that 
the same factors which predispose to the forma- 
tion of calcified plates in the arteries may also 
predispose to the formation of new bone in and 
about the joints, and such other changes as are 
found in the cases of Group II. It is also notable 
that the majority of the cases in this group are 
physiologically older than the cases in Group I. 


GROUP Il. STATISTICS. 

In this group are 56 cases of which 13 were 
in men and 43 in women. There were also 2 
cases which showed the manifestations of both 


groups and in the tables these will be preceded 








by the sign *. Only a single joint or set of joints 
were affected in 13 cases, of these 6 were men 
and 7 women. 


a of Onset. 
Men 


Present Age. 
Women. 


en. Women. 
10-19 0 1 0 0 
20-29 2 2 0 2 
30-39 ) Ba | 3 f 0 
10-49 1 10 2 2 
50-59 6 7 1 *1 10 
60--69 1 4 6 16 
70-79 1 1 3 6 *1 
80-89 0 0 0 5 
Unknown 1 13 *1 0 0 
Onset, First Joint Involved. Men Women. 
Feet 0 1 
Knees 6 16 
Hips 1 0 
Spine 3 0 
Shoulders 3 7 
elbows 0 0 
Hands 0 8 
Onset, Character of. 
Acute 7 
Sub-acute 5 
Insidious 28 
Unknown 14 
The radial arteries were perceptibly sclerosed 
in 32 out of the 56 cases in this group. 
Association of groups: 
Men. Women. 
Group I 12 5 
Groups I and II 1 1 
Group II 6 27 
Heberden’s Nodes 0 2 
H. N. and Gr. I 0 0 
H. N. and Gr. II 1 9 
Spon. Def. and H. N. 1 } 
Spon. Def. and Gr. I 0 0 
Spon. Def. and Gr. II 4 1 
Spon. Def. alone 1 0 
Grs. I, II and H. N. 0 1 
Gr. II, H. N. and Spon. Def.8 0 2 


Because Heberden’s nodes are a special class 
of manifestation of this group they will be 
considered separately. The condition is found 
most frequently in women. Out of the 15 cases 
showing this form of the disease 13 were in women. 
The onset is usually insidious and painless, though 
there is oce easionally some pain at the beginning 
of the process. After the process is once well 
established there 1 is little or no pain, and the only 
inconvenience is from the deformity. 

It has been said by some authors that the 


presence of Heberden’s nodes is rarely accom- 
panied by other manifestations of arthritis 
deformans. In these cases that is not the fact, 


for out of 15 cases with Heberden’s nodes in only 
2 were Heberden’s nodes the only manifestation 
of the condition. It has also been said that the 
association of Heberden’s nodes and eancer is 
not uncommon. In none of the eases here re- 
ported is there any indication of cancer. In one 
case (see appendix, Case 03-37) the immediate 
cause for the enlargement of the joint appeared 
to be trauma, but whether the slight trauma 
would have been sufficient without other con- 
tributing causes it is impossible to say 


8Key: H. N, -- Heberden’s Nodes. 


Spon. 
Deformans. 


Def. — Spondylitis 
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Chronic arthritis due to gout.—This case was 
not seen in the first attack, and when seen the 
patient did not present any of the typical signs 
or symptoms of gout. The case was regarded as 
belonging to Group II, and not until the autopsy 
Was it discovered that it was a case of gout. 
The particular interest in this case is the fact 
that the clinical appearances were exactly like 
those commonly seen in arthritis deformans. 
It quite possibly may be that other cases of gout 
may be mistaken for arthritis deformans. A 
full report of this case will be found in the appen- 
dix (Case 03-45). 

One case classified under Group I deserves 
especial mention. This case is reported in full 
in the appendix (Case 03-16). This case 1s of 
a very severe type. The case has been progres- 
sive from the beginning, without remissions, 
although at times the pain is less severe than 
at others. During the warm weather the pain 
is less, but itching of the skin is very severe, 
while during cold weather itching is less severe 
and pain in the joints is much worse. Neuro- 
logical examination threw no light on the con- 
dition. Another feature of interest in this case 
is the atrophy of the skin and hair which is well 
shown in the painting of the hand. The irregular 
flushing and atrophy of the skin, and the muscu- 
lar twitching suggested the possibility of nervous 
origin of the joint lesions in this case but proof 
of ‘that, or any other hypothesis, is wanting at 
present. 


TREATMENT. 


The most important treatment for both classes 
of eases is good hygiene, both general and local. 
Good, easily digested, nourishing food in sufficient 
quantity is essential. It does not with our pres- 
ent knowledge seem advisable to cut off any 
particular class of food stuffs. For local hygiene, 
an avoidance of all strain, exposure to high or 
low temperatures and especially to too sudden 
changes in temperature, is to be strongly advised. 
Residence in a damp locality is said to predis- 
pose to diseases of the joints. Trauma in some 
cases appears to play an important part as an 
exciting cause and should therefore be avoided. 
The presence of a septic or infectious process in 
some part of the body sometimes increases joint 
symptoms. 
Drugs appear to have little or no effect on the 
course of the disease. Occasionally there is a 
case belonging to Group II where the use of one 
of the salicylates causes a decrease in the amount 
of pain. 


LOCAL TREATMENT. 


It is often advisable to treat the acute cases 
with rest, either complete or partial. It is hardly 
ever advisable to put the joint in plaster, because 
it prevents the application of other forms of local 

reatment. ’ 

In most cases increasing the circulation to the 
affected joint appears to be the best form of 
local treatment. Of the methods for increasing 
the circulation to the affected joint massage is 





by far the best when the joint is not too tender. 
The patient feels much better after this treat- 
mons, and not infrequently there is a marked 
increase in the amount of motion that may be 
obtained after massage. The pain is also greatly 
relieved. Next to massage for increasing the 
circulation the Bier “ passive congestion ” treat- 
ment is probably the best method. Baking 
with hot dry sand or with hot dry air (200° to 
350° I.) for short periods every day or every 
other day is found to be of great benefit. In 
some cases it seems an advantage to alternate 
the Bier passive congestion treatment with some 
form of baking. Most observers agree that the 
use of wet baths is not to be recommended. Dry 
cupping in the region of the joint is sometimes of 
benefit in relieving the pain. Counter-irritants 
(iodine or tinct. of cantharides) are also some- 
times of benefit in selected cases. Cases of spon- 
dylitis deformans are best treated with either 
plaster or leather jackets giving slight correction 
with fixation till the referred or local pains have 
disappeared. 


SUMMARY. 


The analogy, which Bradford has suggested, 
between arthritis deformans and arteriosclerosis 
appears to be a very close one. In arteriosclero- 
sis the causes to which the disease has been 
ascribed are innumerable and the manifestations 
may be widely varied. The condition may be 
widely distributed, or narrowly circumscribed; 
there may be a condition of hyperplasia only 
or there may be ulceration, calcification or even 
formation of true bone. Because of these numer- 
ous manifestations it seems to me that it cannot 
be said that we are dealing with many diseases. 
I have come to this conclusion, not only from 
these clinical cases, but also from the study of 
many pathological specimens from cases of arthri- 
tis deformans. Why in one case there is new 
formation of bone and in another absorption is 
at present as much unknown as are the varied 
conditions that give rise to the disease. That 
the disease often is the result of some general 
alteration in the body metabolism seems possible. 


APPENDIX. 


The histories of the following cases are 
as illustration cases: 


Case 03-3, Group I. 

Woman; white; widow; age Sarty'< -three years; 

a ey housework. Entered June 2 25, 1902. 
. H. : Good. 

P H.: Healthy up to eight years ago when she had 
erysipelas i in head and face. Operated in the Boston 
City Hospital, in 1901 (uterus curetted). 

P. I.: About four years ago the patient began to 
have pains in the little finger of the left hand. The 
finger was poulticed, but without any improvement. 
The joint was swollen, red and shiny and has remained 
large ever since. She had another attack after the 
operation at the Boston City Hospital. Patient was 
confined to bed for a week before her entrance here 
on account of pain and tenderness of her joints. 

P. E.: Heart, lungs and abdomen negative. 

Extremities: Knee jerks lively. No ankle clonus 
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X-ray of hand shown in preceding figure. Showing thick- 
ening of capsule and periarticular structure of middle joint of 
middle finger. 
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or Babinski. Some swelling over the left olecranon 
with disability of the left elbow. Swelling, redness 
and pain over the metatarsal bones on dorsum of the 
right foot. Swelling of some of the smaller joints of 
the hand. 

Patient was treated by rest in bed, tonics, and appli- 
cations of oil of glautheria and bandages locally. 

July 16, 1902. Patient shows improvement in gen- 
eral condition, but joints are still quite troublesome 
and process in the hands is more acute. 

August 20, 1902. Patient is up and about the wards 
and doing light work. She does not complain of pain 
and is evidently much improved. 

November 21, 1902. Uterus was curetted on account 
of persistent hemorrhage, and a small tumor removed 
from her neck. 

Patient continued to improve after this and was 
discharged March 19, 1903. 

August 14, 1903. Readmitted. 

P.1.: Three weeks after the patient left the hospital, 
she had another exacerbation of pain in her joints 
that lasted eight or nine days. With this exception 
she has been well until two weeks ago, when her ankles 
became swollen and very painful. After this the left 
wrist became troublesome. The pain lasted for a 
while in one joint and then progressed to another. 
Patient has also had diarrhea. 

P. E.: Eyes, mouth and lungs negative. 

Pulse regular, of good volume and high tension. 
Radial arteries not sclerotic 

Heart: Impulse in the fifth interspace, 12 cm. to 
the left of the median line. A blowing systolic mur- 
mur is heard over the aortic region and transmitted 
into the neck. 

Abdomen slightly tender, otherwise negative. 

Left hand: The middle joint of the little finger is 
markedly enlarged and this joint cannot be extended 
beyond 150°, but flexion is almost normal, and there 
is only very slight pain on motion. All the other 
joints of this hand appear to be normal. 

Right hand: The middle joint of the middle finger 
is enlarged and on the dorsum is a small, distended 
sac the size of half a pea. This joint allows of exten- 
sion to 150° and flexion almost to a right angle. The 
terminal joint of the thumb on this hand is also some- 
what enlarged but motion in this joint is normal. 

There is slight swelling about the left wrist, especially 
marked on the ulnar side. There is no tenderness 
or limitation of motion. 

The right elbow allows of extension to 135°, and 
flexion to 45°. Rotation is normal. There is pain 
on rapid motion and in the extremes of motion. There 
is slight swelling about the joint but no tenderness 
or crepitus. 

Left ankle is slightly tender to the touch and is some- 
what swollen. There is some pain on motion with 
crepitus and slight muscular spasm. All other joints 
are apparently normal. 

Tactile and thermal sensation over the affected and 
unaffected joints is apparently normal. 

Urine: Dark, acid; albumin, 0.1%; sugar, 0; bile 
pigments, 0. Sediment consists of much blood and 
pus and squamous cells. No renal elements. 

Blood: Reds, 3,884,000. Whites, 6,300. Hema- 
globin, 70%. 

The patient gradually recovered from this acute 
exacerbation. Pain disappeared from the joints, 
but swelling and limitation of motion persisted. Dis- 
charged Oct. 31, 1903. 

This case illustrates the characteristics of cases of 
Group II in a young woman in whom the disease 
progressed by recurrent acute exacerbations. These 
exacerbations in themselves look much like acute 





articular rheumatism, but they always leave the 
patient with a deformed joint. As may be seen from 
the x-ray, the swelling is not due to increased size of 
the bone, but to some change in the structure of the 
capsule which causes an increased shadow density. 


Case 03-16, Group I, ANKYLOSING ARTHRITIS. 

Woman; white; widow; age, thirty-two years; occu- 
pation, housework; entered July, 1898. 

F. H.: Negative. 

P. H.: Measles, pertussis and mumps during child- 
hood. Has had four children and one miscarriage. 
Since the death of her husband has worked very hard 
to support her two surviving children. 

P. I.: The first trouble that the patient had was 
stiffness of the neck and shoulders which came on 
seven or eight years ago and lasted only about twenty- 
four hours. At that time her attending physician 
said that she had muscular rheumatism. Shortly 
after this first attack the patient had trouble with 
her knee and then the condition progressed from joint 
to joint, till at present many of her joints are involved. 
At times there is less discomfort in some particular 
joint, but this slight remission would be but temporary 
and all the joints tend to grow progressively worse. 
There has always been more pain in the left side than 
in the right. 

P. E.: Well developed and nourished. 

Heart and lungs negative. 

Knuckles distorted, toes crumpled, right knee flexed, 
muscles flabby and painful. Varicose ulcer of left 
leg. Menstra normal. Urine negative. Patient was 
given arsenic and strychnia. Patient is able to sit 
up daily, but there is always considerable pain, in- 
creased by movements. 

October, 1900. Patient is unable to leave her bed 
and the slightest attempt to move her causes great 
pain. Itching of the skin is very severe. At times 
the patient has pain about the heart radiating into 
the shoulder and arm for which she is given nitro- 
glycerin grs. 1-100. The general condition of the 
patient is always good. She eats and digests food 
well and is well nourished. At times the patient 
has more or less intestinal disturbance, diarrhea or 
constipation. The patient is now unable to feed 
herself or attend to herself in the slightest way. Sleeps 
fairly well, but at times the pain keeps her awake and 
she requires morphia. The condition in the joints 
is growing progressively worse and the deformity and 
contraction is increasing. 

March, 1902. Patient has pain in all of her joints 
except the spine. Pain is worse on the left side. She 
requires morphine or trional to get sleep, also a cathar- 
tic. Even the weight of the bedclothes is unbearable. 

June, 1904. Heart and lungs negative. Pressure 
on any part of the body causes exquisite pain as does 
the movement of any of her joints. The joints of the 
jaw, and of the ribs with the spine are apparently 
but little affected. All the other joints of the body 
are diseased and any attempt at active or passive 
motion causes the greatest pain, and even without 
movements there is considerable pain, often enough 
to keep the patient awake at night unless she gets an 
opiate. There is contraction of @he flexor tendons 
of all the joints except the toes and the tendons of 
the terminal joints of the fingers and thumb which 
are hyperextended. The patient is well nourished 
with a tendency to obesity. The skin over the hands 
is very thin, shiny and atrophic. The hairs on this 
skin are fine, curly and come from a raised papilla. 
At times the skin is very hyperemic and at other times 
it is pale. Itching of the skin is a very prominent 
symptom in hot weather when the pain in the joints 
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is less severe. 
marked and the pain in the joints is more marked. 
The skin over the face, neck, and upper part of the 
chest shows hard edema, is painful to the touch and 
at times is hyperemic. Light pressure on the skin 


over these parts is painful, but there is no alteration | 


of the sensibility to touch or temperature. The only 


movements that the patient can make are movements | 


of the jaw in eating soft solids, movements of the chest 
in breathing, rotation of the head, and a few degrees 


of motion in the left thumb and elbow by which the | 


patient rings a bell for an attendant. 
Urine: Twenty-four hours’ amount, 1,900 ce. ; specific 
gravity, 1.010; alkaline; albumin, slightest possible 


trace; sugar, 0; urea 14.74 gms. in twenty-four hours; | 
The | 


uric acid not increased; sediment considerable. 
sediment consists of a large amount of triple phos- 
phate crystals, leucocytes and a few squamous cells. 
No renal elements found. 

Blood: Reds, 6,592,000. Whites, 8,500. 

During the past year the Bier passive congestion 
treatment has been applied to the hand without any 
marked change. Aspirin was used without any effect 
whatever. Several things have been used to relieve 
the itching, but they either have given no relief what- 
ever or have relieved only temporarily. The condi- 
tion in the joints is growing progressively worse with- 
out any other marked impairment in health. 

Case 03-37, Group II. 

Woman; white; single; age, seventy-four years; occu- 
pation, dress trimming maker; entered Oct. 22, 1903. 

F. H.: Negative. 

P. H.: Patient had measles, whooping cough and 
searlet fever when a child. Menopause occurred a 
number of years ago. 

P. I1.: Three years ago the patient fell down stairs 
and broke her left hip. She had hospital treatment 
but since then has not been able to walk. She gets 
about in a wheel chair. She is obliged to pass water 
three or four times in the night. 

P. E.: Fairly developed; somewhat emaciated. 
Color anemic. Eye reflexes normal. 
of normal rate and tension. 
ably thickened. 

Lungs hyper-resonant, except at the right upper 
back where there is considerable dullness; breathing 
sounds are diminished and expiration is prolonged. 
No rales heard. 

Abdomen not abnormal. Liver area diminished. 

Prolapse of the rectum and hemorrhoids. 

Extremities: Knee jerk present and diminished 
on the right; not obtained on the left. Plantar reflexes 
present; no Babinski or ankle clonus. 


Radial arteries consider- 


Hands: Nodular enlargement of all the terminal 
joints (Heberden’s nodes). This enlargement is 
most marked on the fore and middle fingers. There 


is very little limitation of motion in these joints and 
they do not cause the patient any discomfort, except 
occasional stiffness. On the left hand the middle 
joints of the middle and ring fingers are enlarged, 
most marked on the ring finger. Patient says that 
in her occupation she has held heavy steel needles 
against these joints. The enlargement of these joints 
is apparently bony. There is 30° permanent flexion 
of the middle joint of the ring finger and this finger 
cannot be forcibly straightened. The phalangeal 
joints of thumb appear to be somewhat enlarged, but 
there is no limitation of motion. On the right hand 
there is some tendency for the middle phalangeal 
joints to be somewhat enlarged, but there is no limita- 
tion of motion. Marked atrophy of the intrinsic 
muscles of the hands. 


In the cold weather the itching is less | 


Pulse regular, | 


Elbows apparently normal. 

Hips: Distance from the right anterior superior 
spine of the ilium to the internal malleolus is 1.5 em. 
more than on the left. The trochanter on the left is 
0.5. em. higher than on the right and can be grasped 
between the fingers. All movements of the left hip 
are somewhat limited, but without pain. 

Knees are alike. There is some fine crepitus on 
motion, but in all other respects they are apparently 
normal. Feet show shoe deformity, but otherwise 
are normal. Slight edema of the lower legs. 

Patient is up in her chair daily and appears to suffer 
-no pain. There is no noticeable change in the condi- 
tion of her joints. About the middle of December, 
she began to fail rapidly in general health and died 
Dec. 28, 1903. 

This case illustrates the occurrence of nodular en- 
largement of the phalangeal joints (Heberden’s or 
Haygarth’s nodes) with other manifestations of the 
disease in other joints. The case is also interesting 
because it appears that one of the contributing causes 
of the nodes may have been the slight trauma from 
the use of the knitting needles continued over a long 
, period. 
| Case 03-26, Group IL. 

_ Man; white; married; age fifty-eight years; occu- 
| pation, type founder; entered Feb. 11, 1903. 
| F. H.: Negative. 

| P. H.: Patient says that he had children’s diseases; 
searlet fever at the age of twenty years and gonorrhea 
/and bubo at about the same time. He had a fever 
at about the age of thirty-two years, which laid him 
up for about three months. At this time he says that 
his feet were swollen and tender. Patient denies 
|symptoms of lead poisoning. 
| Habits: Patient has been a steady, but not an exces- 
| sive, drinker of ale and whiskey. 

| P.1.: In September, 1900, patient noticed that his 
‘right knee was tender. The knee became swollen 
and painful on walking. He was treated at various 
| places, but the knee got worse and other joints became 
involved. Patient was not able to work for over a 
year and then only for a few months. He had to stop 
because of the involvement of more joints. 

P. E.: Heart and lungs normal. 

Radial arteries sclerotic. 

Liver from the lower border of the third rib to 2} 
inches below the costal margin in the nipple line, edge 
smooth and sharp. 

Spleea, palpable. Otherwise, abdomen negative. 

Extremities: Right hand shows enlargement of the 
metacarpo-phalangeal joint of the thumb. There is 
a fair amount of motion but with some motions there 
is erepitus and pain. The terminal joint of the little 
finger is a baseball joint. There is marked atrophy 
of the intrinsic muscles of the hand. Left hand: 
thumb in about the same condition as on the right. 
The middle joint of the forefinger shows a fusiform 
enlargement. This joint allows of motion from a 
straight line to aright angle. There is marked atrophy 
of the intrinsic muscles of the hand. 

Right wrist shows some limitation of motion in all 
directions. There is diffuse enlargement of the joint 
which appears to be bony. The left is in about the 
same condition as the right. 

Elbows: There is enlargement of both elbows which 
appears to be bony, and there is some pain and occa- 
sional crepitus on motion, but no tenderness. Motion 
allowed from 145° to complete flexion in both elbows. 

Both shoulders are involved, the right one more 
than the left. Motion is somewhat limited and is 
accompanied by crepitus. 
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Spine shows general stiffening. At times there is 
considerable pain in the cervical region. 

Hips: On palpation there appears to be some thick- 
ening about the trochanters, but there is little if any 
limitation of motion and no pain. 

Knees: Right can be extended to about 145°, and 
flexed to a little less than a right angle. Hamstring 
tendons are tense when the leg is extended. There 
is considerable pain most of the time in both knees. 
Circumference of the right knee at the middle of the 
patella with the leg extended is 35.6 cm.; of the left 
36.9 cm. The left can be extended to 160° and flexed 
to about a right angle. On palpation of both knees, 
numerous spherical bodies may be felt slipping under 
the fingers. These bodies are most numerous and 
easily felt at the lower and inner part of the patella 
when the leg is extended. They feel as if they were 
about 3 or 4 mm. in diameter. Both knees show 
marked crepitus on motion. 

Ankles: Both are somewhat stiff and swell at night, 
but there is no pain and no apparent deformity. Feet 
show shoe deformity. 

The muscular system of the extremities is greatly 
atrophied. Patient gets about with difficulty by the 
aid of crutches and at times, 7. e., on cold or damp 
days when the pain is worse, he is not able to get about 
at all. There is considerable tremor of the hands 
and arms, but this tremor does not appear to be either 
increased or decreased by intention. 

Urine: Twenty-four-hour amount 1,240 cc.; specific 
gravity, 1.012; acid; albumin, slightest possible trace; 
sugar, 0; urea, 17.26 gm. in twenty-four hours; uric 
acid not increased. Microscopic: Many large and 
small hyaline and finely granular casts. Few leuco- 
cytes and renal cells. 

Blood: Reds, 4,744,000; whites, 7,800; hemoglobin, 
75%. 

Patient was treated by rubbing the knees with 
liniment and he was given extra diet. 

Dee. 1, 1903. The Bier passive congestion treat- 
ment has been used on the right knee for a month 
with marked improvement. The patient now calls 
that his ‘“ good’ knee whereas it formerly was the 
most troublesome. On examination this knee allows 
of a few degrees more extension than formerly, and 
the diameter is 35.0 cm., otherwise there is no marked 
change in the condition of the knee. Other joints 
remain as above noted. Bier passive congestion 
method started on the left knee also. 

Jan. 1, 1904. Bier passive congestion treatment 
has been omitted from the left leg because of increased 
distention of the synovial sacs. Massage is con- 
tinued and at intervals dry cups and baking with 
hot air were used on this knee, but without marked 
improvement. 

In addition to the other treatment, forcible exten- 
sion of the knee was tried and there was marked in- 
crease in the ability to straighten the knees. At 
times this forcible extension had to be omitted on 
account of pain. The patient is not able to walk 
with any more ease, but this is probably due to the 
marked loss of muscular power which has been quite 
marked. 

In this case the invasion of the disease has been 
more rapid than is generally seen, otherwise the case 
may be considered as a typical case of this group. 
Case 03-45, ARTHRITIS DUE TO Gout. 

Woman; white; married; age seventy-seven years; 
occupation, housework: entered Aug. 7, 1903. 

F. H.: Negative. 

P. H.: Patient has had five children. Has been 
troubled with “ rheumatism ” at times for the last 





twenty years., but so far as she can remember has 
had no other sickness. Denies venereal. 

Habits: Drinks two or three pints of beer a day and 
two bowls of tea. 

P. I.: For the last three years the “‘ rheumatism ” 
in her knees and ankles has been so bad that the patient 
has been unable to walk. At times she has pain and 
swelling in her hands. No cough; bowels regular. 

P. E.: Well developed; somewhat obese. 

Tongue deviates to the left on being protruded; 
non-tremulous. 

Heart is somewhat enlarged to the right and there 
is a slight systolic murmur heard at the apex. Radial 
arteries are sclerotic. 

Extremities: Knee jerk present on the left, but 
not obtained on the right on account of stiffness. 

Hands: There is no marked deformity, but the 
patient is unable to close the fingers tightly or com- 
pletely extend them, the permanent flexion being 
but a few degrees. Motions at the wrists are some- 
what limited, but there is no apparent deformity, 
pain, or tenderness. 

Elbows: Left normal. Motion in the right elbow 
is not as free as in the left and the arm cannot be 
extended beyond 160°. 

Shoulders: There is some limitation of motion in 
all directions, but there is no pain, tenderness or de- 
formity. 

Right knee allows of motion between 60° and 160°. 
Left knee allows of normal amount of flexion and 
extension. Motion in both knees is accompanied by 
marked, fine crepitus. No deformity can be made 
out. 

Ankles: Motion and appearance of both is normal. 

The patient complains but little and appears to 
suffer no pain. There was no marked change in pa- 
tient’s condition till May, 1904, when she became 
weaker, gradually became comatose and died. 

Post-mortem examination of the right knee shows 
a joint that is apparently normal except for the articu- 
lar cartilage. The articular surface of the condyles 
of the femur shows considerable pitting which is most 
marked on the inner condyle. These depressions are 
irregular in size and shape, and are shallow and smooth, 
showing no change in color. Over some portions of 
the cartilage which were not eroded there is an irregular 
deposit of chalky white material, which could be re- 
moved only with difficulty, leaving a surface resem- 
bling the eroded areas above described. The articular 
surface of the patella showed a similar deposit to a 
more marked degree, but on the patella the erosions 
are not as marked. Both the deposit and the erosions 
are less marked on the tibia. There is some lipping 
of the inner side of the femur and more markedly of 
the head of the tibia. Fluid and semilunar cartilages 
are normal in appearance. Microscopic examination 
of the deposit shows it to consist of urate crystals. 
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THE COMPLEMENTAL RELATIONS OF GLYCU- 
RONIC AND ETHEREAL SULPHURIC ACIDS 
AND THEIR PAIRLINGS IN AUTO-INTOXI- 
CATION, TYPHOID FEVER, AND CANCER.* 


BY A. E. AUSTIN, M.D., AND E. W. BARRON, M.D., BOSTON. 


AMONG urines which reduce Fehling’s solution, 
but which do not contain sugar, are found those 
which contain large amounts of uric acid, and 
those which contain glycuronates. The urine 


* Read at the Pathological Section of the Pan-American Congress. 
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which contains the latter can be readily distin- 
guished by the following characteristics: 

It reduces Fehling’s solution slowly requiring 
nearly five minutes for its reduction and does not 
contain the usual red suboxide of copper, but a 
greenish-yellow product which may be hydrated 
suboxide. Such a urine has a left-turning power. 
in the polariscope and does not ferment. Its reduc- 
ing power is greater than its turning power and it 
gives the Tollens’ reaction with phloroglucin. 

This substance, glycuronic acid, has never been 
found free by any one except Paul Mayer. He 
claims that when 20 gm., at least, be injected 
into a rabbit, the urine contains a right-turning 
substance which reduces, and does not ferment, 
and upon this bases his opinion that the free acid 
may be eliminated. Ordinarily, however, we 
find this acid induced either by the ingestion of 
some aromatic substance which, by pairing with 
the glycuronic acid, prevents it from further 
oxidation, or by the ordinary aromatic bodies 
produced in the intestines. These artificial 
pairing substances may be camphor, chloral, 
thymol, borneol, antifebrin or morphine and 
innumerable others, the recounting of which 
would not add to the interest of the subject, and 
would only show a reduplication of the principal 
ones already given. Ordinarily the pairing bodies 
which are found in the urine are such substances 
as are formed in the intestine, indoxyl, skatoxyl, 
phenol, cresol, ete., the products of albuminoid 
decomposition. To such an extent are these 
present, even under normal conditions, that 
Mayer and Neuberg, by using enormous quan- 
tities, at least 50 liters of normal urine, have 
been able to show that 40 mgm. of glycuronic 
acid per liter is present. Of these, only the in- 
doxyl! produces a reducing agent, while the phenol 
compound does not reduce. 

As to the source of glycuronic acid, two theories 
have been advanced; first, that it comes from 
the oxidation of dextrose which is not carried to 
its farthest limit, carbon dioxide, and which, 
presumably from the greater difficulty of oxida- 
tion of a paired glycuronate, is held at that stage 
of the process. This theory is the one maintained 
by Mayer, who bases his opinion upon the fol- 
lowing grounds: that when the rabbit has been 
made glycogen free by starvation and camphor 
is given, only a small portion of the glycuronic 
acid can be found in the urine, but if, at the same 
time, dextrose is freely given, this acid is very 
largely increased. On the other hand, it is not 
impossible that this acid may be produced from 
the glycoproteid or even from ordinary serum- 
albumin, that is, from the carbohydrate portion 
which almost every albumin contains. Leowi 
attempts to demonstrate this by producing 
phloridzin diabetes in a dog, and by giving cam- 
phor, on the principle that if the glycuronic acid 
is formed from the dextrose, there will be an 
increase In the glycuronate and a corresponding 
diminution in the amount of dextrose eliminated. 
He found, however, that while the glycuronate 
was present in fairly large amounts, there was no 
decrease in the amount of glucose, and from this 





he concludes that the acid comes from albumin. 
A case under my own observation proves the 
same. A young man passed, on several days, 
approximately, 5,000 ce. of urine, which usually 
contained 5% of dextrose. His food during the 
entire period consisted of beef, veal, lettuce, 
spinach, three or four eggs, ham, and one roll 
daily, weighing 30 gm. On one day on which 
this observation was made, the amount of urine 
was 4,680 ce. The polariscopic reading showed 
4.5% oi: dextrose, while the reduction showed 
5.2%. After complete fermentation the urine 
was markedly levogyrate and there was isolated 
from this 2.456 gm. of a glycuronate. Here we 
can only conclude that not only the greater part 
of the dextrose, but also the glycuronate must 
have come from the albumin taken, or from the 
man’s own tissues. 

The place in which this acid is formed is still 
in doubt. We have the experiments of Glaessner 
and Embden to show that phenol sulphate, an 
analogous body, is formed in the liver and pre- 
sumably the glycuronate is formed in the same 
organ. But it has been shown that when the 
liver is largely destroyed by arsenuretted hydro- 
gen the formation of glycuronic acid in a normal 
amount still continues. Furthermore, it has 
been shown that in injuries to muscles, through 
fractured bones or bruises, there is a glycosuria 
produced which may be accompanied, presumably, 
by the glycuronates, but we are still lacking - 
actual evidence of this accompaniment. 

Mayer further shows that glycuronic acid may 
come from a faulty oxidation caused by dyspnea 
and has actually found this substance, as he 
claims, largely increased, both by tying the 
pharynx in animals, and also in cases of asthma. 
Wohlgemuth has also adduced an interesting 
example of this in dyspnea from cocaine poison- 
ing, in which this acid was so largely increased 
that he was able to isolate in crystalline form 
a large amount of cresol glycuronate. Another 
interesting fact with reference to this case was 
the fact that there was no increase in the pairing 
body. We have another close connection be- 
tween dextrose and this acid in the fact that 
sometimes one, sometimes the other, sometimes 
both, occur under certain conditions, like poison- 
ing with morphine, chloral, ete. Carbon monox- 
ide produces also, asis well known from acci- 
dental poisonings with water gas, a glycosuria of 
long standing, but no efforts have as yet been 
made to determine whether the glycuronates 
are increased under these conditions. 

We now come to another body which seems 
to have an analogous relation to aromatic bodies, 
that is, sulphuric acid. Sulphuric acid, as you 
well know, exists in two forms, united with such 
bases as sodium and potash, or is paired with 
as great a multitude of aromatic bodies as glycu- 
ronic acid has been found to pair with. They 
both have the power, apparently, of rendering 
innocuous many poisonous substances, such as 
phenol, morphine, etc., and when a certain 
amount of any of these poisonous substances 1s 
given, it unites itself to both. 
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Naturally, the following questions then arise: 
Why does not all the aromatic body pair with sul- 
phuric acid? or does it do this to the exclusion 
of the so-called preformed sulphate, and the excess 
only unite with glycuronic? or is the latter fully 
saturated, and does the excess only unite with 
the sulphuric? In the last case, necessarily, the 
elyeuronic acid must be increased at the expense 
of the ethereal sulphate. In the first case the 
sulphur must exist only in the form of ethereal 
sulphate, without reference to the glycuronate. 
And last, the question arises, If such bodies pair 
with both, what proportion pairs with each acid? 

Three classes of cases were taken in order to 
illustrate this very interesting problem. The 
first class included cases of auto-intoxication, 
in which there is noted an increase of indol and 
skatol, either from intestinal obstructions or 
from accumulations of pus. 

The second class includes typhoid fever, with 
temperatures, usually, of 39.2° C., on a milk diet, 
where, according to authorities, the oxidation of 
vlucose is always very limited. 

The third case includes one case of cancer of 
the liver where indol has always been shown to 
le increased. Such eases also offer a very good 
opportunity to determine whether an increase 
in glycuronic acid is necessarily associated with 
an increase in the pairing hody, and whether, 
when the pairing body is present in normal 
umount, it may have a greater affinity for glycu- 
ronie than for sulphuric acid. 

The urines of all these were first freed from 
the glyeuronates, then the remainder used for 
separating the ethereal sulphate in one portion 
and the preformed sulphate in another. The 
glveuronates and the ethereal sulphates were 
split, and all four of these factors were quantita- 
tively estimated. The results were very curious. 
In the first group in 66% of the cases less indoxyl 
united with the glycuronie acid than with the 
sulphuric, while in the remaining cases the re- 
verse was true. There was always a surplus of 
sulphurie acid in the form of preformed sulphates, 
though this amount was very much diminished 
in the first group, with reference to the second 
amounting to only one fourth as much. 

In the typhoid fever, or second group, there 
was In 50% of the cases more indoxyl united to 
elycuronic ‘acid than to suiphurie acid, and in 
00° the reverse was true. There was always 
an enormous amount of preformed sulphate, 
amounting often to 80° of the total sulphuric 
acid present. 

In the cancer of the liver, the greater part of 
the indoxyl was united to ’ sulphuric acid. In 
no case was the glycuronate formed, apparently 
at the expense of the ethereal sulphate, and in 
no case was all the sulphur used up in the pro- 
duction of the latter. In typhoid fever and 
cancer the very large amount of sulphuric acid 
is probably accounted for by the rapid breaking 
down of the albuminous tissue of the body, 
whereby sulphur is set free. It is very plainly 
evident that the glycuronic acid is first saturated 
and the excess of the aromatic body unites with 





the sulphuric. Hence, it seems safe to conclude 
that the formation of the glycuronate is due to 
the presence of the pairing body and not to defi- 
ciency of oxidation. The increase of the glycu- 
ronate is apparently not necessarily due to the 
increase of the pairing body, and why there should 
be more glycuronic acid available under certain 
circumstances than under others still remains a 
problem. 

Since the discovery by Salkowski that there 
exists in the liver an enzyme which he calls 
oxydase, my suggestion is that possibly the pair- 
ing body unites only with that dextrose which 
oxidized in the liver, leaving the vastly larger 
part of the carbohydrates which exist in the 
muscles to be oxidized to the higher products, 
oxalic acid and carbon dioxide. 

Mayer offers in explanation the theory that 
only a portion of the dextrose passes through the 
stage of glycuronic acid, offering no explanation 


,|for the greater or less amount, unless it be his 


supposed diminished oxidation, a fact that is 
not yet fully established. Mayer has also found 
that when glycuronic acid was injected into 
rabbits, oxalic acid was found in much larger 
amounts than in the normal rabbit. From this 
he draws the conclusion that there is a progres- 
sive stage of oxidation in the body, from dextrose 
to the final carbon dioxide. He also found that 
when glycuronie acid was mixed with macerated 
liver substance a corresponding increase of oxalic 
took place. But this, however, does not neces- 
sarily follow, because one of the authors of this 
paper has shown that oxalic acid may also arise 
from glycocol, which naturally is also extremely 
abundant in the liver. Had Mayer shown a 
diminution in the glycuronie acid thus employed, 
the evidence would be much more positive. 
There is, however, as shown by others, and ob- 
served by the author, a marked association in 
diabetes, of dextrose, glycuronic and oxalic acids, 
in the urine. This is particularly true in those 
cases in which the glycosuria is due to the inabil- 
ity of the liver cells to convert dextrose to glyco- 
gen, and we may conclude that the liver certainly 


,| has something to do with this formation of glycu- 


ronic acid. 

To return to the results of the experiments,— 
we may remark that skatoxyl was never sepa- 
rated from indoxyl, and where the latter is men- 
tioned, both are included. 

In group I, we find that the first case contained 
three times as much indoxyl as the third, and 
nearly one half as much giyeuronie acid. 

In the second group, 2 and 3 contained twice 
as much indoxyl as the others, and respectively 
four and three times as much glycuronic acid, 
while both contained less of the latter than the 
fourth. Hence it is evident that glycuronic acid 
is not increased in proportion to the increase of 
indoxyl. 

Another fact to which reference has been made 
is that the limit of sugar absorption is very much 
impaired in fever. It has heen demonstrated by 
Strauss that if 100 gm. of dextrose be given a 
fever patient, a large percentage of the same is 
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eliminated in the urine. From this we naturally 
infer that when several cases, both of fever and 
other pathological conditions, are compared, 
the amount of glycuronic acid would be much 
larger in the fever cases than in the others, if it 
were due to faulty oxidation. Here we find, 
however, that the largest amount of this acid, 
.14 of 1%, is found in auto-intoxication, while the 
amount found in the case of cancer exceeded all 
these highest amounts. 

Blumenthal and Wolf, upon examining the 
urine of typhoid fever, also came to the conclusion 
that there was no relation between the heights 
of fever and the amount of glycuronic acid, or 
between the amount of aromatic bodies and the 
latter. 

Our own experience has shown further, that 
there was not enough of the aromatic body to 
satisfy the demands of the glycuronic acid found. 
We must conclude then, that there are other 
unknown pairlings, or that there may be a com- 
bination of this acid and urea, but of these com- 
binations very little is known. 

Our experience also conforms closely to that 
of Bial, that some glycuronates are much more 
readily split than others, which may be further 
evidence of the presence of these unknown pair- 
ing substances. For instance, in the case of 
diabetes to which reference has already been 
made, cooking the glycuronate ten hours with 
2% sulphuric acid in the autoclave, with a pres- 
sure of five atmospheres, and a temperature of 
140, the splitting was not complete, and 14% of 
the total remained unseparated. This is remark- 
able, because ordinarily indoxyl and phenol can 
be readily split off from the acid with mere 
cooking during a period of two hours with 1% 
sulphuric acid. 

To briefly capitulate the results of these ex- 
periments, we may say: First, that aromatic 
bodies unite both with ethereal sulphuric acid 
and glycuronie acid, which apparently have a 
complemental relation to each other, but that 
the former is always first saturated before union 
commences with the second. The glycuronic 
acid apparently varies very decidedly in amount, 
due to causes of which we have at present no 
exact knowledge, but it is not necessarily asso- 
ciated with the increase of the pairing body, nor 
with the diminution of oxidation. F urthermore, 
there is always present an excess of sulphuric 
acid beyond the demands of the pairing body. 


nae 
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DANGERS FROM THE “‘ X-RAY ATMOSPHERE ” 
TO THE OPERATOR. THEIR 
PREVENTION. 


BY H, W. VAN ALLEN, M.D., SPRINGFIELD, MASS., 


Electro-therapeutist to the Mercy and Springfield Hospitals and St, 
Luke’s Sanitarium. 


PHYSICIANS and other workers with the x-ray 
have come to know the harmful effect of this 
form of energy when applied in the ordinary way 
for too long a period or at too short a distance. 
It is only, however, of late that we are beginning 





to understand the effect produced upon persons 
continuously exposed to the so-called “ x-ray 
atmosphere.” This subject is well worthy of 
our study, for while the patient is being benefited 
by the ray the operator is being harmed by the 
continuous action of the distance-weakened ray. 
That the x-ray has become a permanent factor 
in the medical economy of the age is beyond 
dispute. For many skin derangements including 
malignant growths it is almost a certain cure. 
These cases universally recover unless the adja- 
cent tissues have been involved. In the deeper 
malignant growths it inhibits progress in all, 
and cures some. Radiography has become of 
such a help to the surgeon that he will not do 
without it. All this being true, it is evident 
that we must continue to use the x-ray, but how 
avoid its evil effects? 

While it has been known for some time that 
the x-ray applied to the testicle would stop the 
production of the spermatozoa, Dr. F. Tilden 
Brown’s recent announcement that extensive 
workers in this line are without spermatozoa, 
but otherwise as vigorous sexually as ever, has 
caused concern; as if the x-ray atmosphere is 
powerful enough to produce so tangible effect as 
this, is it not liable to produce permanent changes 
in the deeper and more vital organs. 

Bearing on this subject I report seven selected 
cases rayed some time ago which have been 
recently examined. All were rayed in the genital 
region, more or less dermatitis being produced. 
None of them were malignant, all are in good 
general health now and subjectively they are 
sexually normal: 1. Twelve treatments, last 
being four months ago. Spermatozoa now nor- 
mal. (2) Twelve treatments, last being one 
year ago. Spermatozoa normal. (3) Thirty- 
five treatments, last being five months ago. 
Spermatozoa absent. Never had venereal dis- 
ease. Has children. Sexual function seems to 
him normal. Age 38. (4) Ten treatments, one 
year ago. Spermatozoa now normal. (5) Fif- 
teen treatments, four months ago. Spermatozoa 


absent. Had unilateral orchitis in youth. No 
children. Age 56. (6) An x-ray tube maker, 


who through change of occupation has not been 
exposed for six months. No spermatozoa. No 
venereal disease. No children. Age 42. (7) 
Forty-five treatments. Last one being four- 
teen months ago. No venereal disease. Has 
children. Age 40. Spermatozoa absent. 

In looking at these cases (and the same point 
is carried out in others) those in which the sper- 
matozoa are still absent are the ones treated 
the longest and not the ones in which the der- 
matitis was marked. In cases 1,2 and 4 a very 
decided dermatitis was produced and treatment 
discontinued, while in cases 3 and 7 there was 
never much reaction. That it is the continued 
mild exposure is also borne out by Case 6 
well as by those of Dr. Brown’s. We also know 
it is not the burning effect in malignant growths 
that is effective, for cases recover better when 
there is scarcely any dermatitis, but the treat- 
ment has been less powerful and made to cover 
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a longer period. We can deduce from all these 
facts that it is the long-continued exposure that 
stops cell proliferation. 

Stimulated by the above suggestive facts, 
comparisons have been made and certain other 
symptoms have been found to be almost univer- 
sally present in x-ray workers of more or less 
experience. The skin and its appendages are 
first to suffer. The nails and hair are brittle 
and of slow growth. The skin itself is dry and 
of a yellowish hue so peculiar that it is almost 
characteristic. Many have dry seborrhea. In- 
digestion is present, especially of the intestinal 
kind. These men complain of lack of ability 
to concentrate their thoughts for any length of 
time and are drowsy although many suffer from 
inability to have continuous restful sleep at, 
night. The disposition is somewhat irritable. 
These operators complain of an unnatural sen- 
sation of cold. Radiographs in some instances 
of the thinner parts of the body show a prema- 
ture sclerotic condition of the arteries. 

A little study of these symptoms show them 
to be those of premature senilitv. The x-ray 
inhibits cell production by reducing the blood 
supply through degeneration of the arterioles. 
It. is in this way that epithelioma yield to its 
influence. The abundant blood supply needed 
for its growth is cut off and recovery takes place. 
In the same way many of the symptoms com- 
plained of by the operators are explained. 

These facts being true how are we to retain 
the aid of this useful ally and avoid injury to the 
operator? He must be entirely removed from 
the x-ray atmosphere. How is this to be done? 
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In preparing our x-ray rooms in the future 
the entire apparatus except the tube should be 
in one room and in an adjoining room the tube 
and couch for the patient. The wall between 
should be covered with sheet lead not less than 
iy Inch in thickness. Through this, of course, 
would come the two wires from the exciting 
machine to the tube. Also in the wall must 





be a peep-hole to judge the tube through. 
This hole can be protected or not but it is much 
safer to be, and this may be done by means 
of glass; not plate glass as is often claimed, but 
the glass from which cut glass articles are made. 
This glass as made by some makers contains 
as much as 20% of lead. Another way of pro- 
tecting this hole is by means of two mirrors 
set facing each other at an angle from the upright 
of 45°; one covering the opening and the other 
above it. The non-reflectible ray is prevented 
from striking the operator by the silver-covered 
mirror, but the operator can see all that trans- 
pires in the other room by the double reflection 
of the ordinary light. The mirror in front of 
the opening can by a handle be depressed and a 
fluoroscope used to judge the tube and the char- 
acter of light it is giving off. 

Many of us, however, already have rooms pre- 
pared in which the patient and machine must 
be together. I have obviated the difficulty by 
removing my switches, rheostats, interrupters 
and ammeter from the operating room, leaving 
the machine there. The spark-gaps are easily 
worked by means of fish lines which go through 
screw eyes in the ceiling and in the partition 
through glass tubing bent down at right angles 
on the operator’s side of the wall. The handles 
attached to the lines should weigh about the 
same as the part to be worked on the machine. 
In this way they will balance and thus will stay 
in any position. On the static the sliding rods 
are kept way out and a rod laid across back of 
the large brass balls, one end of which can be 
raised as above described. 

In practice the plan works admirably. The 
patients see the reason for it and do not object; 
one saying, “If a doctor took half a dose of drugs 
with each patient we see how soon the doctor 
would be sick.” This is just what we do, and in 
treating a number of patients the small dose 
taken with each is in the aggregate dangerous. 

The only apparent objection to the above 
plan is that it does away with fluoroscopy. The 
sooner this happens I think the better. The 
fluoroscope overlooks everything but the decided 
abnormalities. It is a treacherous thing. Gross 
lesions can be detected by other methods with 
less trouble, but the slight deviations from nor- 
mal are overlooked, while had a plate been made 
they would have been seen. In a radiograph we 
have “ accumulated vision; ”’ a record and some- 
thing that can be studied at will by several. 
As a record they are invaluble not only as a 
protection to the physician, but for compari- 
son as the case goes on. The time is almost 
here when in large cities the surgeon will not be 
judged to have taken all the required caution in 
a case of fracture unless a radiograph has been 
taken. The only place where fluoroscopy may 
be of value is in the movable organs, and here 
the field can be cut down to a very small one 
when cases that can be better diagnosed by other 
simpler methods are taken out. It is safe in 
these few cases to proceed in the old way, but 
let the examination be as rapid as possible. 
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Now that we have come to know more of the 
remote effects of the ray it behooves us to live 
up to our knowledge. One operator injured 
will cause many timid patients to hesitate to 
avail themselves of the benefits to be derived 
from this new and effective method. 


Massachusetts General Hospital. 


CLINICAL MEETING. 
Av the meeting held January, 1905, the fol- 
lowing papers were presented: 
SARCOMA OF THE TONSIL. 
BY J. COLLINS WARREN, M.D. 


‘The case was a woman thirty-three years old, with 
a tumor of the right tonsil about the size of a fist. The 
growth was of three years’ duration, but had grown 
more rapidly during the last six months. She entered 
the hospital for operation Dec. 29, 1903. The opera- 
tion was performed on Jan. 5, 1904. The method 
adopted is the one I usually employ to reach the 
fauces or the base of the tongue. An incision was 
made from the outer angle of the mouth vertically 
downward to the edge of the chin, whence it was di- 
rected backward at a sharp angle reaching to the level 
of the external auditory meatus. The cheek being 
separated from the lower jaw and held back with a 
tenaculum, a blunt dissector rapidly frees the lower 
inner surface of the horizontal portion of the jaw from 
the soft parts. The bone is then divided a short 
distance in front of the ascending ramus with cutting 
forceps working in a groove made with a saw. Single 
hooks fastened into the cut ends of the bones separate 
the fragments widely by dislocating the heads of jaw 
from their sockets. (See Fig. 1.) In the present 











lic. 1. — Dr. Warren’s method of approaching all tumors 
in the rear of mouth and pharynx. 


case the tumor was found on inspection to be closely 
attached to the thyroid cartilage. It was not difficult, 
however, to shell it out from above, but its connection 
with the larynx necessitated a removal of the epiglottis 
and a portion of the glottis on the right side. The 


larynx was so much loosened from its connections by 
these incisions that it had to be stitched to an opening 
in the wound and thus made fast to the edges of skin 
in the anterior portion of the wound in the neck. The 
fragments of the jaw were wired together and the 
wound closed with drainage from the floor of the 
mouth. (Fig. 2.) 














Fic. 2. — Shows lines of incision and drainage. 


The patient made a good recovery and left the hospi- 
tal Feb. 18. On June 13, a fragment of necrosed bone 
was removed from the neighborhood of the wire suture, 
—the bone having firmly united. On Nov. 7, the 
patient came again to the hospital to have the opening 
in the neck closed. This was about one and one-half 
inches in length, and during phonation the voeal cords 
were exposed and could be seen in motion close to the 
surface. The edges of the wound were refreshed under 
cocaine anesthesia and two rows of sutures taken — 
one of catgut for the mucous membrane and one of 
silkworm gut for the skin. The wound healed promptly 
by first intention. There had been some leakage 
through this opening during deglutition, but it had 
not caused a spasm of the glottis although deglutition 
was not easy unless pressure was made against the 
opening. After the wound had healed, deglutition was 
performed without difficulty. The patient’s health 
appears to be all that can be desired and an inspection 
of the fauces shows that there has been no recurrence. 

The following is a report of the examination of the 
tumor by Dr. W. F. Whitney: 

A soft, fragmentary tumor mass, half the size of a 
fist, to one portion of which the muscle was adherent, 
and to another a bit of thyroid cartilage. 

Microscopic examination showed small round cells 
separated by very fine stroma of connective tissue, 
with here and there cells in division. 

Small round celled sarcoma. 


Dr. A. A. Mackay of Manchester, N. H., reports 
tome that the post-operative treatment consisted 
in the Coley serum treatment for four weeks, 
which was abandoned owing to objections on 
part of patient. X-ray treatment was given at 
first, daily for one week, then every other day 
for a week, then twice a week for two weeks. 
The patient was then exhibited at the meeting 
and found to be in good health, with no recur- 





rence, one year after operation. 
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A METHOD OF RHINOPLASTY ILLUSTRATED BY 
PLASTIC OPERATION FOR RODENT ULCER ON 
THE Y¥ACE., 


BY E, A. CODMAN, M.D. 


In the Boston MepicaL AND SURGICAL 
JOURNAL for Jan. 21, 1904, appeared a lecture on 
Mpithelioma by Dr. J. C. Warren. The case 
which is here presented serves as another instance 
to illustrate the correctness of his conclusions. 
Dr. Warren gives a well deserved criticism of 
the recent enthusiasm for the x-ray treatment 
of epithelioma, rodent ulcer and kindred forms 
of malignant disease. The following is a quo- 
tation from his article: “‘ The x-ray therapeutist 
should, therefore, make himself thoroughly 
familiar with the more advanced and malignant 
phases of rodent ulcer if he wishes to make an 
intelligent selection of cases for treatment. 
‘There are one or two cases under this treatment 
shown you this morning which would be better 
treated by the knife. In such cases the dread 
of the knife should be overcome and the patient 
be prevented from yielding to his instinct to lean 
towards the more ‘popular therapy. There are 
others, however, which show clearly the great 
advantage w hich we possess in the x-ray treat- 
ment. There are those cases in which the disease 
is superficial and spreading over a large surface, 
and those where ulcers are multiple and on promi- 
nent portions of the face or closely grouped 
together as so to necessitate the extirpation of a 
large piece of the skin. In private practice 
where all such ailments are attended to in their 
early stages. I think that the large majority should 
he treated by excision and that the x-rays should 
be reserved for exceptional cases only. The 
x-ray treatment is tedious and expensive, and 
a severe trial to the strength of nervous and 
elderly people, who must be prepared to go out 
in all weathers for a considerable length of time. 
Some portions of the diseased growth must be 
allowed to continue in its course from twelve 
to fifteen months before it yields to the ray. 
During such a long period of time it might pass 
from the benign to the malignant stage and 
then be beyond the pale of surgery. I have seen 
many such cases dangerously near the border 
line and feel that a note of warning is necessary 
to physicians who yield too readily to the popular 
demand for x-ray therapy.” 

My experience with x-ray work makes me 
heartily agree with Dr. W arren’s conclusions, 
and it seems to me that it is not inappropriate 
to reiterate his warning to the profession in 
regard to this subject. Even though I have 
had a number of apparent successes from simple 
x-ray treatment in cases of epithelioma and rodent 
ulcer, there have been others which I have sup- 
posed to be cured, which have returned and 
necessitated operation later. I believe as | 
always have believed,' and have told each patient 
that I have treated with the x-ray, that opera- 
tion is, in most cases, advisable, and that the x-ray 
should only be used in those cases in which the 
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patient positively refuses an operation, or in 
which interference is contra-indicated from some 
other good and sufficient reason. In such a 
case as the one herewith reported, while I believe 
a cure with the x-ray is occasionally possible, I 
think that a really radical operation is far more 
advisable. 

On the other hand, I think that perhaps Dr. 
Warren overstates the tediousness and danger 
of the x-ray treatment, for in some cases in a 
few weeks success is achieved. There is also 
something to be said in favor of the x-ray in 
both ante- and post-operative treatment. Never- 
theless, I believe that even now many cases in 
which operation should be insisted upon are 
being treated by the x-ray. 





Fic. 1. — The he port of the patient on May 31, 1904, 


before operation. 


‘he portions of skin included in the dotted 
lines were excised 


The patient is a small, fairly well-developed woman, 
fifty-nine years of age. She has always been well 
except for the rodent ulcer on her face. Twenty years 
ago she noticed a pimple on the upper part of the front 
of the nose; shortly after it became ulcerated and 
began to discharge. For the first twelve years it 
grew very slowly, but in the past eight years has grown 
faster. It was operated on seven years ago in Fall 
River and again four years ago in England. Each 
time, immediately after the operation, the ulcer has 
become worse than before. There has been no pain 
until about two months ago when sharp darting pains 
in the ulcer occurred at irregular intervals. She did 
not think she had lost weight, but her appearance was 
decidedly cachectic. 

For the six months previous to the time that I saw 
her she had been under treatment with the x-ray in 
Fall River. Exposures were said to have been made 
every other day from June, 1903, to Dec ember, 1903; 
after that twice a week up to May, 1904. There had 
been but slight improvement. 

Examination: There was nothing abnormal found 
in the heart, lungs, abdomen or kidneys. As shown 
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in the accompanying photograph there was an ulcer 
situated on her nose which had destroyed the most 
of the nose except one half of the tip and the right 
nostril. In connection with this ulcer there were two 
smaller ulcers involving the inner canthi of both eyes. 
That on the right side had destroyed portions of the 
upper and lower lid and that on the left side was begin- 
ning to invade the lids. The bridge of the nose between 
the eyebrows was broadened by the infiltration of 











Fic. 2. — The patient as seen on Jan. 14, 1905. The let- 


tering corresponds with the lettering in the diagrams below. 
The lower angles of the incisions show on each side of the out- 
line of the jaw as little projections of skin, points (d) and (k). 
The fold lying between (g) and (h) is due merely to a crease in 
the flap, not toascar. Notice the change in the shape of the 
mouth as compared to Fig. 1, showing that the slack in the tis- 
sue of the cheek has been taken up. Since the skin over the 
malar bone is less mobile than the portions about the mouth 
and cheek, the scar draws up toward point (h) instead of 
allowing the corners of the mouth to fall naturally. On the 
other side in a similar way point (b) is drawn up since it is 
sewed to the more fixed skin over the right malar bone. The 
action of the orbicularis palpebrarum on both sides is not 
interfered with so that the patient can close her eyes perfectly. 
When she wears glasses the scars are much less conspicuous 
and are certainly no worse than seen in the photograph. 


vancerous tissue beneath the skin. The ulcer in the 
nose itself exposed and involved a portion of the nasal 
septum and the nasal process of the right superior 
maxilla. The edges of the ulcer were raised and 
indurated so that the disease extended considerably 
further beneath the skin than is shown in the photo- 
graph. 

Operation, June 2,1904. The patient was placed on 
her back with the chest raised and head hanging 
slightly backward. The posterior nares were plugged 
with gauze. A cautery point was introduced into the 
ulcer and the septum divided behind the seat of the 
disease. The mucous membrane on the turbinate bones 
and the nasal process of the upper jaw was also divided 
with the cautery. An incision was then made down 
to the bone and completely surrounding all the dis- 
eased area together with a liberal margin. This 
incision of necessity:rémoved the inner half or more of 
both eyelids on the right side and the inner third of 
both eyelids on the left and extended higher on the 
forehead in the median line than the supra-orbital 
ridge. Nothing was left of the nose except a half of 





the very tip and the rim of the right nostril. The 
incision was carried to the bone even in the orbit on 
both sides, the conjunctiva being included as far as 
where it was reflected on the eyeball. Although the 
hemorrhage from this incision was at first tremendous, 
it was controlled entirely by pressure, no attempt being 
made to apply hemostatics. The soft parts which 
were thus included in the circle of incision were pushed 
from the bone with a periosteal elevator, except in 
certain regions where the growth came very near the 
bone; in these regions the bone was freely chiseled 
away. This involved removing nearly the whole of 
the anterior half of the septum, the nasal bones, the 
lachrymal bones, the nasal processes of the superior 
maxilla and the anterior walls of the frontal sinus, 
portions of the turbinate bones and portions of the 
anterior ethmoidal cells; thus in the end a pyramidal 
piece of tissue was removed, with its base formed by 
the nose, by the brow between the eyebrows and by 
the inner canthi, and its apex by portions of the anterior 
part of the ethmoid bone. When this mass was re- 
moved the whole field was thoroughly cleansed with 
salt solution and the cautery again applied to the 
bleeding points inside the nose and those portions 
which were considered in any way suspicious in regard 
to extension of the disease. Several polyps were also 
removed with the cautery. When the field was thus 
cleared the right nostril (which was dangling freely 
without any support since the septum had been re- 
moved), the cheek, the brows and lids and the other 
soft parts retracted from the center of the wound, 
leaving the eyeballs exposed without any covering, 
and what remained of the septum and turbinate bones 
visible back to the palate. The retraction of the 
tissues towards the periphery of the face was so great 





Fic. 3. — The formation of the flap on the right side. When the 
spiral flap outlined in the figure is rotated, point (6) is sutured to 
the more firmly attached skin over the malar bone at (y); this 
causes a reduplhication of the flap in the line (c—z) in (Fig. 4)) which 
would stand out near the angle of the nose as shown in Fig. 2. 
part of this projecting fold was excised at the second operation. 
On the opposite side this very reduplication due to the twisting of 
the flap helps to form the nostril. 


that it seemed impossible to arrange any flaps which 
would cover the defect. To do this, however, the fol- 


lowing method was adopted. A spiral incision was 
carried down the cheek on to the neck below the angle 
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of the jaw, as shown in the accompanying diagram. 
The flap thus formed on each side was uncoiled and the 
parts marked a, b, c were carried to the positions 
shown in the diagram. The flaps were so thoroughly 
freed that no tension was caused on the stitches. By 
rolling the corner of the flap on the left, a new nostril 








hic. 4. — When the spiral flap has been rotated to the forehead 
a defect in the cheek is left between (b) and (d), Fig. 3. The closure 
of this forms a single line (6-d) which takes somewhat the form shown 
in the diagram (Fig. 4) owing to the greater elasticity of the tissue 
on the side toward the chin. This is easily demonstrated by the 
fact that one cannot pull the tissues overlying the malar bone and 
parotid region downward, but can pull the cheek and corner of the 
mouth upward. Below the edges of the jaw, however, the tension 
is very little on either side. 


was made and what remained of the lids was sutured 
to the flaps in such a way that the eyeballs were 
covered. The dead space beneath these flaps was 
drained by three cigarette drains, two in the nostrils 
and the other in the right naso-labial fold. No dress- 
ing was applied and the plugging in the posterior nares 
was not removed until some hours later. 

Owing to the hemorrhage, the patient was in a 
critical condition during the afternoon and evening and 
required salt infusion and stimulation, but she reacted 
well and was fairly comfortable on the following day. 
To my surprise almost a perfect first intention occurred 
and the wound healed nicely with the exception of the 
remains of the right eyelids which in about two weeks 
parted from their stitches and retracted outwards, 
leaving the cornea exposed. Owing to this the cornea 
was damaged and a small ulceration formed on it 
which ultimately badly damaged the sight in the right 
eye. Dr. Haskell of the Eye and Ear Infirmary kindly 
saw the case in consultation with me, and on the first 
of July the patient was transferred to the Eye and Kar 
Infirmary with her wounds nearly healed, but her 
right eye being still in a very critical condition. Under 
his skilful treatment the ulcer of the cornea healed, 
and on July 26 she was again transferred to the Massa- 
chusetts General Hospital to have a minor plastic 
operation done to perfect the healing of the right lids. 

At this time the remains of the right eyelids were 
free so that they did not come together at the inner 
canthus so as to enable them to close and protect the 
eye from injury. There still existed a small granulat- 
ing area near the inner canthus of the left eye also. 





Besides these two places, there was a point where the 
flap over the right side of the face was puckered, which 
caused an ugly elevation, and near by it a small sinus 
leading into the interior of the nose. On July 27, by 
small plastic operations, I was able to remedy these 
defects and, suspecting recurrence in the small granu- 
lating area, I removed it and closed the gap with 
stitches. Primary healing followed. 

Dr. Channing Simmons has given the following 
report of the small piece removed at this operation: 
‘‘ Microscopical examination showed granulation tissue 
in which were many small solid masses of epithelial 
cells. On the border the section was covered by a 
piece of epidermis which showed a tendency to form 
epithelial ingrowths. 

Diagnosis: Squamous cell Carcinoma. 


The patient was discharged from the hospital 
on Aug. 8 with instructions to continue x-ray 
treatment over the former seat of the ulcer. 
Since then she has had four exposures. She 
has kindly consented to allow me to show her 
here to-night. I think I may claim that her 
appearance, while not distinctly beautiful, is 
still improved as compared to her appearance 
shown in the photograph taken before the opera- 
tion. There is no recurrence of the disease as 
vet, and the patient feels satisfied with her 
appearance. If she desired it, a good deal of 
improvement might still be made by turning in 
the corner of the left nostril and excising portions 
of the sear. 

The damage to her right eye has resulted in 











Fic. 5. — Attention is called to the fact that the spiral on this 
side is the reverse of that on the right, in other words, the direction 
of the pedicle is exactly the reverse. This allows the flap to be 
carried on to the nostril instead of on to the forehead. The result- 
ing scar, as on the opposite side, forms one line from (h) to (k) while 
the pedicle of the flap is (h-o). ‘The incision below the eye to the 
point (0) may be necessary to give greater freedom to the flap. 


partial blindness in that eye. I am sure that 
this could have been avoided if I had been wise 
enough to have consulted Dr. Haskell as to the 
proper treatment immediately after the operation. 

I desire particularly to call attention to the 
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method of using a spiral incision in the flabby 
part of the cheeks to obtain the flaps to cover 
the defect. The chief point is that the flaps 
can be made long enough to reach to distant 
parts of the face without producing tension on 
the stitches — which is the sina qua non of 
success in plastic surgery. The flaps must take 
only the skin and subcutaneous tissue for deep 
incision would damage the branches of the facial 
nerve and Steno’s duct. Yet the flaps must 
take all the subcutaneous tissue possible, for 
in their new position their under surface is 
necessarily left raw and cannot obtain its nour- 
ishment from underlying parts. 








Fic Shows the position of the sear on the left side. Owing 
to the ba irp anterior edge of the malar bone a furrow formsin the flap 
between (qg) and (hk) corresponding to the naso-labial fold. This is 
shown in Fig. 2. (/’) should lie on the bridge of the get and (e) 
curves over to Riot the right nostril and is shown in Fig. 4 


A somewhat annoying result of the mention 
has been that since the lachrymal ducts were 
entirely removed the patient has to use her 
handkerchief frequently to keep her tears from 
running down her face. 

It was through the kindness of Dr. W. B. 
Conant that I was able to operate on this case 
in his service last summer. 

In the accompanying plates an effort has been 
made by diagrams to show the method of forma- 
tion of the flaps i in this case. While it is seldom 
necessary to close as large a defect as was made 
by the operation in this case, this same method 
might be used to repair defects in any portion 
of the nose, since this case shows that it is possible 
to carry flaps formed in this manner to any 
part of the nose. It is doubtful whether similar 
spiral flaps could be thus formed in any other 
portion of the body, but the skin of the face 
permits it because of its great arte’ial blood 
supply. In this case the flaps did well from the 
first. It is obvious that in males the presence 


THE USE AND VALUE OF MECHANICAL THERA- 
PEUTICS. 


BY M. BOEHM, M.D, 


In accordance with the invitation of the com- 
mittee, | take the liberty of presenting to you 
the following paper on the use and the value of 
mechanical therapeutics. 

The elements of mechanic treatment — gym- 
nastics, passive motions and massage —are not 
new, and their value is generally recognized, but 
the means we now employ are new. I refer to 
the apparatus built after the indications of Dr. 
Zander, a Swedish physician, who is still living 
at Stockholm, and who has spent his life in the 
development of these machines and in the scien- 
tifie perfecting of mechano-therapeutics. The 
apparatus has been improved by others, and 
we use some other appliances not Zander’s, 
besides, of course, our hands. 

The question in which you are undoubtedly 
most interested is this: Does mechano-therapy 
bring us anything new; and if so, is its assurance 
valuable enough to warrant the construction 
and purchase of apparatus, which is very expen- 
sive? Would not the long established methods 
of manual treatment answer all the require- 
ments? 

Before I give a definite answer to these ques- 
tions, I will explain briefly what we call mechan- 
ical treatment. This treatment is_ threefold, 
namely: (1) The most perfect form of medical 
gymnastics. (2) The most perfect form of 
passive motion. (3) The supplementing of the 
hand by apparatus in applying massage. 

Gymnastics, up to recent times, has meant 
simply free exercises. The advantages accruing 
from the employment of apparatus are, (a) the 
possibility of focusing the treatment upon any 
particular group of muscles, and (b) the possi- 
bility of exact dosage in exercise. We give 
gymnastic exercises with the assistance of 
‘resisting’ apparatus, specially constructed 
for this purpose. This apparatus is the foremost 
feature of the Zander treatment, and makes 
mechanical therapeutics really scientific. 

The same is true of passive motions. They 
had always been given by hand. In certain 
cases this may be sufficient, but it is easily under- 
stood that it has serious shortcomings. It is 
often painful, lacks steadiness and power, and is 
sometimes useless, because insufficient to relax 
the spasm of the muscles. An apparatus espe- 
cially constructed for this purpose avoids all these 
disadvantages. 

The efficiency of Zander’s apparatus for passive 
motion is so great that it compares favorably 
with manipulation under ether. There are cases 
where good results are obtained by gradual ex- 
tension of the joints, instead of “ brisement 
jorcé.” In these cases we avoid the ether, and 
the improvement which we gain is permanent, 
for after treatment we are able to accomplish 
by active motion what we gained previously 
through passive. 





of the beard would be a decided disadvantage. 


Regarding the third advantage of Zander’s 
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apparatus, the supplementing of manual mas- 
sage by mechanical appliances, we know that 
from many points of view the hand is inadequate, 
gets easily tired and is never as reliable as an 
apparatus. To avoid these shortcomings, the 
forms of apparatus that give vibration and per- 
cussion have been invented. But please remem- 
ber that it is not at all our purpose to supplant, 
but only to supplement, manual massage by 
apparatus. 

The applicability of our method is manifold. 
It may be the essential part of treatment; in 
other cases it is employed in connection with 
other methods. 

In the group of surgical affections benefited 
by this treatment we find the fractures and their 
sequelz, such as stiffness and atrophy, which are 
especially fit to be treated by our method; also 
contusions, sprains, contractures and adhesions 
after sepses, etc. 

From the group of orthopedic diseases which 
we can help I will quote deformities of the spine, 
‘functional back,” habitual scoliosis, rheumatic 
affections of the muscles, the sequel:e of rheu- 
matism and infectious arthritis; also atrophic 
and hypertrophic arthritis to a certain extent. 

Among nervous diseases we treat peripheral 
and spinal paralysis, where all that can be done 
on a physiological basis is obtained through 
mechanical treatment in the easiest and quickest 
way. Good results have been reached also in 
spastic paralysis. Hemiplegia and cerebral paral- 
ysis in children, as long as they are in the state 
of primary contracture, are very favorable cases 
for mechano-therapeutics. Our treatment in 
cases of neurasthenia and hysteria is also often 
helpful, partly through its psychic influence. 

Among diseases of internal organs we treat 
especially heart troubles. Much can be done to 
support and to improve the compensation. We 
find in the work done in this field by Zander’s 
apparatus a distinct resemblance to the Oertel 
treatment. The respiratory gymnastics per- 
formed by the Zander apparatus enables us to 
combat adhesions of the pleura and those formed 
after pneumonia. Obesity and constipation are 
also benefited. 

You may be surprised by the number and 
diversity of the diseases treated by the mechan- 
ical method, but you must not forget that in 
many cases the treatment is symptomatic. We 
control not simply one set of influences, but a 
great variety of remedies that can all be applied 
through apparatus. 

Our method may meet with the objection that 
it is applied often in cases where we have no 
sufficient theoretical justification. But against 
this objection I urge first: Since our method is 
still a comparatively new one, its scientific justi- 
fication has not yet been thoroughly worked out. 
Secondly, that in a method based only upon 
practical experience, practice must always pre- 
cede theory. But no one has any right, on this 
account, to call our treatment an unscientific 
one. 


Mechano-therapy has been widely used in 





Europe. In Germany, alone, there were, in 1901, 
fifty-eight different institutions furnished with a 
complete set of Zander apparatus, besides a large 
number of smaller establishments furnished with 
the apparatus of other systems, such as the Herz, 
the Krukenberg and the Thilo. 

Every German hospital has, according to its 
means, a larger or smaller department for mechan- 
ical treatment. Almost every watering place 
has its mechano-therapeutic institution. Those 
at Nauheim and Baden-Baden are well known. 
The Universities of Berlin and Vienna have each 
a chair of mechano-therapy. 

In view of these facts it is astonishing that 
mechanical treatment scientifically applied is so 
rare in the United States. Only six establish- 
ments in the States are furnished with Zander 
apparatus, and our science is often generalized and 
abused in the most absurd manner. This fact is 
the explanation of the universal mistrust with 
which the new treatment is often received by 
the American physician. Our new department 
at the hospital should go far to dispel this distust. 

I hope I shall have occasion, during the winter, 
to show you at these meetings some results of 
mechanical treatment scientifically applied, and 
I hope to convince you that the new method is 
really a valuable one. 


DISCUSSION. 


Dr. J. J. Putnam: I have followed this work so far 
as I have been able, with a great deal of interest. I 
have, myself, tried a good many of the pieces of appa- 
ratus, partly as an observer and partly as a patient, 
and certainly found them very excellent. A good 
many of the patients who used formerly to come to 
the Nervous Department now make their way to the 
Orthopedic room, so that Dr. Goldthwait can speak 
of them better than I. I think that the treatment is 
given better by means of this apparatus than by any 
other mechanical treatment that I know, or better, 
at least, than any that is within the reach of most 
patients. Even in the neurasthenic cases, where the 
treatment must be empirical, its use has certainly 
done much good. The general air of cheerfulness in 
the room, and the sight of the other people apparently 
improving, contribute very much to giving a sense of 
confidence. Patients who have gone there from Ward 
G and from the Out-Patient Department have been 
benefited. It is certainly true that the apparatus for 
percussion, for example, and the opportunity for all 
sorts of balancing movements by means of the remark- 
able camel-hump movement are very striking indeed, 
and if anything in that line can do good to constipa- 
tion, as I think it can, that should. 

Dr. J. E. Gotpruwait: What has been demon- 
strated most clearly is that mechanical treatment of 
this sort permits of more accuracy than can be obtained 
in any other way. The number of patients there 
treated every day is quite large, more than could be 
handled by manual treatment, which would mean a 
large number of people, and the standard set by these 
machines is better than the standard which would be 
set by the average masseur whom the hospital could 
employ. A large number of patients who formerly 
came here and were treated in an unsatisfactory way 
are now sent there, with improvement in their general 
and local conditions. Dr. Béhm’s basis is a safe one, 
as he endeavors to have a pathological basis for his 
treatment in every case, and to sift out empirically 
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the most favorable cases, instead of feeling that every 
case will be benefited by his treatment. He examines 
the cases, puts some aside and encourages others. 


NON-TUBERKCULOUS DISEASE OF THE SACRO- 
ILIAC JOINT. 


BY J. E. GOLDTHWAIT, M.D. 


I wisu to show a patient and demonstrate some 
anatomical preparations, showing that under 
normal conditions the sacro-iliac articulations 
are true joints, and that in them, both in men 
and in women, there is definite motion. The 
motion which is demonstrated on the anatomical 
preparation is upon a transverse axis drawn 
about midway through the body of the sacrum, 
and consists of a forward and back tilting. 

It is without question true, as the result of 
clinical observation and as the result of the 
pathological specimens shown, that the sacro- 
iliac articulations are subject to disease the same 
as other joints, and the patient shown illustrated 
this, having a hypertrophic arthritic process in 
both the lower spine and one sacro-iliac articula- 
tion. 

As the result of the clinical study it is undoubt- 
edly true that under certain conditions, either 
as the result of injury which may come to either 
sex, or in women as the result of pregnancy, the 
amount of motion may be considerably increased 
and lead to great instability in such use of the 
body as would occasion strain upon those parts. 

A brace was shown designed by Dr. R. B. 
Osgood, for the especial purpose of limiting the 
motion in the sacro-iliac articulations. 


DISCUSSION. 


Dr. R. C. Capor: Do any cases formerly called 
‘“‘lumbago ”’ come under this new disease? 

Dr. GotptHwalrt: It explains a great many cases of 
lumbago in which we do not find any lumbar rigidity. 

Dr. J. J. Purnam: Is the pain localized in the 
vicinity of the synchondrosis, or over other parts of 
the back as well? 

Dr. GotptrHwait: Practically always over the syn- 
chondrosis. Women put their fingers right on the 
two spots. Women complain most of the heavy, 
dragging pain. The man whom I showed to-night 
complained of sharp pain. It is interesting to note 
also, that the women complain as a rule much more 
of the backache at the menstrual period and that 
there is a physiological relaxation of the sacro-iliac 
joint at that time just as at the period of pregnancy. 

Dr. F. B. Harrincton: Have you ever seen a 
septic disease of this joint? 

Dr. GotptHwaitT: Yes, I have seen a septic arthritis. 

Dr. Harrincton: I recall a case where there was 
septic disease connected with the articulation. I saw 
it ten or twelve years ago. 

Dr. Mrxter: Is disease common in this joint? 

Dr. GotpHTwait: Very common. 


A CASE OF SUDDEN DEATH ASSOCIATED WITH 
STATUS LYMPHATICUS. 
BY OSCAR RICHARDSON, M.D., 

Ar the clinical’ meeting of the staff of the 
hospital on Feb. 12, 1904, I gave a brief account 
of the conditions found at autopsy in a case of 
Dr. Mumford’s where sudden and unaccountable 





death followed hard upon what seemed to have 
been a successful operation for removal of a 
tumor of the jaw. The autopsy, however, 
clearly showed that the case was one of that 
increasing group associated with sudden death 
without apparent cause and known as status 
lymphaticus. 


In association with Dr. Mumford’s case I now wish 
to call your attention to another instance of sudden 
death occurring shortly after a surgical operation, 
and which the autopsy demonstrated to be another 
case of status lymphaticus. Through the courtesy of 
Dr. Beach into whose service the patient came, I would 
say that the case was that of a boy of nine years of age, 
who came to the Accident Room suffering from a cut 
in the region of his right knee, which he stated had 
been made with a piece of glass. A physical exami- 
nation was made and nothing contra indicating, ether 
was administered and the cut which extended into the 
knee joint received proper surgical attention. The 
patient was then taken to the ward as usual. Shortly 
after his arrival in the ward he vomited, but this was 
attended to by placing him in proper position and 
clearing out his mouth and pharynx. The patient, 
however, became slightly cyanotic, gasped feebly; 
his pulse could not be felt nor his heart sounds heard, 
and, although tracheotomy and artificial respiration 
were immediately resorted to, he died. It was decided 
that the case be brought to the attention of the medico- 
legal examiner, Dr. Harris, and through his courtesy 
the autopsy was performed at this hospital and in his 
presence. 

At the autopsy the body presented was that of a boy 
of nine years of age, well developed and fairly well 
nourished. In the skin in the region of the right knee 
there was a linear wound closed with sutures. 

On section the abdominal viscera were normal in 
appearance, but on removing the sternum a greatly 
enlarged thymus gland was startlingly visible. The 
organ extended as a tongue-shaped mass of pinkish 
gray, rather soft elastic tissue from the lower border 
of the thyroid gland down in front of the trachea, 
and between the lungs as far as the upper part of the 
right ventricle and covering over the first portions of 
the aorta, the pulmonary artery and a part of the 
right auricle. Its greatest dimensions were 12 em. in 
length by 4.5 em. in width by 3 em. in thickness. 

The heart was not remarkable, but the aorta was 
small, its intima smooth and its wall very pale and of 
almost paper-like thinness. The cervical and mesen- 
teric lymphatic glands were slightly enlarged. The 
trachea and bronchi, on section, were free and pre- 
sented a reddened mucosa, bathed with a slight amount 
of reddish mucus-like material. 

The lungs, on section, presented no areas of consoli- 
dation, but showed here and there small hemorrhagic 
spots. 


The above mentioned conditions found at 
autopsy clearly classify the case as one of status 
lymphaticus. 

The number of reported cases of status 
lymphaticus by different observers is now numer- 
ous enough to establish for it what may be called 
a fairly definite pathological condition, although 
we are still in doubt as to how the sudden death 
so strikingly associated with this condition is 
brought about. A large number of cases are 
found at autopsy in young children where death 
has been sudden and unaccountable, and where, 
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in many instances, dyspnea has been the marked 
clinical feature, giving to these cases the name 
of thymic asthma. Other cases are those asso- 
ciated with anesthesia and surgical operations 
with unexpected death, while some are found at 
autopsy where death has occurred after physical 
shocks which ordinarily would have produced no 
lasting effect. The condition of status lymphat- 
icus has also been found at autopsy accom- 
panying infections where death has occurred too 
soon to be accounted for by the infectious process, 
and we have recently performed an autopsy where 
the conditions found seemed to prove this asso- 
ciation to be probable. 

Various observers have found the condition 
to be present in epilepsy, exophthalmic goiter, 
rachitis, and in cases where pathological changes 
in the suprarenal bodies have been stated to 
exist. This co-existence of pathological condi- 
tions, however, appears to be inconstant, although 
the character of the disease is probably modified 
by it. 

At autopsy these cases of status lymphaticus 
present an enlarged thymus, a small, thin-walled 
aorta, more or less hyperplasia of the lymphatic 
apparatus and with the enlarged thymus appear- 
ing to be the constant factor. Just how this 
condition brings about death has not as yet been 
satisfactorily demonstrated. In the cases of 
young children, as Jacobi has pointed out, the 
space for the thymus gland is pretty small and 
it seems reasonable to believe that an enlarged 
congested thymus might bring about death from 
pressure on the trachea, the nerves and the great 
blood vessels. 

Some experimental work has been done in 
regard to the poisonous nature of substances 
obtained from the thymus gland, but without 
any edequate solution of the problem. Blumer 
has called attention to the hypothesis that the 
condition known as status lymphaticus is prob- 
ably associated with, if not due to, a condition 
of intermittent lymphotoxemia and that it may 
be associated with sudden death as a result of 
lymphotoxemia alone in some cases, or as a 
result of the action ot toxic, physical or psychic 
injuries which are rendered much more powerful 
than usual by the predisposing action of the 
lymphotoxemia. He bases this hypothesis on 
the idea that individuals who are the subjects 
of the status lymphaticus are born with an 
instability of the mechanism regulating the 
“ horror autotoxicus,’”’ at any rate so far as the 
lymphatic apparatus is concerned, so that they 
are subject to intermittent attacks of lympho- 
toxemia which may lead to reflex nervous phe- 
nomena of various kinds, or may cause death 
from cardiac paralysis. By the term “ horror 
autotoxicus ” he refers to the regulatory mechan- 
ism which prevents either the action or the forma- 
tion of autocytotoxins in consequence of absorp- 
tion of our own degenerated and dead cells which 
Welch called attention to in his Huxley lecture. 

In further support of the hypothesis, he calls 


attention to the great similarity which exists 


between the histological pictures of the gland 





tissue in status lymphaticus and those in Flex- 
ner’s description of the gland tissue of guinea pigs, 
showing lesions produced by lymphotoxins. 
This hypothesis is a fascinating one, but requires, 
as does the entire subject of the ductless glands, 
further investigation. 

The following cases are of interest as being 
instances of successful surgical interference in 
thymic asthma; 


One reported by K6nig,' was a child nine weeks old, 
which since it was eight days old had suffered from 
severe attacks of dyspnea. The thymus was made 
out to be enlarged, extending to the cricoid in the neck. 
By means of a transverse incision it was exposed, the 
cervical portion excised, and the thoracic portion 
drawn up and anchored by sutures to the fascia over 
the manubrium. The operation was completely suc- 
cessful in relieving the dyspnea, and healing was 
uneventful. 

The other case, reported by Siegel,? was a boy of 
two and a half years, who had been tracheotomized 
for a sudden attack of dyspnea. The insertion of an 
ordinary cannula did not afford relief, and it was not 
until a tube had been inserted nearly to the tracheal 
bifurcation that the dyspnea ceased. A diagnosis of 
enlarged thymus was made, and the thymus was 
drawn up and sutured to the fascia over the sternum. 
Recovery was uneventful, with no recurrence of the 
dyspnea. 


A CASE OF MONOPLEGIA AND APHONIA OF TWENTY 
YEARS’ DURATION. 


BY H. C. BALDWIN, M.D. 


TuIs case was shown at a clinical meeting a 
year ago. At that time the patient was just 
beginning to speak in a natural voice and to 
walk. The society may be interested to see the 
further development of the case. 


A brief résumé of the case is as follows: The patient 
is thirty-nine years old; single, a native of the South 
and belongs to a good family. Up to the age of nine- 
teen the patient had been comparatively strong, and 
was able to walk and run as well as any one. She 
had no trouble with her voice. As a child she used 
to walk in her sleep, especially when she was excited. 
If there were to be a party or a pincic, it would be 
necessary to fasten her to the bed the night before to 
prevent her from wandering around the house. 

There is no history of any injury except that the 
winter before her sickness began, she fell from the 
second round of a ladder and struck the back of her 
head. She was not unconscious and no effects were 
noticed from her fall. 

The family history is negative. foal 

When the patient was nineteen she had a pain in her 
back. One day when her sister unexpectedly put a 
hand on the patient’s back the patient collapsed. 
She was put to bed to rest for a week. She did not 
get out of bed at all for three years, and was not able 
to be lifted into a reclining chair during this time. 
After she had been in bed six months, she entirely lost 
the use of the right leg and arm, and they became per- 
fectly numb, so that she did not feel a pin prick. 
This numbness and paralysis continued for about a 
year, when she recovered the use of the arm. She has 
never moved the right leg in any way, although the 
disturbance of sensation disappeared. She was taken 


1Centralblatt fir Chirurgie, 1897, p. 605. 
2 Sacleer klinische Wochenschrift, 1896, No. 40. 
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to Philadelphia, after she had been in bed for three 
years, and was six months in a private sanatorium 
without improvement. After five years from the 
beginning of her sickness she began to go around with 
crutches. Her left leg moved naturally, but her right 
leg was absolutely paralyzed. She could neither move 
it nor bear her weight upon it. About four months 
after she began to use crutches, she lost her balance 

















Fic. 1. Taken December, 


to walk. 


1903. Shows patient beginning 


and fell down a flight of stairs striking her head. She 
was not unconscious, but was obliged to stay in 
bed four months after this accident. For a time 
she was unable to make any sound, and since the 
accident she has been unable to ‘speak except, in a 
low whisper. 


Before getting out of bed at all she was fitted to a 


brace for her back, which she wore constantly. 

When the patient came to see me in September, 
1903, physical examination showed the reflexes of 
right leg active and differing in no degree from the 
reflexes of the left leg. She was unable to make the 
slightest movement of any muscle of the right leg, 
and had never made any movement since her sickness 
began nineteen years before. There was no marked 
wasting of the right leg, but the muscles were soft and 
the joints relaxed. There was such marked toe drop 
of the right foot that the toes and bottom of the right 
foot were flat on the bed when she lay on her back. 
There was no disturbance of sensation of the right leg, 
and the electrical reactions were normal. 








The patient was told that she could be taught 
to speak by developing head tones in the way 
that pupils without natural singing voices learn 
tosing. The usual methods in cases of functional 
aphonia were of no avail in this case, and the 
voice was developed gradually by systematic 
daily practice. In a properly trained voice the 
upper tones are placed forward and seem to come 
from the head through the nose, and the nose 
may be felt to vibrate. After explaining this to 
the patient she was asked to take hold of her nose 
and try to say “ nee.” We worked together in 
this way for about a week before the patient 
could say “ nee” successfully. Of course, the 
moment she made this voeal sound, she had begun 
to use her vocal cords. The next exercise was 
to make the combination ‘ hm-nee-ah,” the 
first sound being made with the.mouth closed 
and then opened on the “ nee-ah.’”’ The patient 
was most taithful in practicing by herself, for 
no one would supplement the daily work of 
teaching as it was considered silly and impracti- 
cable. It was at least six weeks before any 
natural speaking voice was developed. At first 
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_ Fic. 2. — Taken December, 1903. Shows buckling of 
right knee when patient put weight upon it. 


she could only speak out loud by singing, or by 
intoning with a higher pitch than the natural 
voice, and she could not speak without con- 
centrating her whole attention on her voice. 
Gradually she developed the lower tones, was 
able to speak with a natural voice without con- 
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centrating her whole attention on the matter, 
and developed a good talking center. Appar- 
ently what pleased the patient more than her 
ability to talk aloud was that she could laugh 
out loud. 

It was a much more difficult matter to develop 
the use of the right leg. For nearly twenty years 
she had not been able to move it in any way, and 
had placed no weight on it during that time. A 
plaster bandage was put on the leg, and the 
patient was told that the bandage would keep the 
knee from buckling and that she would be able 
to stand on the leg and push it along. Each day 
she was made to stand and work at walking, her 
right leg being pushed along while she was held. 
It was soon found that the patient had com- 
pletely lost all power of balancing. This was a 














hic. 3. — Taken January, 1905. 
heel and toe. 


Shows patient walking 


very difficult matter for her to learn. During 
the first six weeks the patient was not able to 
make any motion of her leg or to move any part 
of it —not even her toes. At the end of six 
weeks of daily practice at walking, the plaster 
was taken off. The muscles of the leg were 
stimulated with Faradic current, and the patient 











was taught to make motions with the muscles 
of the leg with the aid of Faradic stimulation. 
The first motion that she made was with her 
toes, and in the course of the following month 
she learned to make every motion of the foot 
and leg. The exercise of walking was kept up 
daily, her knee and ankle being bandaged with 




















ric. 4. —- Taken January, 1905. 


! Shows patient standing 
on right leg only. 


flannel bandage to keep them from buckling so 
badly, and the toe being held up with an elastic 
apparatus. She gradually learned to balance, 
to walk with the aid of a cane, and the buckling 


‘of the knee and ankle and the toe-drop disap- 


peared. 

The brace which the patient had worn con- 
stantly for fifteen years (day and night) was 
taken off early in the treatment of the case. At 
first the patient complained bitterly, but grad- 
ually the lameness and sensitiveness of the back 
disappeared under massage and exercises. 

The patient returned to her home about « year 
ago. She could then speak naturally, without 
any effort of will. Her ability to walk, however, 
depended upon conscious concentration of effort. 
With constant urging by letter and with the aid 
of gymnastic instruction she kept what she had 
gained, but did not improve, during the next 
three months. She then had a severe attack of 
grippe, which confined her to her bed for a long 
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time, and when she came back to see me in June, | 


1904, she had lost completely the use of the right 
leg. She spoke as well as any one. 

Though she had lost completely the use of 
the leg, there was one disagreeable complication ; 
she had a contracture of the flexor muscles of the 
leg, and this has given more trouble than anything 
else. It was six weeks of daily teaching and 
effort before there was any movement of the 
muscles of the right leg. Since then it has been 
a gradual development. She has learned to walk 
without a cane, and can walk a mile at a time. 
Since the middle of September she has walked 


one hundred and fifty miles by measurement by | 
She can hop well on hxr left foot. | 


a pedometer. 
and with very slight assistance can hop slowly 
on the right foot. She can get off the floor with 
either foot first, and can kick her right foot as high 


as the mantel and readily place the foot in a chair. | 


She comes to town by herself, and goes shopping 
alone, which she has not done for twenty vears. 
rom being a chronic invalid with the point of 
view of life that an invalid has, she has become 
an active member of the social world, and her 
standard of living has completely changed. She 
has gained eighteen pounds in weight. 

















_kie. 5. — Taken January, 1905. Shows patient’s ability to 
kick foot on table. 


In conclusion, cases of this kind require 
patience, time and training to overcome the 
habits of long invalidism and to bring about a 
normal point of view of life, and a new standard 
of living. 

Furthermore, it is necessary in cases of func- 


tional paralysis of long duration to re-establish 
‘the center of activity on a firm basis, so that 
ithe patient uses that center without conscious 
‘concentration of effort. 





| 














kia. 6. — Taken January, 1905. Shows present flexibility 
of patient's back. 


DISCUSSION. 


Dr. J. J. Purnam: I think a case like this deserves 
to be put on file, and Iam sure Dr. Baldwin deserves 
| praise for his persistence, his ingenuity and especially 
for belief in the possibility of improvement. There 
are a great many points which come to our mind in 
connection with such a case as this which illustrates 
the great change that has come over medical practice 
_and medical knowledge with regard to the subject of 
hysteria. To show to how great an extent hysterical 
|patients can be trained is important. Dr. Mitchell 
| reported last year at Washington the case of an hyster- 
ical male patient who had gone around all day long 
for a number of years swinging his arm. He finally 
died and a careful examination was made with the 
result that no changes of a degenerative nature were 
found in the nerve centers, a thing which Dr. Mitchell 
considers important. In this case we should probably 
find the same thing to be true, 7. e., no material change 
in the nerve centers. 

In connection with this brilliant result in the way 
of training hysterical patients, it should be borne in 
mind that there are two other methods which have 
come into notice lately. One consists in analyzing 
the history of the patient and by this aid discovering 
that these phenomena were really due to an experience 
which happened many years ago in the patient’s life- 
time, which he is unconsciously nursing and which 
must be brought to light before he can get well. By 
making the cause of his troubles clear to the patient 
we can often get good results. 

The other method is one that Dr. Hall is using at 
Marblehead, viz.: Side-tracking the discase by means 
of occupation. Dr. Baldwin referred to the fact that 
after this patient had been induced to make certain 
noises (not speech), the ordinary sounds of speech 
were gradually learned, although the effort to speak 
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would have been unsatisfactory. Trying to do some- 
thing, not exactly the thing we want, buv something 
else, is effective. So Dr. Hall leads his patients to 
make pottery, rugs, ete., and his results speak for 
themselves. 


_ 
— 


Medical Progress. 


REPORT ON DERMATOLOGY. 


BY JOHN T. BOWEN, M.D., BOSTON, 





EXPERIMENTAL INOCULATION OF SYPHILIS ON 
ANIMALS. 


Tue studies of Metschnikoff and Roux, which 
have aroused so much interest, date back to the 
year 1903.! Their first paper appeared in the 
Annales de L’Institut Pasteur of December of 
that year. In reviewing the literature of the 
attempts to communicate syphilis to different 
classes of vertebrates, it is noted that syphilitic 
virus has been inoculated into cold blooded ani- 
mals, as well as different species of birds; but 
in the large majority of cases the results have 
been negative. In 1866, Auzias-Turenne claims 
to have obtained syphilitic papules and mucous 
patches in a cat. Among the lower mammals 
pigs have been frequently experimented on. 
‘The most recent experiments are those of Neisser, 
who obtained a single time out of eighteen pigs 
inoculated under different conditions a circinate 
exanthem which had some similarity clinically 
with a secondary syphilide, but which was quite 
different histologically. 

Monkeys were next thought of as a more hope- 
ful species on account of their zoological affinity 
with the human race. Klebs, and Martineau and 
Hamonic both reported positive results in single 
instances; but little progress was made, how- 
ever, for the reason that the writers had not 
precisely indicated what species of monkey they 
had employed in their experiments. There are 
a large number of species of baboons which re- 
act quite differently in the presence of syphilitic 
virus. Many other investigators have attempted 
the inoculation of various species of baboons 
and other monkeys with negative results. These 
inoculations have been made in the laboratories 
of Paris, Berlin and St. Petersburg. 

In 1893, M. Nicolle showed that certain mon- 
keys were absolutely refractory to syphilis, but 
succeeded in inoculating a species of baboon. 
C. Nicolle bas recently shown that the baboon 
which is most susceptible to the syphilitic virus 
is the Macacus sinicus, three individuals of which 
he has successfully inoculated. In none of the 
three, however, were there later lesions corre- 
sponding to the secondary lesions of syphilis. 
Metschnikoff and Roux inoculated several ba- 
boons of the Macacus sinicus species with syphili- 
tic virus and were able to confirm the observa- 
tions of the Nicolles. Papules were developed 
at the point of introduction of the virus, which 
became covered with crusts, which fell at the 
end of some time. The lymphatic glands in the 
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neighborhood were enlarged. The short duration 
of the primary lesion and the absence of secondary 
accidents shows that this species is but feebly 
sensitive to syphilis. 

Starting with the proposition that the anthro- 
poid ape approaches nearest the human species, 
attempts were made to inoculate a female chim- 
panzee on the prepuce of the clitoris with a small 
amount of serum taken from an indurated chancre 
of a man. The latter lesion was of a month’s 
duration and was in progress of healing, and the 
individual who furnished the virus exhibited a 
well-marked roseola. At the same time the 
chimpanzee received a second inoculation over 
the right eyebrow with serum taken from a 
mucous patch in an individual who had recently 
had the primary manifestation of syphilis. As 
these two inoculations were made with virus of a 
syphilis well advanced, the third inoculation was 
made from a chancre of only three days’ dura- 
tion. This inoculation was made in the fold of 
the prepuce of the clitoris of the left side. 

On the twenty-sixth day after the introduction 
of the virus, a small vesicle appeared at the point 
of the first inoculation, which gradually developed 
into an indurated ulcer with all the appearances 
of a primary lesion. The lymphatic glands in the 
right groin corresponding to the chancre became 
swollen. 

Just a month after the appearance of the 
chancre, papules were seen on the trunk of the 
animal, as well as on the thighs. In all about 
fifteen in number, they presented a scaling, dry 
surface, and a crusting of the center. These 
were considered analogous to the lesions of 
syphilis found in man. Other glands beside those 
of the groin were later enlarged. Forty-nine days 
after the appearance of the first syphilides, the 
animal, which had been rapidly failing, was found 
dead. Pneumococci were found in the blood of 
the heart, spleen, liver and lungs, and it was 
evident that the animal died of a “ pneumo- 
coccia,”’ which had probably entered through 
ulcerations that had been observed in the mouth 
but that were not attributed to syphilis. 

These experiments proved that the chimpanzee 
is much more susceptible to the syphilitic virus 
than ordinary monkeys; and that beside the 
primary lesion which heals slowly, secondary 
appearances in the form of squamous papules 
develop. It also showed that a primary lesion 
that has existed a month still possesses enough 
virus to produce the disease in the chimpanzee. 
It also shows that immunity is quickly estab- 
lished, as, of the three successive inoculations, 
the first was the only one which gave results. 

Experiments were then undertaken to see if 
the syphilis of the chimpanzee could be trans- 
mitted to other individuals of the same species; 
and with that aim in view inoculations from the 
chancre of the first animal were made upon a 
male chimpanzee, both from the primary lesion 
when it had been present forty-five days and also 
from a syphilitic papule. The first inoculation 
was made upon the penis of the second animal, 





the second inoculation upon the left thigh. 
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About a month after the inoculation, lesions 
began to form at both the points of inoculation, 
which became indurated and were accompanied 
by enlargement of the glands of the side corre- 
sponding to the lesion. Unfortunately this ani- 
mal died forty-five days after the beginning of 
the syphilitic appearances without it being possi- 
ble to find any secondary appearances, but the 
writers regard the proof that syphilis may be 
transmitted from one chimpanzee to another as 
sufficiently demonstrated. 

Metschnikoff and Roux’s second paper ap- 
peared in the Annales for January, 1904. In 
it they noted that Lassar of Berlin had confirmed 
their results by inoculating syphilis upon a male 
chimpanzee. Twelve experiments were made by 
them upon different varieties of baboons, from 
only four of which some insignificant lesions were 
produced. The slight importance of the syphili- 
tic lesions, their short duration and the absence 
of secondary appearances would suggest the 
supposition that the baboons are capable of 
attenuating the syphilitic virus. To decide this 
question, it was necessary to inoculate this virus 
after its passage through the organism of the 
baboon upon an individual susceptible to syphilis. 
lor this purpose they took the chimpanzee whose 
susceptibility to syphilis they had already demon- 
strated. A young chimpanzee was _ therefore 
inoculated from one of the baboons, the virus 
being taken from a lesion of the eyebrow that had 
developed subsequently to an inoculation with 
syphilitic virus from a human subject. Fifteen 
days after the inoculation, the clitoris upon 
which the inoculation had been made became 
reddened and sealy, with several macules. There 
was no infiltration about these small lesions, 
which disappeared in a few days. 

Thirty days after the first inoculation, the 
chimpanzee was inoculated from the secretion of 
a syphilitic chancre from a patient who had had 
the chancre for eight days and presented enlarged 
glands in both groins. No local syphilitic mani- 
festations were observed from these inoculations; 
but eight days after the inoculation from human 
virus, the chimpanzee presented a general aden- 
opathy. Since no syphilitic manifestations had 
heen seen sixty-three days after the introduction 
of the human virus, the writers consider that they 
have the right to conclude that the first inocula- 
tion with the baboon’s virus produced immunity 
to the syphilitic virus. The possibility of obtain- 
ing an attenuation of syphilitic virus by its 
passage through the baboon, and of producing an 
artificial immunity by the aid of this attenuated 
virus is therefore evident. As the virus of the 
baboon, although attenuated, produced a general 
adenopathy in the chimpanzee, a still more feeble 
virus would be desirable. 

The third paper is to be found in the November, 
1904, number of the Annales. Up to that time 
ten chimpanzees had been inoculated with syphi- 
litic virus from different sources, and ten positive 
results had been obtained. Adding to this the 
two successful inoculations of Lassar, twelve 
chimpanzees inoculated have all acquired syphilis. 





The incubation of the syphilis inoculated from the 
human subject has varied from twenty-two to 
twenty-seven days. The primary lesion appeared 
as a small spot, slightly redder than the surround- 
ing part and very slightly raised. In two cases 
vesicles developed from the red macules, but 
usually the lesion became covered first with 
seales, later with crusts, which after a time 
developed into very characteristic indurated 
chaneres with projecting edges and ulcerated 
floor. Some days after the appearance of the 
primary lesion, the neighboring lvmphatiec glands 
began to enlarge; hence the appearances accorded 
perfectly with those in man. Secondary appear- 
ances in the form of sealing papules which pre- 
sented all the typical characteristics of analogous 
lesions in man were also observed. A histological 
study of the syphilitic lesions of the chimpanzee, 
both in the case of the writers and those of Lassar, 
show a very great analogy with human syphilis. 
exhibiting a great accumulation of mononuclear 
cells and a characteristic peri-arteritis. In one 
of the chimpanzees mucous patches of the tongue 
and of the lip were observed, and in this animal, 
a paraplegia also occurred which lasted more 
than a month. 

No satisfactory result was obtained from 
examining the secretions in these cases. The 
serum contained in the initial vesicles showed the 
presence of masses of leucocytes, and a certain 
number of red blood cells, but they could find no 
microbes. It might be supposed that we have 
here to do with one of those invisible microhes 
which we are forced to suppose exist in certain 
infectious maladies, such as aphthous fever or 
vellow fever. 

In the recent experiment of Klingmiiller and 
Baermann, these observers inoculated themselves 
with syphilitic products triturated with water 
and filtrated. The result of several inoculations 
was entirely negative; hence the authors con- 
clude that the syphilitic virus was removed by 
the filter. This experiment was not controlled 
by proving that the virus before filtration was 
capable of transmitting syphilis, and the delay 
of several hours might have been capable of les- 
seniag its virulence. 

Metschnikoff and Roux repeated this experi- 
ment upon a chimpanzee, inoculating the filtered 
virus from the indurated chancres of two men. 
The inoculation was not followed by any result. 
As a control experiment, another chimpanzee was 
inoculated with the same mixture not filtered. 
Thirty-seven days after the inoculation, which 
was made upon the eyebrow, papules appeared, 
which soon developed into typical chancres, 
followed by the swelling of the neighboring glands 
at the angle of the jaw. Chancres also developed 
upon the thigh, where another inoculation had 
been made. The results, therefore, agreed with 
those of Klingmiiller and Baermann that the 
syphilitic virus may be isolated by filtration. 

Experiments were undertaken to determine 
at what temperature syphilitic virus would lose 
its pathogenic action. It was found that when 
heated for an hour at 51°, inoculations in chim- 
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panzees proved absolutely negative. It was also 
found that when glycerine was added to syphilitic 
virus the pathogenic power was impaired. On 
the ground that infectious material deprived of 
its virulence is often capable of preserving the 
organism from the corresponding disease, it was 
asked whether the syphilitic virus after filtra- 
tion or subjection to heat of 51° could not be 
transformed into a vaccine. Two experiments 
with champanzees which had been treated with 
filtered virus and with virus heated to 51° demon- 
strated that syphilitic virus inoculated upon 
these animals was followed by positive results, 
showing that the virus in these conditions is 
incapable of vaccinating the organism. 

It was found by experimentation that different 
species of the lower orders of monkeys react 
differently to the inoculation of syphilis. In 
some of these experiments it would appear from 
the text that the proof that the lesions produced 
in the inoculated animals was not sufficiently 
clear. 

Many attempts have been made to obtain an 
antisyphilitic serum, but only negative results 
have so far been recorded. It is considered that 
perhaps the study of experimental syphilis on 
monkeys will be able to throw more light on this 
question. 

The writers conclude by asserting that the 
study of the disease in animals is only in its 
infaney, and that there is a vast field of experi- 
mentation to be covered. 


(To be continued.) 
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Kiecent Literature. 








The Surgical Treatment of Bright’s Disease. By 
GrorGE M. Eprsouts, A.M., M.D., LL.D., 
Professor of Diseases of Women, New York 
Post-Graduate School and Hospital, etc., ete. 
pp. 340, 2 illustrations. Frank F. Lisiecki. 
New York. 1904. 


The attention which the subject of the surgical 
treatment of Bright’s disease, and especially the 
work of Dr. Edebohls, has attracted will insure 
for this volume a careful perusal. For although 
it is too soon to present a complete statement, 
the writer has tried in this volume to meet, as 
far as possible, the demand of the medical pro- 
fession for such facts and information as are now 
available. Two fifths of the work represent the 
contributions of Dr. Edebohls to the literature 
of this subject, the most recent of which have 
appeared almost contemporaneously with the 
inception of his book, and which he believes 
embody, with reasonable completeness, the pres- 
ent knowledge of the surgical treatment of 
Bright’s disease. These publications are ar- 
ranged in chronological order. The remaining 
three fifths present to the reader entirely new 
material never before published. 

The book is a very interesting history of the 
subject and is well told. The sequence of events 
by which the ‘“‘ Edebohls ” treatment was sug- 





gested is related. Renal decortication versus 
nephrotomy, resection, or nephrectomy is the 
subject of one of the chapters. The changes 
following decapsulation and the formation of a 
new capsule are described. The indications and 
contra-indications for decapsulation are stated. 
The condensed histories of 72 patients and results 
are presented and make very interesting reading. 
The volume concludes with an ‘analysis of these 
72 cases and their results, followed by the con- 
clusions of the author. A bibliography of the 
literature of the subject and an index are ap- 
pended. The book is an important contribution 
to the subject which is one claiming careful con- 
sideration by all. 


Malignant Diseases of the Larynx. By Puiip 
R. W. DeSanti, F.R.C.S., Surgeon to the 
Throat, Nose and Ear Departments, West- 
minster Hospital, London, ete. New York: 
William Wood & Co. 1905. 


This is a monograph of one hundred pages, 
intended ‘“‘ to place betore the profession the 
views held in England as to the correct opera- 
tive treatment of laryngeal cancer.” As a pre- 
liminary to this, the whole subject of cancer ot 
the larynx is very well reviewed. The book is 
based on the work and experience of Butlin and 
Semon, and in fact is written as a last edition of 
Butlin’s previous monograph. The importance 
of the subject, which has in recent years become 
well established, lies in the fact that intrinsic 
carcinoma of the larynx, if not too far advanced, 
can, in a large majority of cases, be radically 
removed. An early diagnosis is very important. 
Intralaryngeal operations should be discarded. 
The indicated operation is almost exclusively 
thyrotomy, or laryngo-fissure, with removal of 
the diseased tissue, except when the extent of 
the disease makes this insufficient. In suitable 
cases the mortality from the operation and the 
danger of recurrence is very small. The details 
of the operation as at present done by Butlin 
are described. 

There can be no doubt of the value of the book 
to any one who comes in contact with malignant 
disease of the larynx. 


Guide to the Examination of the Throat, Nose 
and Ear. For Senior Students and Junior 
Practitioners. By W1iu1AM Lams, M.D., C.M., 
Edin.; M.R.C.P., Lond.; Honorary Surgeon, 
Birmingham Ear and Throat Hospital. New 
York: William Wood & Co. 1905. 


This is a small book of one hundred and fifty 
pages, describing briefly the common methods 
of examination of the nose, throat and ear with 
discursive remarks on anatomy, pathology and 
morbid appearances. As far as it relates to 
examinations and normal conditions it is good, 
although perhaps somewhat too condensed. It 
has, unfortunately, been tempted into the realm 
of pathology, where it wanders about unsys- 
tematically and superficially. It would aid the 
primary student in his first clinical course, but 
cannot take the place of a systemic textbook. 
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COUNCIL ON PHARMACY AND CHEMISTRY, 
AMERICAN MEDICAL ASSOCIATION. 

A MOVEMENT which should be most valuable 
in its results has been started by the American 
Medical Association in the creation of an advisory 
board to be known as the Council on Pharmacy 
and Chemistry of the American Medical Asso- 
ciation. The organization of this council was 
made at Pittsburg, Feb. 11, of this year, and it 
has already sent out a preliminary statement. 
As suggested by its name, the immediate object 
of the council is to examine both into the com- 
position and status of medicinal preparations 
offered to physicians which are not included in 
the United States Pharmacopeia or in other 
standard books. Certain rules have been formu- 
lated to which preparations must conform. Such 
preparations will be incorporated in a book to 
be published by the Journal of the American 
Medical Association with the title “ New and 
Non-Official Remedies.”’ 

In compiling this book information regarding 
a product will be secured from all possible sources. 
This information, along with a specimen of the 
article under discussion, will be submitted to a 
committee of experts who will report upon it. 
On the basis of this report the council will take 
action. If the product be accepted, proper data 
will also be published regarding it. It is believed 
by the council that there are now many articles 
not recognized by the pharmacopeia which comply 
with the standard and need no further investiga- 
tion. This will form the substance of the first 
edition of the book. Later, as new articles are 
accepted, information regarding them will be 
provided in the Journal of the American Medical 
Association, and they will find a place in succeed- 








ing editions of the book. Ten rules have been 
formulated as a guide to the council in reaching 
their conclusions. These rules are as follows: 


Rute 1. No article will be admitted unless its active 
medicinal ingredients and the amounts of such ingre- 
dients in a given quantity of the article, be furnished 
for publication. (Sufficient information should be 
supplied to permit the council to verify the statements 
made regarding the article, and to determine its status 
from time to time.) 

Rute 2. No chemical compound will be admitted 
unless information be furnished regarding tests for 
identity, purity and strength, and, if a synthetic com- 
pound, the rational formula. 

Rute 3. No article that is advertised to the public 
will be admitted; but this rule will not apply to disin- 
fectants, cosmetics, foods and mineral waters, except 
when advertised in an objectionable manner. 

Rute 4. No article will be admitted whose label, 
package or circular accompanying the package contains 
the names of diseases, in the treatment of which the 
article is indicated. The therapeutic indications, 
properties and doses may be stated. (This rule does 
not apply to vaccines and antitoxins nor to advertising 
in medical journals, nor to literature distributed solely 
to physicians.) 

Rute 5. No article will be admitted or retained 
about which the manufacturer, or his agents, make 
false or misleading statements regarding the country 
of origin, raw material from which made, method of 
collection or preparation. 

Rute 6. No article will be admitted or retained 
about whose therapeutic value the manufacturer, or 
his agents, make unwarranted, exaggerated, or mis- 
leading statements. 

Rute 7. Labels on articles containing “ heroic ” or 
“ poisonous ” substances should show the amounts of 
each of such ingredients in a given quantity of the 
product. 

Rute 8. Every article should have a name or title 
indicative of its chemical composition or pharmaceutic 
character, in addition to its trade name, when such 
trade name is not sufficiently descriptive. 

Rute 9. If the name of an article is registered, or 
the label copyrighted, the date of registration should 
be furnished the council. 

Rute 10. If the article is patented — either process 
or product — the number and date of such patent or 
patents should be furnished. If patented in other 
countries, the name of each country in which patent 
is held should be supplied, together with the name 
under which the article is there registered. 


The plan outlined above must meet with the 
general approval not only of the medical profes- 
sion, but also of manufacturing pharmacists and 
chemists who are striving to live up to their 
professions in serving the public. It has long 
been evident that many preparations of distinct 
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value in medical practice are now on the market 
and are being extensively used by reputable 
physicians which, for obvious reasons, have found 
no place in the pharmacopeia. It is also true 
that many preparations are before the public, 
which, for one or another reason, do not deserve 
confidence. There should certainly be some 
authoritative board which will decide, so far as 
possible, the question of the legitimacy of prepa- 
rations, a matter which is clearly quite beyond 
the power of the individual physician to deter- 
mine. That the work before the council will 
demand much tact and judgment is evident. For 
this very reason it is the more needed. 

It is not intended that the council shall pass 
on the therapeutic value of the article, but merely 
on its ethical status. Nor is it intended at pres- 
ent to conduct an active campaign against fraudu- 
lent products, but merely to supply necessary 
and desirable information concerning those which 
are considered unobjectionable. The names of 
Cushny, Novy, Wiley, Simmons and many others 
which appear as members of the council insure 
a conscientious and scientific investigation of 
the claims of the various medicinal productions. 
Beyond the inherent difficulties of the task 
which this council has undertaken we can con- 
ceive of no possible objection to the plan, and on 
the other hand ean see in it a very distinct advan- 
tage to the profession at large. 


aati 
ae 


ACTIVE OXYGEN AS A FOOD PRESERVATIVE. 

Tur matter of the preservation of food has 
attracted considerable attention for some time 
past, largely through the efforts of Dr. H. W. 
Wiley, Chief of the Bureau of Chemistry at 
Washington. Jt has been clearly demonstrated 
by Dr. Wiley and others that boric acid and borax, 
sulphites and salicylic acid are productive of 
harm to the human body, and that their use in 
articles of food should be stopped. In the face 
of legislation against the use of food preservatives, 
other than the accepted alimentaries such as 
salt, sugar, vinegar and wood smoke, we find, 
from time to time, suggestions as to so-called 
legitimate preservatives for food. In the Ameri- 
can Inventor, Jan. 1, 1905, Richard von Foregger, 
Ph.D., who writes under the caption “ A Legiti- 
mate Food Preservative — Active Oxygen,” rec- 
ommends the use of magnesium dioxide which 
upon decomposition furnishes nascent oxygen 
which, in turn, prevents the development of 
bacteria. This suggestion is worthy of some 
comment. 





So far as we know, the use of magnesium di- 
oxide (peroxide) as a preservative for food is 
new, but nascent oxygen in the form of hydro- 
gen peroxide has been employed for this purpose 
for some time, especially in beer, wine and fruit 
juices, and apparently without harmful effect. 
Magnesium dioxide or peroxide is a white 
powder, odorless and tasteless, insoluble in water, 
but readily soluble in dilute acids. - With car- 
bonie acid it reacts in the followimg manner: 


MgO, +CO,=MgCO, + O 


The oxygen is, therefore, in its nascent state, 
and has two free affinities by which it is distin- 
guished from molecular oxygen or oxygen in its 
natural state. Nascent oxygen is bound to 
enter into combination — to oxidize — and it is 
apparently by this process that it attacks the 
lower forms of organic life such as bacteria, thus 
arresting or preventing fermentation and decom- 
position. 

A number of experiments with magnesium 
dioxide have been conducted in the New York 
Board of Health Laboratory under the super- 
vision of Dr. W. H. Park, first upon water which 
was contaminated with typhoid bacilli, and 
second, upon fruit juices to which had been added 
typhoid bacilli. The dioxide was found to be 
fatal to the typhoid germs in both instances. 
The experiments with fruit juice are worthy of 
quotation: ‘“ To orange juice containing 2,160 
bacteria to the cubic centimeter was added 
enough typhoid culture to make 4,380 bacteria 
to the cubie centimeter. Magnesium dioxide 
was then added in the proportion of 2 gms., 1 gm. 
and 4 gm. to the liter. One cubic centimeter of 
each of these mixtures was placed in agar plate. 
At the end of five and thirty minutes, respec- 
tively, the results were as follows: 

Orange juice+ typhoid+ MgO, 2 gm.=4 col. in 5 min. 
and 2 col. in 30 min. 
Orange juice + typhoid + MgO, 1 gm.=0 col. in 5 min. 
and 15 col. in 30 min. 
Orange juice + typhoid + MgO, 4 gm.=29 col. in 5 min. 
and 49 col. in 30 min. 
The agar plate and broth cultures made from the 
orange juice plus typhoid plus 1 gm. MgO, at 
the end of twenty-four hours were both sterile.” 
Dr. Foregger made a number of experiments with 
beer to which had been added from 35% to 40% 
of the dioxide, and the results were satisfactory. 

We are not in a position to encourage the use 
of nascent oxygen from magnesium dioxide, for 
the reason that the principle of food preserva- 
tion by other means thaa the use of salt, sugar, 





vinegar and wood smoke, is wrong. On the 
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other hand, if a preservative, other than those 
mentioned, must be used, it is important that 
some substance be employed which will do no 
harm. It is difficult to understand how the use 
of magnesium dioxide can be harmful, since the 
amount of metallic magnesium entering into the 
food would be infinitesimal and often exceeded by 
the magnesium content of many drinking waters, 
and, furthermore, because magnesium salts are 
natural constituents of most articles of food. 


sie 
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LESIONS OF THE SACRO-ILIAC ARTICU- 
LATION. 

STRONG evidence is being adduced to show 
that in the majority of all individuals there 
exists both anatomically, and clinically, a true 
joint between the sacrum and ilium, rather than, 
as ordinarily has been supposed, a synchondrosis. 
If this fact be definitely established, as it may 
be by the study of the articulation, post-mortem 
as well as during life, the deduction naturally 
follows that this region of the body may be 
subject to disease in the same manner as any 
other joint. If, therefore, for any cause what- 
ever, the ligaments and supporting structures 
about the joint become relaxed, an undue mobility 
between the sacrum and the ilium will naturally 
be induced. It has long been recognized that a 
definite physiological relaxation at this part of 
the pelvis takes place during pregnancy. 

Admitting the possibility of disease of this 
joint, and of its possible slight displacement 
under conditions of relaxation of ligaments, it 
is natural that in its symptomatology there 
should be pain, referable to the legs, owing 
to irritation or possible slight compression 
of the lumbo-sacral cord which passes directly 
across the articulation. This anatomical fact 
also explains a reference of the pain, both to the 
anterior crural distribution on the front of the 
thigh as well as the more usual pain on the back 
of the leg due to the sciatic involvement. The 
mobility to which we have alluded may in certain 
instances lead to a slight subluxation. The per- 
sistent pain, often low down in the back, in which 
the marked rigidity seen in persons suffering 
from an arthritic process of the hypertrophic 
form does not exist, is best explained by the 
foregoing hypothesis rather than by that ordi- 
narily given of a supposed rupture of the lumbar 
aponeurosis. In such cases pain is definitely 
referred to the articulation on one or the other 
side of the body, and there may also be pain on 
pressure at certain more or less localized points. 

The foregoing observations and deductions, 








which have recently been brought to the direct 
attention of the profession through the work of 
Goldthwait and his colleagues, offer a rational 
explanation of many of the obscure, painful 
affections of the lower back. A large number 
of cases have been studied of persistent pain in 
this region, or referable to the legs, which have 
been unrelieved by gynecological or other treat- 
ment, often operative, whereas the mobilization 
of the sacro-iliae joint by suitable apparatus has 
resulted in a distinct relief of the symptoms. It 
is evident that the suggestion here offered should 
be fruitful in stimulating other investigators 
in establishing to their own satisfaction the cor- 
rectness of the point of view advanced. Prac- 
titioners in every department of medicine have 
long been puzzled by pain of the nature of so- 
called lumbago, the satisfactory explanation of 
which has not been possible. Naturally every 
new hypothesis, particularly if it be of so radical 
a character as this of Dr. Goldthwait, should be 
verified and tested by many observers before 
being generally accepted. That such a verifica- 
tion, or disproval of this theory of lumbar pain 
will soon be forthcoming cannot be doubted, 
now that special attention is being directed to 
the subject. 
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MEDICAL NOTES. 


A NaTIONAL LEPROSARIUM. — Senator Crane’s 
bill to establish a national leprosarium failed to 
get through Congress in its last days. There is 
reason to believe that it will fare better with the 
next Congress. 


BOSTON AND NEW ENGLAND. 


Acute Inrectious DIsEasEs IN Boston. — 
For the week ending at noon March 8, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 35, scarlatina 21, typhoid fever 4, 
measles 7, tuberculosis 49, smallpox 0. 

The death-rate for the reported deaths for the 
week ending March 8, 1905, was 17.66. 


Boston Mortauity Statistics. — The total 
number of deaths reported to the Board of Health 
for the week ending Saturday, March 4, 1905, 
was 230, against 241 the corresponding week of 
last year, showing a decrease of 11 deaths and 
making the death-rate for the week 19.53. Of 
this number 127 were males and 103 were females; 
221 were white and 9 colored; 145 were born in 
the United States, 81 in foreign countries, and 4 
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unknown; 52 were of American parentage, 140 
of foreign parentage, and 38 unknown. The 
number of cases and deaths from infectious dis- 
eases reported this week is as follows: Diphtheria, 
23 cases and 2 deaths; scarlatina, 24 cases and 
1 death; typhoid fever, 9 cases and 1 death; 
measles, 7 cases and no deaths; tuberculosis, 
59 cases and 35 deaths; smallpox, no cases and 
no deaths. The deaths from pneumonia were 
32, whooping cough 1, heart disease 25, 
bronchitis 5, and marasmus 5. There were 9 
deaths from violent causes. The number of 
children who died under one year was 40; the 
number under five years 59. The number of 
persons who died over sixty years of age was 52. 
The deaths in public institutions were 77. 


OsTEOPATHS AND REGULATORS OF THE SALE 
OF CIGARETTES HAVE LEAVE TO WITHDRAW. — 
The Committee on Public Health of the Massa- 
chusetts Legislature has given leave to withdraw 
to the petitioners under House bill No. 494, 
defining the practice of medicine and regulating 
the practice of medicine and osteopathy; also 
to petitioners under House bill No. 608 relative 
to the sale of cigarettes. 


Report OF THE BuTLER Hospitau. — Accord- 
ing to the sixty-first annual report of the Butler 
Hospital, it appears that this well-known institu- 
tion for the treatment of the insane has had a 
year of uninterrupted prosperity and progress. 
The whole number of patients under treatment 
during the year was 258, with an average at the 
hospital of 172. Further statistics show that 95 
patients were discharged, of whom 16 had recov- 
ered, 30 had improved, 23 had not improved, 9 
were not Insane when admitted, and 17 had died. 
Dr. Blumer in his report calls attention to the 
various details of the hospital work and lays stress 
again as heretofore upon the necessity of incul- 
cating the doctrine that diseases of the mind 
are diseases of the brain, and that the prejudice 
against mental disease among the laity must be 
eradicated. 

NEW YORK. 

A SMOKING CENTENARIAN. —- Daniel McCarthy 
died at Plainfield, N. J., on February 20, at the 
age of one hundred years. He is stated to have 
been an inveterate smoker from boyhood. 


Donation. — As a memorial to their son, 
Frank, who was recently killed in an automobile 
accident in Florida, Mr. and Mrs. Richard Croker 
have given $5,000 to various charities in the 
city. Among these, St. Joseph’s Hospital for 
Consumptives receives the sum of $500. 





CENTENARIAN. — Miss Rachel Martense died 
recently in Flatbush, Brooklyn, N. Y., at the 
reputed age of one hundred and four years. 


BrequsEst TO HomE For INcURABLES. — Among 
the charitable bequests of the late Mrs. Mary N. 
Hunt is one of $5,000 to the Home for Incurables. 
Mrs. Hunt who died the middle of February, at 
the age of ninety, was the widow of Washington 
Hunt, at one time Governor of New York. 


THe Oupest New York Citizen. — Joseph 
McGrath, probably the oldest man in New York 
City, died on February 20, in the one hundred and 
eighth year of his age. He left more than two 
hundred direct descendants, including children, 
grandchildren, great-grandchildren, and great- 
great-grandchildren. His wife, who was three 
years older than himself, died twelve years ago, 
at the age of ninety-eight. He was born in Sep- 
tember, 1796, in Ireland, where he spent more 
than fifty years of his life, and until a month 
previous to his death he is said to have been as 
vigorous as a healthy man of sixty. 

THe Water Suppty. — On February 20, Gov- 
ernor Higgins sent to the legislature a special 
message in regard to the water supply of New 
York in which he recommended the passage of 
a bill which would enable the mayor of the city 
to appoint a continuous body composed of able 
men, selected without reference to political 
affiliations, to work out the problem of furnishing 
an adequate supply in the future. He also rec- 
ommended a state commission, composed of 
members having proper scientific and legal 
qualifications, which should examine and pass 
upon all plans for new sources of water supply 
or additions to existing supplies. On the follow- 
ing day both Mayor McClellan and ex-Mayor 
Low addressed committees of the Senate and 
Assembly at Albany on behalf of the city bill ofr 
the $90,000,000 extention of the water supply 
recommended by the Burr Commission. 


Fresruary Morrauity. — The weekly reports 
of the Health Department show that the mor- 
tality in the city during the month of February 
represented an annual death-rate of 20.26 as 
against 19.82 in January, and 22.59 in February, 
1904. The corrected death-rate, excluding non- 
residents and infants under one week old, was 
19.41. The changes in the number of deaths 
from the several diseases were comparatively 
slight. Among those in which there was an 
increased fatality were the following: The weekly 
average of deaths from diphtheria and croup 
increased from 42 in January to 45.75 in Febru- 
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ary; the weekly average from whooping cough 
increased from 4.5 to 7.25; from epidemic cerebro- 
spinal meningitis, from 27 to 37.5; from pul- 
monary tuberculosis, from 162 to 174; from 
diarrheal from 36.5; from 
diarrheals under two years of age, from 28.5 to 
30.25; and from organic heart diseases, from 
103.25 to 112.25. Among the diseases which 
showed a diminished mortality were the following: 
The weekly average of deaths from scarlet fever 
decreased from 16.25 to 15.75; from measles, 
from 7 to 6; from influenza, from 23.75 to 15.5; 
from typhoid fever, from 11.5 to 7; from pneu- 
monia, from 180.25 to 172; from broncho-pneu- 
monia, from 115.25 to 102.25; from acute bron- 
chitis, from 39.5 to 35.75; from cancer, from 55.5 
to 49.75; and from Bright’s disease and nephritis, 
from 132.25 to 130.25. 


diseases, 35.25 to 


EPIDEMIC CEREBROSPINAL MENINGITIS. — 
At a meeting of the Board of Health held March 1, 
the President, Dr. Darlington, was authorized 
to request a special appropriation from the Board 
of Estimate and Apportionment to provide for a 
commission to investigate the subject of epi- 
demic cerebrospinal meningitis, with a view to 
suggesting measures for the curtailment and 
possible stamping out of the disease. In 1904, 
there were 1,211 deaths from it in the city, as 
against 271 in 1903. In January, 1905, there 
were 107 deaths, as against 25 in January, 1904, 
and in February, 1905, 149 deaths, as against 
26 in February, 1904. 


_— 


MWiscellanp. 
NEW YORK’S DISPENSARY SYSTEM. 

From advance sheets from the Annual Report 
of the Committee on Dispensaries of the New York 
State Board of Charities, the following is taken: 

On Oct. 1, 1903, there were 123 licensed dis- 
pensaries in the state. Four dispensaries have 
ceased work since that date and no new licenses 
have been issued during the year. Since Oct. 1, 
1904, licenses have been issued to the Italian 
Benevolent Society to conduct a dispensary at 
169 West Houston Street, Borough of Manhattan, 
New York City (license granted Oct. 12, 1904), 
and to the Bedford Guild, 962 Bergen Street, 
Borough of Brooklyn, New York City (license 
granted Dec. 21, 1904). Of the 123 dispensaries 
which were open during a whole or part of the 
vear ending Sept. 30, 1904, 20 were in receipt of 
public money directly ($11,032.40 all told), 61 
were connected with other charities in receipt 
of public appropriations and 42 were supported 
wholly by private contributions. The total 
property, real and personal, of the 81 dispen- 
saries in receipt of public funds and reporting 











annually to this board was $1,175,436.56 Oct. 1, 
1904; their total indebtedness on the same date, 
$68,996.40; their total receipts for the year end- 
ing Sept. 30, 1904, $125,113.16; and their total 
expenditures $105,642.69. 

The work of these dispensaries is of more than 
casual interest and importance in view of the fact 
that such work is more extensively carried on 
in this state than in any other part of the country, 
that here it is more highly organized and devel- 
oped and that here, as in no other state, dispen- 
saries are licensed and regulated by the State 
Board of Charities. 

The system has now been in operation for a 
little more than five years and certain features 
and results of its workings are set. forth herewith. 

During the year the Inspector of Dispensaries 
has made a special investigation as to the extent 
of compliance with the rules of the board adopted 
pursuant to Chapter 368 of the Laws of 1899, 
affecting the management of all licensed dispen- 
saries. Four out of the 123 licensed dispensaries 
in operation at the beginning of the vear have been 
closed; a table shows the extent of compliance 
with the various provisions of the rules on the 
part of 119 dispensaries remaining. 

It appears from this table that with 24 of the 
31 requirements of the dispensary rules, com- 
pliance is practically complete, that in 4 of these 
provisions compliance is fairly good and that in 
three matters, those requiring an investigation 
to be made as to the ability of doubtful appli- 
cants to pay for their treatment, the filing of 
results of these investigations and ot making a 
minute showing observance of the ordinances 
and orders of the board of health, compliance is 
somewhat lax. 

Some of the showings of this table are very 
satisfactory. One hundred and fourteen out of 
119 dispensaries examined are keeping reasonably 
complete records of their work. In 54 cases the 
examination by the registrar of applicants for 
treatment is reported as being done thoroughly, 
and in 31 additional cases as being done fairly 
well. In only 34 cases is the work reported as 
being done superficially. As this is, perhaps, the 
cruciai point in the proper administration of dis- 
pensaries viewed from the social standpoint, this 
showing is encouraging though by no means all 
that could be desired. 

In 87 dispensaries obviously well-to-do appli- 
cants are refused admission by the registrar after 
questioning, but without further formality, while 
in 100 dispensaries where the registrar is still in 
doubt as to the applicant’s ability to pay, persons 
unwilling to sign representation cards are refused 
treatment. In 90 out of 119 dispensaries doubt- 
ful cases are admitted only upon signing repre- 
sentation cards. This would seem to indicate 
that the doors of the dispensaries in the state are 
reasonably well guarded in the large majority of 
cases, that they are partially protected in most of 
the remaining instances and that they are not 
wholly unguarded except in a very small number 
of cases. 

In all but two of the dispensaries a matron is 
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employed, cleanliness and order are maintained 
in all but four, and in only three cases the matron 
is not present at gynecological examinations 
where such are held. In only three dispensaries 
is the apothecary unlicensed or not a medical 
graduate, and in every dispensary compliance 
with the local ordinances of the board of health 
is reported as complete. All but 10 of the dis- 
pensaries are reported as having suitable equip- 
ment and supplies and in practically all of them 
seats are provided for every applicant, and in the 
great majority of them the sexes are separated, 
both in the waiting and in the treatment rooms. 

It is interesting to note that the facilities of 
but 28 dispensaries are used for the purpose of 
viving medical instruction and in none of these is 
the treatment given the patient conditional upon 
his willingness to submit to an examination before 
a class. Another item of interest is the fact that 
but 12 dispensaries are without an apothecary 
as a regular officer or employee of the dispensary, 
and that in only three cases such apothecary is 
not a licensed pharmacist or a medical graduate. 


= 
= 





DIRTY MONEY. 


On February 23, Dr. Darlington, President of 
the New York City Board of Health, addressed 
in Washington a sub-committee of the House 
Committee on Banking and Currency upon the 
danger incurred through the circulation of unclean 
money. He stated that the conclusion reached 
by the advisory board of the Health Department 
was to the effect that ‘‘ it is desirable, in the 
interest of public health, that soiled bills be with- 
drawn from circulation as soon as practicable,’’ 
and he submitted the report of a series of experi- 
ments recently made by Dr. William H. Park of 
the bacteriological division of the department 
thus: a sterile bill was inoculated with diphtheria 
bacilli which were recovered the second day 
later, but not on the sixth day. The experiment 
was repeated, and diphtheria bacilli were recov- 
ered first, eight days after the inoculation of the 
bill, then fourteen, then twenty-one days, and 
finally at the end of one month. A number of 
pennies, nickels and dimes were put in the mouths 
of children suffering from diphtheria, but no 
diphtheria bacilli could be obtained from these 
coins twenty-four hours afterward. The results 
of the experiments indicated that the metallic 
substances in coins when brought in contact 
With bacteria through the solvent action of 
moisture are deleterious to the bacteria, while in 
paper there are no such substances, the gradual 
death of the bacteria being due to the effect of 
drying. The effect of metals was clearly shown 
in the following experiment: A spray of water 
containing the ordinary colon bacillus was thrown 
on pleces of copper, nickel and paper, the number 
of bacteria deposited on each test object being 
about 1,500,000. After three hours the test 
substances were washed off and the number of 
living bacteria on each was found to be as follows: 
Paper, 170,000; nickel, 40,000; copper, .none. 





These conclusions were substantiated by the 
examination of a number of coins and bills taken 
from a cheap jewelry store. There it was found 
that dirty pennies averaged 26 living bacteria 
apiece; dimes, 40; moderately clean bills, 1,250, 
and dirty bills, 73,000. 
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Correspondence. 


A QUESTION OF PRIORITY. 


PHILADELPHIA, March 2, 1905. 

Mr. Eprror: Questions of priority in the discovery of 
medical truth are usually of so little interest to the public 
and to physicians that we often allow the wrong person 
to claim, and by our negligence we admit the false claim, 
of credit for a discovery belonging to another. Tnere 
is an instance of this in your issue of Feb. 28, 1905, in a 
paper by Henry A. Kilburn, M.D. He says this paper is 
only a resume of one published previously in the Boston 
MEDICAL AND SURGICAL JOURNAL of March 24, 1904. 
Permit me to relate some facts in the appearance of the 
first paper. About a month previous to March 24, 1904, 
I wrote Dr. Kilburn of my discovery that a peculiar axis 
of astigmatism might cause the patient to tilt the head to 
one side, that the result might be lateral curvature of the 
spine. I said I had had such a case, and I asked for data 
of any similar cases in Dr. Kilburn’s practice. I received 
no reply to this letter, and published my report in Ameri- 
can Medicine, March 26, 1904. But I was astonished to 
see appear, two days previously, in the Boston MEpIcAL 
AND SURGICAL JOURNAL, an article by Dr. Kilburn, upon 
the subject, but not mentioning my letter on the matter 
which I confided to him. Luckily two things prevented 
any successful attempt to take away any honor I might 
claim. The first was that I said that the tilted head was 
due to astigmatism which forced the head to one side to 
get clearer vision. Dr. Kilburn’s thought and report was 
only of an imbalance of the external ocular muscles — an 
old claim (in my estimation a false one), and of which a 
number of cases had been reported. The second was that 
I had written to others at the same time I wrote to Dr. 
Kilburn. 

In your issue of Feb. 20, again designating it as “ eye 
strain,’ Dr. Kilburn claims priority for the thought, and 
again fails to mention or refer to my two papers on the 
subject. He now adds to the cause he had given of cur- 
vature due to eye strain, the old and long-exploded cause, 
myopia. But, without reporting an illustrative case, he 
adds these words: 

‘My experience has led me to believe that an oblique 
astigmatic axis, by causing the patient to tilt the head to 
one side, to obtain clearer vision (a fact with which every 
ophthalmologist is familiar) induces a faulty attitude,” 
resulting in lateral curvature. 

I by no means wish to imply that this was possibly not 
thought of, wrought out, and demonstrated by illustrative 
cases, by Dr. Kilburn, long before myself. But I must 
ask for demonstration of it in published cases or publicly- 
made announcement. If it is a truth, why did he not 
speak of it and allow it in his first article? Why, in that 
first article did he not add the support by quoting or allud- 
ing to my case of which I had written him? Why in the 
second article does he still not adduce illustrative cases? 
Why does he in this second article still utterly ignore 
reference to or hint at my work? Lastly, and of far more 
importance, where and by whom stated, “‘ the fact with 
which every ophthalmologist is familiar’? I deny that 
any textbook or article in the world ever stated this fact 
before my article of March 26, 1904. It is indeed now 
“ familiar ”’ ; but will Dr. Kilburn, on oath, or even with- 
out oath, testify that it was familiar to himself before he 
received my letter in March, 1904, to which I have alluded? 
I do not care a fig as to my own claim to priority, but I 
care most acutely that another shall not establish an 
unjust claim to it. 

Respectfully yours, 
Gro. W. GouLp. 
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RECORD OF MORTALITY 


FOR THE WEEK ENDING SATURDAY, FEBRUARY 25, 1905. 
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Deaths reported, 3,823; under five years of age, 1,027; princi- 
pal infectious diseases (smallpox, measles, cerebrospinal 
meningitis, diphtheria and croup, diarrheal diseases, whoop- 
ing cough, erysipelas, fevers and consumption) 780; acute 
lung disease 814, consumption 396, scarlet fever 19, whooping 
cough 17, cerebrospinal meningitis 59, smallpox 3, erysipelas 
15, puerperal fever 19, measles 9, typhoid fever 32, diarrheal 
diseases 90, diphtheria and croup 81. 

From whooping cough, New York 8, Chicago 7, Boston 1, 
Newton 1. From scarlet fever, New York 14, Baltimore 2, 
Worcester, Cambridge and Somerville 1 each. From cerebro- 
spinal meningitis, New York 49, Philadelphia 1, Baltimore 1, 
Boston 3, Somerville 2, Worcester, Fall River and Lowell 1 
each. From smallpox, New York 1, Chicago 2. From erysip- 
elas, New York 10, Chicago 2, Baltimore 1, Somerville 1, 
Marlborough 1. From typhoid fever, New York 10, Chicago 6, 
Philadelphia 10, Baltimore 1, Boston 3, Lowell 1, Lawrence 1. 

In the seventy-six great towns of England and Wales, with an 
estimated population of 15,609,377, for the week ending Feb. 18, 
1905, the death-rate was 17.3. Deaths reported 5,189; acute dis- 
eases of the respiratory organs (London) 211, whooping cough 
118, diphtheria 67, measles 129, smallpox 2, scarlet fever 44. 

The death-rate ranged from 7.1 in Astor Manor to 35.0 in 
Rhondda; London 16.8, West Ham 15.2, Brighton 14.3, 
Southampton 17.2, Plymouth 22.9, Bristol 13.8, Birmingham 





15.5, Leicester 13.9, Nottingham 20.9, Birkenhead 18.4, Liver- 
pool 21.1, Wigan 12.6, Bolton 15.5, Manchester 19.0, Salford 
17.6, Halifax 15.9, Bradford 18.5, Leeds 15.6, Hull 17.8, Shef- 
field 17.2, Newcastle-on-Tyne 21.9, Cardift 13.9, Merthyr Tydfil 
24.7, Newport (Mon.) 23.6, Hornsey 9.3, Stockton-on-Tees 25.9. 





METEOROLOGICAL RECORD. 


For the week ending February 25, in Boston, according to 
observations furnished by Sergeant J. W. Smith of the United 
States Signal Corps: 



























































Ba-| Ther- | Relative | Direction Velocity We'th'r é 
rom-| mometer. | humidity.| of wind. jof wind. * ° 
eter. | 4 
ei Ti E 
pare 3 8idig| 8). | i_lo|o|./8 
BEE 2/8 38) a la lala ala | S 
Pieigals Bib) < | a a a | € 
2 2/2€/2'8 8 32)/8/1'8/8'8'8S/\8) G 
a g\sia\s S\Al ao l|aolalaliala| g 
> | eat 
8..19|30.62, 16) 25 7 76 55) 66 WwW ls W, 13 | 9|C.| C.} 0 
M. 20 /30.36| 28) 38| 19) 64| 87) 768 WIS W| 12 | 15 | 0.| 0.| .02 
T..21/30.28 38) 48) 32) 73| 72) 72) N |N E/ 12/12|/C./C.| 0 
W .22 30.37, 28, 33| 22) 86| 76, 8l| N |N E| 15 | 20| 0./ 0.| T. 
T..23 30.14) 26) 34] 17| 57) 36) 46) N | N | 20] 12| F./C.| 0 
F.. 2419.93, 30, 40| 21) 43) 42) 42), N INW/1l/12/F.|C.| 0 
S..25/20.79) 30) 3) 26 e ee 65)N Wis B12) 8 | C.| CG.) ¢ 
oe 0.2 | 35 a | of | | | | | 02 
( | 








*O., cloudy; C., clear; F., fair; G., fog; H., hazy; S., smoky; 
R., rain; T., threatening; N., snow; —, below zero. ft Indicates trace 
of rainfall. mg Means for week. 





CHANGES IN THE MEDICAL CORPS U. S. NAVY 
FOR THE WEEK ENDING MARCH 3, 1905. 
E. C. TAYLOR, assistant surgeon. Detached from the 
** Bancroft” and ordered to the * Colorado.” 


W. H. HUNTINGTON, pharmacist. Retired, ordered to the 
Naval Training Station, Newport, R. I. 





SOCIETY NOTICE. 

THE AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND 
OTOLOGICAL SOCIETY. — The Eleventh Annual Meeting of the 
American Laryngological, Rhinological and Otological Society 
will be held under the Presidency of Dr. Frederic C. Cobb, at 
Boston, Mass., on Monday, Tuesday and Wednesday, June 5, 
6, 7, 1905. 





RECENT DEATHS. 

Dr. ALVAH R. CUMMINGS of Claremont, N. H., died Feb. 
26, 1905, from cerebral hemorrhage. He was a graduate of the 
Dartmouth Medical School, class of 1853. 

WILLIAM RuFus KING, M.D., M.M.S.S.. died in Boston, 
Feb. 17, 1905, aged thirty-seven years. 





BOOKS AND PAMPHLETS RECEIVED. 


- University of California Publications. Physiology. The 
Control of Heliotropic Reactions in Fresh Water Crustaceans 
by Chemicals, Especially CO... By Jacques Loeb. 

A Laboratory Manual of Human Anatomy. By Lewellys F. 
Barker, M.B. Tor., assisted by Dean De Witt Lewis, A.B., 
M.D., and Daniel Graisberry Revell, A.B., M.B. Illustrated. 
Philadelphia and London: J. B. Lippincott Co. 1904. 


Hygienic Laboratory Bulletin No. 19, October, 1904. A 
Method for Inoculating Animals with Precise Amounts. By 
M. J. Rosenau. 


The Aseptic Technic of Abdominal Surgery with the Topo- 
graphical and Visceral Anatomy of Male and Female Abdomen. 
Illustrated. By H. O. Walker, M.D. Reprint. 


The History of Pediatrics and its Relation to Other Sciences 
and Arts. By A. Jacobi, M.D., LL.D. Reprint. 


The Anatomy of the Brain. A Manual for Students and 
Practitioners of Medicine. By J. F. Burkholder, M.D. With 
an introduction by Prof. Henry H. Donaldson. Illustrated. 
Chicago: G. P. Engelhard & Co. 1904. 

The Medical Epitome Series. Nervous and Mental Diseases. 
A Manual for Students and Practitioners. By Joseph Darwin 
Nagel, M.D. Series edited by Victor Cox Pedersen, A.M., 
M.D.’ Tilustrated. Philadelphia and New York: Lea Brothers 
& Co. 1904. 


Diseases of the Liver, Gall-Bladder and Bile-Ducts. By H. 
D. Rolleston, M.A., M.D. (Cantab.), F.R.C.P. Illustrated. 
Philadelphia, New York, London: W.B. Saunders &Co. 1904. 
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ABUSE OF MEDICAL CHARITY. 


MEDICAL CHARITY.* 


BY GEORGE W. GAY, A.M., M.D., BOSTON, 
Senior Surgeon, Boston City Hospital. 

THE object of this paper is to call attention to 
the following facts: First, the enormous amount 
of gratuitous work now being done by the physi- 
cians of this city every year. 

Second, the acknowledged ability of a certain 
proportion of the so-called charity patients to 
pay for services rendered. 

Third, the injustice of requiring physicians 
to treat well-to-do and rich people in our public 
hospitals for nothing. 

For many years the subject of medical charity 
has at times engaged the attention of some of 
the brightest minds in the profession. It has 
grown to such enormous proportions, that, esti- 
mated in the currency of the realm, it amounts 
to millions of dollars annually in this city, and 
requires the services of a large number of the 
most accomplished physicians in the community 
to carry on the work. Formerly, it was some- 
thing of a reflection upon a person’s financial 
standing for him to go to a public hospital. Mod- 
ern methods, however, have changed all that, 
and have encouraged people to flock to hospitals 
and dispensaries, both public and private, as 
never before. The dread of these places, once 
so common, is fast passing away. Patients now 
resort to them readily, as they have been edu- 
cated to the idea that they are the best as well 
as the cheapest places, in which to obtain the 
services of the leading physicians and surgeons. 

Scientific and clinical zeal has also tended to 
obscure the commercial aspect of the question 
to the detriment of the profession, and as a result, 
the community has come to feel that anybody 
and everybody are at liberty to avail themselves 
of the benefits of these charitable institutions 
with perfect propriety; in fact that their pres- 
ence Is desirable for purposes of study and in- 
struction, as well as for the statistics of the annual 
reports. 

The open-door method of conducting metro- 
politan hospitals and dispensaries naturally 
draws patients from far and near to the detriment 
of the suburban institutions and physicians, and 
not infrequently to the disadvantage of the 
patients themselves. They go to the trouble 
and expense of seeking relief at a distance, that 
they could as well have obtained at home. 

The results of the present day method of con- 
ducting some of our most important medical 
charities have convinced many persons of large 
experience that the work is not carried on in the 
best manner for all concerned; that they are not 
managed on sound business principles; that too 
much gratuitous work is being done by the hos- 
pitals and dispensaries and their physicians; that 

*Read at a meeting of the Medical Library in conjunction with 


the Suffolk District Branch of The Massachusetts Medical Society, 
Jan. 11, 1905. 





too many people, who are able to pay for the 
necessary care and treatment, resort to the free 
clinics; that in consequence of this custom the 
intention of the founders and supporters of these 
institutions is violated; that the physicians are 
wronged by being required to give their time, 
strength and skill to those who can well afford 
to pay for them; that the outside physicians are 
being robbed of legitimate work which they are 
fully competent to do; that the deserving poor 
are crowded aside, and deprived of that prompt 
and efficient service to which they are justly 
entitled by the intention of their benefactors; 

and finally, that as this abuse has become flagrant 
in many instances, and is increasing, the time 
has come when an earnest effort should be made 
by the profession to correct, in some measure, 
the present unfortunate state of affairs. 

The general public, and doubtless many physi- 
cians, have no adequate idea of the enormous 
amount of gratuitous work done in this city every 
year by our profession. Will you allow me to 
present a few details on the subject, taken prin- 
cipally from official sources, and therefore as- 
sumed to be reliable?! 

There are about 75 hospitals and dispensaries 
in this city for the care of the injured and ailing, 
and apparently more to come in the near future. 
Some of them are private, and do no charity 
work; others furnish both free and paid service 
while the remainder are devoted entirely to the 
care of the poor and destitute, who are unable 
to pay for the services they need.” 

It is of public record that upwards of 300,000 
persons received practically free treatment in 
Boston last year (1903), a number equal to about 
one half the entire population of the city. 

In Philadelphia * with its 60 hospitals and as 
many dispensaries, more than one fifth of the 
population are annually treated as charity pa- 
tients, while in New York, which has about 90 
hospitals, and nearly as many dispensaries, one 
fourth of the people receive practically free 


treatment every year. 


It is not claimed that one half of the actual 
residents of this city resort to the hospitals and 
dispensaries every year for free treatment, as 
many of the patients come from out of town. 
Yet, after making a liberal allowance for this 
fact, the large number of patients who apply for 
relief at our free clinics is a matter not only of 
surprise, but for regret. Boston is said to be 
one of the richest cities, per capita, in the country, 
and yet the percentage of ch arity patients to the 
total population is apparently larger than it is 
in New York or Philadelphia. 

Granting that these statements are fairly cor- 
rect, we must conclude one of two things: either 
that there are many more worthy poor in our 
midst than we had reason to suppose, or that a 

1 Boston Directory: Annual Report of State Board of Charity of 
Massachusetts, 1903. Reports of Hospitals for 1903, etc. 

2 Patients paying from ten to twenty-five cents for a visit or @ 
——— are properly charity patients. This omaha of chores 
a small fee is quite common, and becoming more so. Some dispen 
saries are thus self-supporting. 


3 Franklin B. Kirkbride, Esq.: ‘ 


‘ Some Phases of the Dispensary 
‘oblem.” 
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considerable number of unworthy persons have 
received the benefits of these clinics, unworthy 
by reason of their being able to pay for that which 
they got for nothing. 

Will you indulge me in a few more statistics? 
Over 72,000 persons (72,869) received treatment 
last year in the various departments of the Boston 
City Hospital; about 12,162 were house patients, 
and 60,730 were out patients. This institution 
is supported by the city, and comprises 36 build- 
ings, an equal number of wards, and contains 
935 beds. There are 81 physicians and surgeons 
on its staff, 47 house officers, and 206 nurses 
and orderlies. The appropriation last year was 
$476,800. 

Two hundred and thirty-two thousand eight 
hundred and ten days’ board and medical attend- 
ance were furnished the house patients, and the 
out patients made 134,276 visits to the hospital for 
advice and treatment. Forty-two hundred and 
eighty-three persons received attention in the 
accident rooms. Twenty-three hundred and forty- 
five operations were performed upon the house 
patients during the year and an unknown number 
of minor ones upon the out patients. More 
than 1,100 fractures and dislocations, nearly 200 
of which were compound, were treated during 
the period under consideration. And this by 
no means comprises all that is done for the sick 
poor by the city every year, as they receive 
treatment in several other institutions. 

At the Massachusetts General Hospital more 
than 36,000 (36,601) persons were treated last 
year (1903). House patients, 5,341; out patients, 
31,260. Forty-six hundred and thirty-five were 
attended to in the accident rooms. More than 
3,000 (3,106) operations were done upon the in- 
patients, and a very large number upon the 
out patients. One hundred and nine major ampu- 
tations were performed, and the peritoneal cavity 
was opened for various purposes nearly 900 
times, an average of between two and three lapa- 
rotomies for every day in the year. For doing 
this and a great deal more very important work 
the staff receives no direct compensation, no fees 
or salary. 

Over 40,000 patients (40,779) received free 
treatment at the Boston Dispensary last year. 
Many minor operations were performed, and 
about 150 cases of confinement were attended. 

At the Carney Hospital 37,598 patients were 
treated, and a large number of very important 
operations were done. Twelve thousand nine hun- 
dred and twenty-two persons received attention 
at St. Elizabeth’s Hospital. Thirty-four thousand 
and thirteen cases were treated at the Massachu- 
setts Charitable Eye and Ear Infirmary, and 
over 6,000 (6,028) operations were performed. 
Twenty-two thousand and ninety-one patients are 
reported from the Massachusetts Homeopathic 
Hospital and Dispensary. Seventeen thousand 
one hundred and fifty-two from the Suffolk Dis- 
pensary in Charter Street. Nearly 8,000 were 
treated at the Children’s Hospital, and the opera- 
tions were nearly 1,000 for the year. About 6,000 
were treated at the New England Hospital for 





Women and Children, and 2,519 at the Lying- 
in Hospital. 

To this large number of patients must be added 
those treated at several smaller hospitals and 
dispensaries, which would swell the grand total 
to 300,000 or over, who received practically free 
treatment at the hands of the profession in this 
city last year. 

For obvious reasons the above enumeration 
makes no account of the considerable amount of 
charitable work done by every physician in his 
private capacity, nor would it be easy to convey 
to those not familiar with the subject any ade- 
quate idea of the enormous amount of special 
work done in the wards of our hospitals, or in the 
numerous special departments, as gynecological, 
orthopedic, obstetric, eye and ear, nose and 
throat, nervous system and skin, x-ray, in path- 
ology, bacteriology, medical chemistry, etc. 
The effort to comprehend it all in so short a space 
of time is bewildering, and even this brief and 
necessarily fragmentary narration must be a 
severe trial to your endurance. 

A pretty careful estimate of the commercial 
value of this large amout of work in dollars and 
cents at the rates usually charged for such services 
in this community would amount to between 
eight and ten millions of dollars annually. 

For doing this immense work the physicians 
receive no direct compensation whatever, in the 
way of fees or salaries. They give their services 
faithfully and freely for the care of the deserving 
poor without regard to race, color, creed or con- 
dition. They are the main factor in carrying 
on the largest and most important charitable 
work known to modern civilization. The con- 
sciousness of being a helper in this great work 
affords a keen satisfaction to the high-minded 
physician. It stimulates his ambition, enlarges 
his interest in life and its duties, and makes him 
a broader and better man. 

But as time goes on, and hospitals and dispen- 
saries increase and multiply, the conviction has 
grown deeper and stronger than the Profession 
is being imposed upon; that we are called upon 
to do altogether too much work under the guise 
of charity; that many of our so-called charity 
patients are as able to pay for professional serv- 
ices, as for any of the ordinary necessities of 
life. By seeking free treatment the well-to-do 
people impose upon the institutions; they receive 
benefits to which they are not justly entitled, 
they filch the time, strength and skill of the medi- 
cal attendants, and finally they defraud that 
profession without whose services there could 
be no medical charity. 

To get the sense of the profession as to the 
prevalence of abuse of medical charity the writer 
recently sent a circular letter containing six 
questions to over 400 physicians, a large propor- 
tion of whom reside in Boston and vicinity. An 
effort was made to get the opinion of physicians 
of both sexes, of all schools, and of all the different 
social and professional circles. 

The interest manifested in the subject is made 
evident by the fact that replies were received 
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from more than three quarters of the corres- 
pondents, and the writer begs to extend his 
warmest thanks to all those who took the trouble 
to reply to his questions, and he is particularly 
grateful to a large number who took especial 
pains to give their experience and opinions at 
length with a view to aiding in the solution of 
the many difficult points at issue. 

The following is the result of the canvass: 

(1) In your opinion is medical charity abused 
in the hospitals and dispensaries in this city? 

One gentleman, not in active practice, answered 
in the negative, two replied “ not much”; and 
302 answered in the affirmative! The most 
emphatic replies came from the family physicians 
of the middle classes, who are in a position to 
know the financial condition of their neighbors, 
that apply to the free clinics; from the physicians 
and surgeons who do the work in the hospitals 
and dispensaries; and from the specialists. The 
unanimity of opinion upon this point is notice- 
able, and must be accepted as the settled and 
profound conviction of the profession. 

(2) Do you think any plan for the correction 
of such abuse, if it exists, is practicable? 

Eleven thought not; 16 were doubtful, and 
258 thought it feasible. 

(3) Do you think that our hospitals and dis- 
pensaries should have some form of inspection 
with a view to excluding those patients who 
are able to pay for professional services? 

Three said no; 5 were uncertain, and 304 
favored some form of inspection to prevent the 
present indiscriminate treatment of all who apply 
without regard to deserts or necessity. 

(4) Do you think that physicians who give 
their services to the poor should be required to 
treat the well-to-do and rich patients in hos- 
pitals and dispensaries for nothing? 

Ten said yes; two were doubtful; 310 said no, 
and most of them said it emphatically. 

(5) Do you think that patients who are able 
to pay for a private room in a hospital should, 
as a rule, pay the physician who takes care of 
them? 

Eighteen said no; 4 were doubtful, and 295 
said yes. 

(6) If you think that medical charity is abused 
in this vicinity, what measures would you sug- 
gest for its correction? 

As might be expected, the replies to this ques- 
tion varied much as regards details. A consider- 
able number favored the plan of having a central 
clearing house through the Associated Charities, 
as has been so ably advocated by Dr. Clarence 
J. Blake. More perhaps perferred the method 
in vogue in other places of requiring the appli- 
cants to bring a voucher in the form of a card 
or note from a clergyman, physician, employer 
or some well-known person or organization. 

While differing somewhat in relation to details, 
the opinions of our correspondents were over- 
whelmingly in favor of some sort of inspection or 
supervision by a kindly, judicious, tactful person 
employed by the administration. It is evident 
to most of us that this work should form no part 





of the duties of the attending physician; for, 
as a rule, he has neither the time, disposition, 
nor requisite qualifications to do it in a proper 
manner. It belongs to the admitting physician, 
or to some one intimately connected with the 
executive. The work should be done according 
to some general plan as thought out and agreed 
upon by all the larger institutions. It is only 
in some such way as this that fairly satisfactory 
results may be expected in this direction. 

The evidence would seem to justify the con- 
clusion beyond all question, that medical charity 
in this vicinity is abused; that the physicians are 
called upon to do too much gratuitous work for 
people who are able to pay for it; that the evil is 
increasing and that it in all probability will con- 
tinue so to do, until some earnest, combined, 
persistent efforts are made by the profession to 
check the pernicious tendency of the present day. 

Injustice to the profession comes principally 
from two sources, namely, from well-to-do people 
occupying private rooms, and paying nothing 
for professional services ; and secondly, from those 
out patients, who are able to pay for the neces- 
sary treatment. 


1. HOUSE PATIENTS. 


Last year the Massachusetts General Hospital 
collected about $75,000 ($74,538.20) from patients 
treated in its various departments. This sum is 
nearly one third of the total expense of carrying on 
the institution, and is evidence of excellent man- 
agement on the part of the trustees and superin- 
tendent. Three hundred and sixty-two persons 
paid from $21 to $35 a week for board and nurs- 
ing, amounting in the aggregate to $8,594.20. 
They paid nothing for professional services. The 
physicians and surgeons who performed this 
great amount of skillful and important work 
received nothing. The staff of this hospital, 
composed of some of the leading men in the pro- 
fession, are not allowed to collect a fee from 
patients in private rooms, or in any part of the 
institution, under any circumstances whatever. 
The hospital is absolutely free, so far as the 
services of the staff are concerned. It protects 
itself, however, by demanding payment in ad- 
vance for board and nursing of all who are able 
to pay even a small amount. The rule is, that 
all must pay something, if they are able. This 
is as it should be, but why should not the attend- 
ing physicians and surgeons be paid a moderate 
fee for their attendance upon these patients? 
No one can deny for a moment that the profes- 
sional services are by far the most important 
and valuable asset these patients receive from 
the hospital, and yet they pay absolutely nothing 
for it. In fact, the professional service is their 
principal object in going to the hospital. If 
these private-room patients are able and willing 
to pay the doctor for his services, as doubtless 
many of them are, or should be, what good reason 
can be given for their not doing so? The hospital 
would lose nothing thereby, as has been proven 
over and over again in other institutions. In 
proper cases it would be no hardship to the 
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patients, and would redound to the credit of the 
hospital, and the satisfaction of the whole pro- 
fession. 

The injustice of the present custom at this 
institution was well illustrated a few years ago 
in the experience of one of our most prominent 
surgeons. A clergyman from the country brought 
a woman to the doctor to have her breast re- 
moved. Arrangements were readily made for 
her to go to a hospital, take a private room, and 
have the operation performed at a certain time. 
The fee agreed upon was satisfactory to both 
parties, and everything seemed to have been 
harmoniously arranged. A few days later the 
minister called upon the doctor, and told him 
that having heard that the patient could go to 
the Massachusetts Hospital and have the opera- 
tion done for nothing, she had done so, and 
therefore his services would not be required! 
Several similar cases have come to the writer’s 
notice, showing that the public understand the 
matter and are not slow to take advantage of it. 
As human beings are constituted, these people 
can hardly be blamed for dodging fees in this 
manner, but what shall be said of a system that 
allows the profession, one of the principal bene- 
factors of the institution, to be treated in this 
ungrateful fashion? 

It would seem that people who can pay from 
three to five dollars a day for a room should cer- 
tainly, as a rule, pay a moderate fee for profes- 
sional services. Such at all events is the general 
custom all over the country, and the writer can- 
not but think that many of these patients would 
be glad to do so, if they but realized the fact 
that their medical attendant received no salary 
or other direct compensation from the hospital, 
but was serving them upon precisely the same 
terms, that he did the poorest and most degraded 
patient in the common ward. 

To claim that the privilege of collecting a fee 
under proper regulations from well-to-do patients 
occupying private rooms in our public hospitals 
would be abused, is not only casting reflection 
upon the members of the staff, but also upon 
the judgment and discretion of the trustees 
themselves, as being responsible for the rules 
and for the appointments. Why should any 
considerable number of the most honorable, 
upright, conscientious members of the pro- 
fession be made to suffer from the misde- 
meanors of some one person, whose methods are 
remembered only to be condemned, as they so 
richly deserve? We believe that the principle 
of treating well-to-do people for nothing is w rong, 
and that the practice is worse.‘ And such is 
the opinion of the Profession at large all over this 
country. 

_For many years the Trustees of the Boston 
City Hospital have courteously granted the mem- 
bers of the visiting staff the privilege of treating 
private patients in private rooms of the hospital 
under certain restrictions, and charging for serv- 
ices, as in their homes or elsewhere. There is 


‘ A former Trustee of this hospital recently told the writer that the 
custom in vogue there was wrong, and that it ought to be changed. 





a definite understanding as to the rates of the 
two parties, and the hospital charges are always 
paid first. 

So far as the writer knows the plan has proved 
advantageous to all concerned. The privilege 
has never been abused, nor would it be easy under 
the rules and regulations of the hospital to take 
undue advantage, were any one so disposed. A 
great deal of money has in this way been turned 
into the city treasury without entailing hardship 
upon the patients, and injustice to the attending 
physicians has by so much been averted. Having 
private patients in the hospital, members of the 
staff have naturally made more and longer visits, 
the ward patients have thus received more atten- 
tion, and the interests of the institution have 
been benefited by this wise regulation of the 
trustees. 

Members of the visiting staff, however, are 
not allowed to collect a fee of patients, who engage 
a room directly from the superintendent’s office 
without a previous interview with the attending 
physician, even if they are able and willing to 
make such remuneration. While the abuse 
from this practice is not flagrant, yet the prin- 
ciple is wrong, as it tends to encourage the un- 
principled to take advantage of the profession. 
It would seem as if the physicians and surgeons 
of this great institution did gratuitous work 
enough in taking care of the tens of thousands of 
worthy poor every year to justify their being 
excused from treating the well-to-do for nothing! 
With justice to all and hardship to none the 
question of remuneration to ‘the physician 
might well be left in the hands of the superin- 
tendent, as is done in other places with such 
general satisfaction. 

The Massachusetts Homeopathic Hospital is 
conducted upon correct business principles, the 
physicians sharing with the hospital in whatever 
remuneration the patients are able to pay. All 
patients occupying private rooms and paying 
$15.00 a week, or over, must pay the attending 
physician a reasonable fee, which is to be agreed 
upon in writing before entrance, and filed with 
the superintendent. Furthermore, any member 
of the staff may take a private patient to the hos- 
pital, and if he pays over $7.00 a week for his 
board, the physician is at liberty to charge a fee 
for his services, but it is to be paid only after 
the hospital charges are settled. This plan 
seems just and right, and ought to satisfy all 
parties. The patients pay for what they receive, 
and the physicians feel that they are not being 
imposed upon by giving away services for which 
they ought to be remunerated. 

The Carney Hospital, as regards private room 
patients, is managed upon the same general plan, 
as shown by the following rules: 

“ Patients who can afford to pay for the serv- 
ices of a surgeon are expected to do so, and they 
shall make arrangements with the surgeon before 
the operation. Those who cannot afford to pay 
the surgeon for his services will receive the same 
free of charge. 

‘All patients in private rooms or in private 
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ward beds will be expected to pay the surgeon 
a fee.” 

As a rule patients occupying a private room 
at St. Elizabeth’s Hospital are required to pay 
the attending physician. In all hospitals a pa- 
tient is occasionally able to pay for the room, or 
his friends can do it for him, but they could not 
do any more than that, without making an un- 
necessary sacrifice. No physician would for a 
moment object to taking care of such patients 
without a fee. Our contention does not apply 
to this class, as they are very often the most 
deserving of charitable aid, and are most appre- 
ciative of all that is done for them. 

Members of the staff are allowed to put patients 
into the private rooms of the New England Hos- 
pital for Women and Children, and charge a fee 
for professional, services, provided they pay 
$15.00 a week or over for board and nursing. 
They are not allowed to charge private room 
patients a fee under any other circumstances. 

At the Free Hospital for Women, applicants 
are required to fill out a blank stating among 
other things, the amount of property owned, 
income of family, number of dependents on 
same, rent paid, assistance received from rela- 
tives or friends, etc. No patients able to pay 
even a moderate fee are received, as the Insti- 
tuiton is devoted entirely to the poor. 

Permit me to call your attention to what has 
been done in other places in this matter. Per- 
sonal correspondence with the superintendents of 
several of the largest hospitals in New York, Phila- 
delphia and Baltimore reveals the fact that 
patients occupying private rooms in the public 
hospitals in those cities are given distinctly to 
understand, that they must pay the attending 
physician forservices rendered, except, upon inves- 
tigation, the superintendent decides otherwise. 

The rules and regulations in effect at the 
Roosevelt Hospital may be taken as a type of 
those in vogue in all the larger New York hos- 
pitals. They are as follows: 

Upon the ecard giving the “ 
printed the following notice: 

“Tt is expected that occupants of private 
rooms will pay the member of the Visiting Staff, 
whose professional services are given, a fee to be 
agreed upon before admission, or upon the first 
visit of the doctor.” 

The following is copied from the rules of the 
Trustees: 

“The members of the attending staff give 
their professional services to the hospital without 
salary under the following conditions: 

‘(a) They will not receive professional fees 
under any circumstances fromany patient occupy- 
ing a bed in the wards of the hospital, neither 
will they expect or receive such fees from any|u 
patient applying directly to and received in the 
hospital for accommodation in a private room, 
provided that in the opinion of the superintend- 
ent, ability does not exist on the part of such 
patient to pay for professional attention given 
besides paying the hospital charges for board 
and nursing. 


Room Rates ”’ is 





‘““(b) It is expected and required that the mem- 
ber of the attending staff, who recommends a 
patient for admission to a private room, shall 
make definite arrangements regarding his pro- 
fessional fees before such patient enters the hos- 
pital. 

‘‘ The designof the foregoing rules is to protect 
the hospital authorities and attending staff from 
any misuse of their charitable services.” 

Practically the same rules are in force at the 
Presbyterian, the St. Luke’s and the New York 
hospital. Bellevue Hospital has no private 
rooms. 

Franklin B. Kirkbride, Esq., Secretary of the 
Polyclinic Hospital in Philadelphia, writes as 
follows: ‘‘ As far as I know, all hospitals in this 
city, which have private rooms, permit their 
physicians to charge fees for their services, al- 
though there may be instances where, owing to 
to special circumstances, the patient is treated 
free.” The rules of the Pennsylvania Hospital 
are precisely like those of the Roosevelt in New 
York. 

Patients occupying private rooms at the Johns 
Hopkins Hospital, as well as the other large 
hospitals in Baltimore, are also required to pay 
for professional services. 

Dr. Alexander Davidson, Surgeon to St. John’s 
Hospital, Toronto, says that “ patients occupying 
private rooms in our hospitals are most undoubt- 
edly expected to pay for their professional serv- 
ices.’ Dr. James Bell of the Royal Victoria 
Hospital, Montreal, says that the same practice 
prevails in the hospitals of that city. Sir William 
Hingston of Montreal also makes the same report. 
To this list may be added the hospitals in Albany, 
Troy, Syracuse, Rochester and Buffalo. 

Dr. Nathan Jacobson of Syracuse, N. Y., writes 
that they have in that city two general hospitals, 
one for women and children, and one homeo- 
pathic hospital. A few years ago the doctor in- 
augurated the ‘ Syracuse Hospital Association,” 
composed of five representatives elected annu- 
ally from each of these four hospitals, and these 
20 persons constitute an executive board, which 
meets once a month. 

There exists now in all the Syracuse hospitals, 
as a result of this association, the same classifi- 
cation of patients, the same conditions of admis- 
sion, and, as far as possible, each of the respec- 
tive groups of patients has the same privileges. 

They have three classes of patients: (1) 
Private patients, each occupying a room for 
which he pays from $15.00 to $30.00 per week. 
He selects his physician and pays him, as he 
would outside the hospital. (2) Private ward 
patients, who are placed in rooms of two to four 
beds. They are charged from $8.00 per week 

upwards, can choose any physician on the staff, 
and must pay him for his services. The only 
patients who receive gratuitous treatment are 
some of the general ward patients. They are 
required to pay $6.00 per week, if able, or, if they 
have a legal residence, the town or city is re- 
quired to pay this sum. Those having no legal 
residence are treated free. The result of this 
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plan is that nearly all of the hospitals are upon a 
paying or self-supporting basis, and all are well 
patronized by the profession. This plan seems 
to be a good one for the smaller cities, and is 
worthy of consideration by the larger ones. 

The writer has obtained information upon this 
subject of private-room patients from 38 hospitals 
in Massachusetts, outside of Boston, and finds 
that 35, or all but 3, allow members of the staff 
and often other physicians under certain condi- 
tions to have patients in the private rooms, and 
charge for services, as they would in their homes 
or elsewhere. The following hospitals: in New 
England, twelve in number, also grant this privi- 
lege to the staff, namely, The Rhode Island, and 
St. Joseph’s Hospitals in Providence, the Homeo- 
pathic in New Haven, the St. Francis’ in Hart- 
ford, the Nashua Hospital, three hospitals in 
Manchester, N. H., the Margaret Pillsbury in 
Concord, N. H., the Maine General in Portland, 
the Elliot City in Keene, and the Mary Fletcher 
Hospital in Burlington, Vt. 

By way of summary it may be said that of 5 
hospitals, that have been heard from in ee 
England outside of Boston, only five refuse to 
allow the members of the staff to collect fees for 
professional services from the occupants of pri- 
vate rooms under any and all circumstances. 
These hospitals are located in Cambridge, Worces- 
ter, Lynn, New Haven and Hartford. 

The only general hospital known to the writer in 
Boston that refuses to allow members of its staff to 
receive compensation for professional work done in 
the institution is the Massachusetts General Hospi- 
tal. The writer cannot but think that if these trus- 
tees were to inaugurate a hospital at the present 
time, independently of the customs and traditions 
of the past, they would adopt the modern methods, 
as being more just and business-like for all con- 
cerned. They naturally hesitate to make any 
radical departure from methods hallowed by 
long usage, but it would seem that gradual 
changes for the better in these matters could be 
discreetly brought about without unduly dis- 
turbing those most interested in the success of 
the institution. 

From these investigations it is clear that the 
governing bodies of our hospitals and dispensaries 
generally recognize the rights and courtesies due 
to that profession, whose gratuitous labors are 
so indispensable to the success of their under- 
takings. A reasonable consideration of the 
proper revelations of the hospital physician and 
the hospital public can but increase the interest 
and efficiency of the hospital trustees and physi- 
cians and also conduce to harmony and a feeling 
of mutual confidence and respect. 

It is the opinion of many physicians that public 
hospitals should have no private rooms, and 
should receive no private patients; that patients 
able to pay a professional fee should go to a 
private hospital. The theory is all right, but 
the private rooms are here and here to stay. 
A few are not only useful, but very essential to 
every well-equipped, up-to-date hospital. Only 
let them be conducted upon a fair and business- 





like basis, and no reasonable objection can be 
made to them. 

Private hospitals, open to all respectable 
physicians, have become a necessary factor 
of modern civilization. They afford an admir- 
able refuge for the well-to do in time of need, and 
should be encouraged and faithfully supported 
by the profession and the public. They not 
only relieve the public hospitals, but they fur- 
nish better facilities for the care of many affec- 
tions, especially surgical, than can be found in 
the ordinary home. As regards time, modern 
surgery consists largely in getting ready. The 
hospital is always ready, the home never. Fur- 
thermore, in many instances it is much better 
for all concerned to remove the patient to the 
hospital, as can now be so easily done with the 
coupé ambulance, than to turn the house upside 
down in making it a temporary hospital. Pro- 
perly conducted, the private hospitals ‘are a 
blessing to the community, and a convenience 
to the profession. 


2. OUT-PATIENTS. 


We now come to the consideration of dispen- 
saries and out-patient departments5 The num- 
ber of persons treated annually in these clinics 
runs into the hundred thousands. By reason of 
the absence of any concerted measures for the 
exclusion of the unworthy, it is the opinion of 
nearly every one, who is personally familiar with 
the work — physicians, superintendents, super- 
visors, nurses and attendants — that a certain 
proportion of these patients are well able to pay 
for the necessary attendance. Not a few admit 
that they can pay a moderate fee, but for various 
reasons they apply at the hospital, rather than 
to a physician, not knowing, perhaps, that they 
could get much better service from the same 
physician by applying at his office. Very many 
patients apply at these clinics solely to avoid a 
fee. They see no harm in so doing, as others do 
it continually, and why should not they? Social- 
ism, hard times, the temptation to get something 
for ‘nothing, and many other influences send 
many persons to the dispensaries, who have no 
good reason for depending upon charity. Every 
family physician knows of patients who are per- 
fectly able to pay for necessary services, and yet 
depend upon charity for their medical treatment. 
This ought to be stopped, and it can be to a 
great extent, as will be shown later in this paper. 
How is it to be done? 

The most effectual method known to the writer 
is by some form of inspection. True, it is expen- 
sive, but do you not suppose that the founders 
and supporters of these charities would rather 
a portion of the funds should be expended in 
self protection, in guarding the benefits, than in 
bestowing them upon the unworthy and unde- 
serving? No such loose methods obtain in the 
management of house patients, why should they 
be permitted to continue to an unlimited extent 
in the dispensaries? It is the opinion of the 


5 These terms are synonymous in this paper. 
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profession that a reform in this matter is very 
essential for all concerned. 

Much has been done in other places to correct 
the ‘‘ dispensary evil,’ and it is well worth our 
time and attention to consider the methods and 
their results. And first let us see what is being 
done at home. 

The method of inspecting out-patients, which 
has been in use for some time at the Massachusetts 
General Hospital, is admirable, and except for 
the fact that it does not include house visits, is 
probably as good and efficient as can be expected 
at present. The inspection is made by the 
assistant superintendent, or some one _ repre- 

senting the administration. As witnessed by the 
writer the investigation was conducted in a simple, 
matter-of-fact manner, without friction or excite- 
ment, and was productive of excellent results. 

On entering the rotunda of the building each 
new patient was sent to the inspector, who asks 
the name, address, occupation, number in family, 
wage-earners and dependents, income, rent, 
name of family physician, and perhaps the reason 
for applying at the hospital, ete. A judicious 
and experienced inspector can very soon decide 
as to the fitness of the applicant to receive charity. 
The worthy ones are sent to another table, where 
they receive a card for the proper department, 
which is their future passport to the hospital. 

To those who were thought able to pay for the 
necessary services, the purposes of the hospital 
were explained in a few words, and they were 
kindly advised as to the best course to pursue; 
whether to return to their own physician, if they 
had one, to apply to some one in their neighbor- 
hood, or to one of the staff, etc., as seemed best 
to the inspector. 

A case In point came under our observation. 
A commercial traveler from the western part 
of the State applied for the opinion of an expert 
in regard to his enlarged glands in the neck. As 
he was perfectly able and willing to pay for advice, 
he was given the address of a member of the 
staff, and he went his way satisfied at having 
received all he could reasonably expect, and all 
he was justly entitled to. It is difficult for a 
physician to understand why he should be called 
upon to give his services to scores of similar per- 
sons for nothing, simply because he holds a posi- 
tion upon the staff of a charitable institution. 

The inspection at this hospital was conducted 
with such admirable tact and discretion, that 
no one having the least claim upon charity could 
find any grounds whatever for complaint. Every 
one received kind and considerate attention, 
and was advised what to do to obtain relief. It 
goes without saying that all doubtful cases, 
emergencies, sudden or severe illnesses, and 
accidents receive prompt and skillful attention. 
Humanity is never lost sight of. It is only those 
who are not worthy of charity by reason of being 
able to pay for treatment that are affected by 
this safeguard. That the plan does much good 
is shown by the fact, that from none to 12 or 15 
persons are referred elsewhere daily, as not being 
proper objects of charity. 





The trustees of this most excellent institution 
merit the cordial appreciation of the whole pro- 
fession for inaugurating this efficient system of 
inspection in their out-patient department, and 
it is to be hoped that the time is not far distant, 
when the rules applying to their private-room 
patients may be modified to correspond to the 
best sentiment, as well as the best business prin- 
ciples, of the present day. 

Dr. Farrar Cobb, the able Superintendent of 
the Massachusetts Charitable Eye and Ear Infirm- 
ary, has developed a system of inspection, which 
has been partially effective. The trustees in 
response to earnest representations of Dr. Cobb 
and the staff are considering a plan for making 
the inspection more thorough by means of a spe- 
cially trained inspector whose sole duty shall be 
to adequately sift the applicants for treatment 
in a proper manner. Members of the staff are 
not allowed to act as inspectors, although they 
may refer suspects to the superintendent’s office 
for further investigation. His decision, however, 
is final, as it should be. On an average about 
20 patients are interviewed daily, and about a 
thousand are refused treatment annually, as being 
able to pay for needed services. 

House patients are required to pay $6.00 a 
week, or such portion of that amount as they are 
able. Half of the patients are unable to pay 
anything. All patients able to pay over $6.00 
a week are sent elsewhere, as the institution is 
for the poor only. Members of the staff are not 


;|allowed to charge private patients a fee under 


any circumstances. Those able to pay a reason- 
able fee, or otherwise unsuitable applicants, are 
handed a list of the surgeons and assistant sur- 
geons with their addresses, and are dismissed in 
a kindly manner, the reasons for such action 
having been carefully explained to them. 

The out-patient clinic at the Children’s Hospital 
is very large, and the character of the work very 
important. Patients come from long distances 
to obtain the services of its justly celebrated 
staff. A careful system of inspection is carried 
on by the bookkeeper, who has been there a good 
many years. She makes careful i inquiry into the 
occupa tion and financial condition of the chil- 
dren’s parents, those that are able to pay for 
treatment being given the names and addresses 
of two or more of the younger members of the 
staff, and referred to their offices for advice and 
treatment. They are refused treatment at the 
free clinic, which they are told is for the poor and 
destitute only. 

The out-patient service at the Boston City 
Hospital is simply enormous, the attendance at 
the surgical clinic alone averaging over 200 daily. 
Last summer the city government requested the 
trustees to keep the out-patient departments 
open from nine to two, and from six to seven in 
the evening! Under these regulations it would 
be interesting to know when the out-patient 
physicians would have a chance to earn their 
bread and butter! Thus far the request has not 
been complied with. 

There being no inspection at this institution 
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the result is that in the opinion of the staff the 
clinic is abused to an extent varying from 20 
to 25%. A few years ago one of our leading 
surgeons inv estigated 500 patients in the surgical 
out-patient department as to their ability to pay 
some sort of a fee with the following results: 
Accidents and emergencies, about 10%; worthy 
poor, about 40%; not deserving of charity, about 
50%. Recently one of the physicians to out- 
patients interviewed 100 women for the same 
purpose, and came to the conclusion that 20% 
were undoubtedly able to pay a reasonable fee 
for needful services; as many more were doubtful, 
and about 60°% were deserving of charity. 

The Boston Dispensary with its army of pa- 
tients has no system of inspection or exclusion, 
although the able superintendent, Dr. E. O. Otis, 
is of the opinion that some general plan, agreed 
upon and adopted by all the dispensaries, would 
do considerable good in correcting the evil in 
question. 

So far as known to the writer, no other dis- 
pensary in the city has any system of inspection 
in use looking to the exclusion of the unworthy 
from the clinics. A good deal has been done in 
other cities to diminish the abuse of medical 
charity in the dispensaries, a brief consideration 
of which will now engage our attention for a few 
moments. 

According to the Annual Report of the State 
Board of Charities for 1898, more than one million 
persons received free treatment at the New York 
dispensaries in 1897. These facts “ show very 
clearly that some concerted effort, aided by com- 
petent legal authority, should be made to prevent 
too free distribution of medical relief, with its 
pauperizing tendencies, which are detrimental to 
the State’s best interests.” (Pp. 18 and 19.) 

After some years of agitation of the matter, 
the present ‘‘ Dispensary Law ” was enacted by 
the New York legislature in 1899, making it a 
misdemeanor, punishable by fine and imprison- 
ment, for anyone to obtain medical and surgical 
treatment on false representations from any 
licensed dispensary in the State. This penalty 
is not only posted in a conspicuous place in the 
reception rooms, but is printed on the pass cards, 
that are to be presented at the entrance to the 
dispensary. 

When the law had been in effect a little over 
three years, Dr. Stephen Smith, Chairman of the 
Committee on Dispensaries of the New York 
State Board of Health, stated, that “ the great 
increase in the dispensary attendance shown in 
the past years had been materially checked.’’* 

Mr. W. B. Buck, Superintendent of Inspection, 
State Board of Charities, reports a very favorable 
condition of the effects of the law.? The rules 
adopted by this body require that every licensed 
dispensary shall haye an officer, register, as he is 
called, who shall receive and examine every 
applicant as to his ability to pay for treatment. 
If in doubt the: applicant may be asked to sign 
a statement as to his financial condition, and 


6** Charities,” August 29, 1903. 
7“* Charities,” Jan. 14, 1905. 





upon his refusal to do this he may be denied aid, 
if not urgent. The law and rules are very well 
carried out according to the inspector, whose 
business it is to look after this work. The only one 
of the 34 requirements in the rules, that is neglected 
to any extent, is the one prescribing investiga- 
tion of the doubtful applicants between visits. 

This law, in charge of an active judicious in- 
spector, can but have a most beneficial effect in 
curtailing the abuse of the charities. 

Correspondence with the superintendents of 
five of the largest hospitals in New York shows 
that they have a system of inspection in use for 
the correction and prevention of the “ dispensary 
evil.” Dr. C. Irving Fisher of the Presbyterian 
Hospital, Dr. Lathrop of the Roosevelt, Dr. 
Mabon of Bellevue, Dr. Ludlam of the New York, 
and Rev. George F. Clover of St. Luke’s, — all re- 
port that the out-patient departments in their re- 
spective institutions are inspected more or less. 
carefully by a representative of the administra- 
tion. Those patients who are able to pay are sent 
to a physician’s office. The doubtful ones are re- 
quested to bring a recommendation from a respon- 
sible party, sign a statement, or they are reported 
to the Charity Organization Society for investi- 
gation. 

Inspection in some form is in use in about half 
of the dispensaries in Philadelphia, and is the 
rule in some, if not all, of the dispensaries and 
hospitals in Baltimore. 

The most thorough and satisfactory system of 
inspection of out-patients known to the writer 
is one that has been in use at the Rhode Island 
Hospital in Providence for six or seven years, 
under the able and efficient management of Dr. 
John M. Peters, from whose admirable paper I 
beg to quote somwhat freely.’ Briefly stated 
the plan is as follows: 

Displayed prominently opposite the entrance 
is a large placard stating, among other things, 
that the services of the physicians in attendance 
are given free, and are for the pooronly. Patients 
who are able to pay a physician will not be treated 
in this department, except in case of recent acci- 
dent, emergency or sudden illness. All patients 
wishing to receive treatment should bring a letter 
of recommendation from some physician in good 
standing, from the agent of some charitable 
institution, or from some person known to the 
inspector. If the patient does not bring such a 
letter, he is requested to sign a statement that 
he is unable to pay for professional services, and 
that he desires charitable aid. 

Many patients leave the building on reading 
this notice; others speak to the officer in charge, 
and are referred to a physician in their vicinity. 
Each of those admitted is taken into a private 
room, and quietly and politely questioned as to 
his position in life, his business, wages, number 
in family, pumber of dependents and wage-earners, 
family physician, reason for applying at the 
hospital, ete. The agent has the tax books of 
all the cities and towns in the state, and consults 
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them frequently. He also consults directories 
employers, physicians, etc., in short uses every 
means to find out as much as possible about the 
doubtful applicants. Of course, many cases are 
self-evident, and are admitted without much 
ceremony. If the answers are not satisfactory, 
and the case not urgent, the patient is asked to 
come again with a letter of recommendation. 
In the meantime the agent looks him up by 
making personal inquiries, visiting his address, 
ete. Occasionally he finds a wrong address, a 
vacant lot, or some other condition leading to 
the suspicion of deception. Under these cir- 
cumstances the applicant is not likely to receive 
much aid at that institution. 

To quote from Dr. Peters’ paper, “This position 
of agent requires a man of patience, knowledge 
of human nature, politeness, firmness and espe- 
cially a man of tact. 

‘‘ This system has been in vogue for the past 
six and one-half vears, and while at first there 
was some criticism from employers and from 
friends of patients, yet when the nature and 
justice of the system was explained to them, and 
since the knowledge of it has spread abroad, 
there has been practically no complaint from 
any source. In all cases our agent is obliged to 
give the patients the benefit of the doubt, at least 
for the first treatment. This system has been fol- 
lowed out practically as deseribed, and we think 
we have corrected to a large degree what we 
started out todo. There can be no question but 
what the abuse has been lessened. Complaints 
from physicians not connected with the hospital 
are few in number; our own staff are content in 
that they are not asked to question patients, 
and are not obliged to treat patients evidently 
able to pay. The worthy poor receive better 
and more prompt attention with the decrease 
of the size of the clinic. We are not helping to 
pauperize.”’ 

Such in brief is the plan, as described in ‘Dr. 
Peters’ most interesting paper. Now what are 
the results? During the six and a half years 
under this system 35,742 patients passed through 
the hands of this agent. Six hundred and four 
were rejected because they owned real estate of an 
assessed valuation of of $2,247,128, or an average 
of nearly $4,000 each. Three hundred and sixty- 
three married men were rejected, whose average 
weekly wages were $18.13. Seven hundred and 
fifty-three were rejected because in the opinion 
of the agent their wages were sufficient to allow 
them to pay for the services of a physician. 
During the first six months the system was in 
use the applicants fell off 40%. ‘‘ The knowl- 
edge that the applicant will be subjected to a 
rigid questioning undoubtedly keeps many un- 
worthy ones away. The moral effect is good.’ 
During the second six months of the system the 
number of worthy applicants remained about 
the same as previously, while the rejected had 
fallen off 50%, as the plan became better known. 
_ Allow me to conclude this extended abstract 
in Dr. Peters’ own words: “I firmly believe 
that if representatives of all such institutions in 





,;any city could come together and agree on this 


or some other system, and have it conscientiously 
carried out by men of tact, this abuse can be 
checked or controlled even in the large medical 
centers.” 

In the light of all this evidence the writer can 
but conclude that the profession has it in its 
power to bring about an improved condition of 
affairs in this city, as has been done in other 
places, if we set about it in the right way and 
persist in our efforts. 

The trustees and managers of our medical 
charities invite the profession to assist them 
in carrying on the largest and.most important 
charitable work in the world. Without our 
assistance it could not go on for a single day. 
We are asked to perform this enormous amount 
of labor for nothing, 7. e., for no direct compen- 
sation in the way of fees or salaries. Aside from 
the satisfaction of relieving pain and saving life, 
our sole recompense comes in the form of enlarged 
experience and reputation. While these are 
valuable considerations, I submit that they do 
not justify unlimited neglect or defiance of the 
ordinary economic laws that obtain in all other 
occupations. 

It seems to the writer that we must look to 
three sources for relief in the matter in hand, 
namely, to the public; to the trustees and man- 
agers of our medical charities, and to the profes- 
sion at large. 


1. THE PUBLIC. 


The public should be educated to the following 
facts: These institutions are designed and sup- 
ported for the poor and destitute, who cannot 
afford to pay for the necessary treatment. The 
profession give their services freely and willingly, 
and without pay, to this class of patients. They 
are treated kindly, faithfully, skillfully and 
with due consideration, as is usually shown our 
private patients. The hospital physician gives 
the best part of his time, strength and skill to 
his charity patients. He is subject to their 
calls at all hours of the day or night. He may 
get some one to respond to his private patients, 
but he is expected to do his hospital work him- 
self. He alone is held responsible for its proper 
performance. He constantly exposes himself 
to the risks of contagion, blood poisoning, and 
all the accidents incident to his profession, not 
even excepting suits at law for malpractice! 

By taking the time and strength of the hospital 
physician the well-to-do people are not only 
wronging him, but they are deprivi ing the worthy 
poor of that prompt and efficient service to which 
they are justly entitled. Paying taxes no more 
entitles one to free medical treatment than to 
free water, gas or any other ordinary commodity. 
In short, getting something for nothing demor- 
alizes the individual, and encourages deceit, 
laziness and pauperism. 


2, THE TRUSTEES. 


The trustees of our medical charities can do a 
great deal towards checking abuse by making 
and enforcing two general rules, as follows: 
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(1) All patients cocupying private rooms in our 
hospitals shall be required to pay the attending 
physician a fee for professional services, unless 
excused from so doing for good and sufficient 
reasons by the superintendent, or other repre- 
sentative of the administration. 

(2) Out-patients shall be inspected and _re- 
quired to show in some way that they are worthy 
objects of charity. That those patients who 
are able to pay something, even a small fee, shall 
be refused free treatment under ordinary cir- 
cumstances, but shall be directed and advised 
as to the best course to take to get relief. It goes 
without saying that accidents, emergencies, etc., 
are to recelve prompt and humane care without 
question until the stress is over. Common 
humanity is not to be interfered with by any 
set rules or restrictions. We are only attacking 
flagrant and unmistakable abuse and imposi- 
tion, and are in favor of giving the patient the 
benefit of any doubt in all cases. 

In view of the facts, as herein set forth, is it 
presumptuous on our part to ask the trustees 
of these institutions to protect the hospital physi- 
cian from wasting his time, strength and skill, 
his capital in life, upon those who have no right 
to them, and hence do not deserve them? And 
furthermore, to ask them to show due considera- 
tion for the outside or family physician by refus- 
ing to allow the well-to-do people to obtain free 
treatment at the institutions under their charge? 
We ask for no more. How can they in reason 
and justice grant us less? 


3. THE PROFESSION, 


And finally, as the profession is more or less 
responsible for the present state of affairs, and 
as no marked improvement is to be expected 
without strenuous efforts on our part, it behooves 
us to consider the matter pretty carefully, that 
we may get at the causes, and thus be enabled 
to act intelligently to secure an improvement. 

Patients able to pay a fee apply for advice and 
treatment at our hospitals and dispensaries for va- 
rious reasons. Many are ignorant of the objects 
of the institutions, or are thoughtless of the fact, 
that they are intended for the poor only. Some 
are strangers, and naturally think that they will 
find the best talent at these public institutions. 
Others think that they will receive more skillful 
treatment, than they would expect from a private 
physician. Not a few wishing the services of a 
specialist, and thinking that they cannot pay 
his fees, resort to the dispensary, not being aware 
of the fact that the specialists, like all physi- 
clans, have a sliding scale of fees, a custom that 
is as old as the profession itself. 

The patients may have got tired of their physi- 
cian, or he may have got tired of them, or from 
the nature of their disease they may not be 
making the progress that is desirable, and instead 
of seeking help in the proper manner, they go 
or are sent- to the charity. It is a common 
impression that the hospital doctor receives a 
large salary, and is therefore indifferent as to 
whom he treats. This is particularly true as 





regards municipal institution. No other large 
class works for the city for nothing, and the ordi- 
nary citizen cannot understand why the doctors 
should. Such, however, is the fact, and it should 
be made known in justification of this movement 
for reform. 

A good many patients from outside the city 
apply" for advice through 1 ignorance and thought- 
lessness (?); as was shown in the experience of 
one of our leading oculists some years ago.’ 
Upon a certain day he noticed that a number of 
apparently well- to-do people from an adjoining 
state appeared at his clinic at the Eye and Ear 
Infirmary. Investigation revealed the fact that 
these people had taken advantage of a cheap 
excursion to get free advice in regard to their eyes 
in response to the suggestion of an enterprising 
tourist agent. The writer has recently been told 
of a woman who came all the way from the Pacific 
coast to get advice as to the necessity of under- 
going a laparotomy. She traveled about 3,000 
miles, applied at one of our largest dispensaries 
and got an opinion that probably cost her just 
ten cents. 

The methods of seeking medical advice are 
often contagious. A person goes to a hospital 
or dispensary and gets relief. He straightway 
tells the neighbors of his good fortune, and away 
they all go to the same place to get that for which 
they have been accustomed to pay. 

Finally, we have a class of patients who delib- 
erately and with malice afdrethought resort to 
charity to avoid paying the doctor, and for no 
other purpose. They dress up in old clothes, 
soil their hands, give false names and addresses, 
and are frauds and pretenders from first to last. 
It is to be hoped that this is not a large class, but 
that it exists there is abundant evidence to prove. 

Now none of the foregoing people are proper 
objects of charity, and there is no good reason 
for making them so. They need to be informed, 
educated, directed and advised as to the true 
state of affairs, and told the best course to take 
to procure the necessary services In a proper 
manner. A kindly interest, tact and discretion 
will satisfy the better class, and the others will 
be satisfied with nothing in reason. With a little 
patience and forethought the hospital physician 
can do much to strengthen or restore the con- 
fidence of those who have become dissatisfied 
with their medical attendant. Any open criti- 
cism of the latter by the former is of course never 
made by the judicious and kindly disposed. 
Any suggestions in regard to diagnosis and 
treatment are better given in a private note, 
rather than through the patient. Nothing is 
ever lost, but much trouble sometimes saved by 
a little forethought in dealing with patients who 
are disposed to criticize their physician. Such 
bread cast upon the waters is very apt to return 
in the form of future blessings. 

In sending the worthy poor to the hospital the 
outside physician could aid the cause by giving 
them a card or note, as a voucher of their needs. 


9 Dr. Hasket Derby: 
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Patients able to pay even a moderate fee should 
be sent, not to the clinic, but to the physician’s 
office with a note stating the circumstances, and 
suggesting such consideration in the fee as he 
is able to pay. Should the consultant not care 
to take the case, let him recommend some com- 
petent physician, of whom there are usually 
plenty, who would be glad to undertake it. 

If the consultant is wise, he will not only kindly 
explain matters to the patient, but will say 
wr: like the following: “ Go and see Dr. 

\., and if things don’t go right, let me know, and 
I will help you out.” He will thus establish a 
feeling of confidence and esteem among all parties. 
The patient will feel that he is receiving proper 
attention for which he is to pay a reasonable fee; 
the young physician will be encouraged to merit 
the confidence placed in him, and the consultant 
will thereby enlarge his sphere of usefulness in the 
direction most satisfactory to any ambitious man. 

Physicians in priv ate practice need have no 
difficulty 1 in obtaining the assistance of an expert 
in their charity cases without sending them to a 
hospital. The consultants are few who are un- 
willing to accommodate a fellow practitioner by 
seeing his poor patients along with the better 
class. ‘ So long as Iam your consultant, Doctor, 
I will help you in any way possible regardless of 
the financial condition of your patient.’ The 
physician who would take advantage of this sort 
of a consultant by sending him only his impecu- 
nious patients would be very inconsiderate, to 

say the least, and would probably be little influ- 
enced by any rules or regulations that might be 
made for his guidance. 

The fundamental rule for all physicians to ob- 
serve is to encourage no patient who can pay a 
fee, to apply at a free clinic, and thus be made 
an object of charity. They should be urged to 
pay for medical services, as they would expect 
to do for any others that come within their means. 
Their manhood should be stimulated, and not 
narcotized. The deliberate frauds should be 
black-listed, and put on record for easy reference 

The argument has been advanced that well- 
to-do patients make an adequate return for what 
they receive at the free clinics by serving as 
material for study and observation. We hardly 
think this argument would be accepted in any 
other profession or calling, and we do not think 
that it is either sound or reasonable when applied 
to ours. Very many respectable physicians feel 
that they are now being deprived of their legiti- 
mate work to an unwarrantable extent by the 
numerous free clinics, and that if they continue 
to increase it will soon be even more difficult to 
earn an honest living at their profession than it 
is at present. For the same reason more desirable 
men will be deterred from entering the profession, 
than is said to have been the case in the past. 

It would be difficult to suggest a scheme more 
demoralizing to the business sense of the commu- 
nity than this one would be if adopted to any 
extent. Properly used it would seem as if the 
worthy poor of our large cities might furnish 
sufficient clinical material to satisfy all reasonable 





demands. At all events this does not seem to 
be a good reason for increasing our indigent 
classes. They are already too numerous, and 
our efforts should be directed to diminishing, 
rather than to increasing, their numbers. 

The criticism may be made that this paper is 
too commercial, is on too low a plane to be brought 
before this audience. In reply the writer would 
remind his hearers that the time may come in 
the lives of any of us, when an honest dollar will 
be the best friend we can have. Too many 
physicians in the past have been defrauded of 
their just deserts by this promiscuous and un- 
limited medical charity, and as the custom seems 
to be on the increase, it would seem time to sound 
a note of warning even at the risk of being thought 
too mercenary. Would that the pen were an 
abler one than mine. 

We believe that the laborer is worthy of his hire, 
even though he be a physician. We believe that 
the doctor should receive a reasonable compen- 
sation for taking care of those able to pay for his 
services, wherever they may be rendered. We 
believe it to be the duty of the trustees of our 
medical charities to protect the physicians, the 
public and themselves from this wide-spread and 
increasing abuse of these services. The trustees 
of these institutions are honorable, upright, intel- 
ligent men, thoroughly conv ersant with sound 
business principles, and we believe that they 
will agree in the right and justice of our claims. 
We also believe that they will welcome any reason- 
able plan that bids fair to correct the wrong. 

We do not counsel strikes, lockouts or boycotts. 
The matter at issue rests ‘with gentlemen, and 
should receive calm, careful and rational consider- 
ation, as becomes the importance of the cause, and 
the character and dignity of the parties interested. 
It should be settled right, for until that is done, 
it will never be permanently settled. 

Judicious, harmonious and persistent efforts 
on the part of the profession are essential to our 
success. The reform has been satisfactorily 


_|accomplished in other places, why can it not be 


done here? The writer believes it can be, if we 
insist upon it. How shall we set about it? 

Unless some one can propose a better plan, the 
writer would suggest that a committee be ap- 
pointed at this meeting to take the matter in 
hand. Said committee to consist of seven mem- 
bers, to have full powers to add to its numbers, 
and to take such steps as may be deemed neces- 
sary to accomplish the desired results.’° 


SOME ABUSES OF MEDICAL CHARITY.* 


BY HASKET DERBY, M.D., BOSTON. 


Ir has long seemed to me that an emphatic 
protest should be made by the profession, in 
regard to the Massachusetts General Hospital 
rule concerning private patients. 

Assuming that a hospital exists, primarily, 
for the relief of suffering and destitute humanity, 
and in the second place for the improvement of 


10 Such a committee was appointed. 
*The om papers were read in discussion of Dr. Geo. W. 
Gay’s p edical Charity, at the Medical Lib: meeting in 


sonjemateen | with the Suffolk District Branch of The Massachusetts 
ical Society, Jan. 11, 1905. 
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professional knowledge and the instruction of 
students, it is difficult to see how either of these 
purposes is fulfilled by the gratuitous treatment 
of the rich. And, going a step farther, it would 
seem that such a system can only be character- 
ized as a deliberate robbery of the profession, es- 
pecially when we hear the claim calmly advanced 
by one high in authority, that in such cases a 
full fee should be charged for the operation and 
covered into the treasury of the hospital. It 
is of course but right that its private rooms 
should be a source of income to an institution 
and contribute directly to its maintenance. It 
was thus that the Carney Hospital was enabled 
to struggle into existence. But why should the 
surgeon be not only invited, but required, at the 
bidding of a board of lay trusetes, to expend his 
services on those amply able to pay for them, 
without a particle of compensation? An Astor, 
a Vanderbilt, nay, even a Thomas W. Lawson, 
may thus be found the occupant of a private 
room, the guest of the hospital, the master of 
the surgeon. His treatment of the millionaire 
may bring him an approving conscience, but will 
not help pay his rent or taxes. It is difficult to 
see how self-respecting members of our profes- 
sion can submit longer to this iniquitous rule. 

The only other point in Dr. Gay’s excellent 
paper on which I desire to comment is as to the 
proper means of discriminating between the fit 
and unfit who throng the waiting rooms of 
all our large institutions. Stress has been laid 
on the questions to be asked, which are indeed 
both right and proper. But too little has been 
said about the man who is to ask them. There 
is required a degree of tact, experience and 
knowledge of human nature which 1s rarely pos- 
sessed by a superintendent’s assistant. The 
examinations made by this individual are but 
too apt to be perfunctory and often futile. I 
have always maintained that the casting vote 
should be thrown by the surgeon himself. Such 
was the rule at the Eye Infirmary, during my 
own thirty years of service. I never treated a 
patient whom I personally regarded as unfit, 
and I am sure that these gentry were pretty 
effectually weeded out. But the present excel- 
lent and efficient superintendent has abrogated 
this privilege, and now denies the surgeon any 
voice lf the matter. The result has been, and 
in making the statement that follows I voice the 
opinion of all my colleagues whom I have con- 
sulted, that the Eye and Ear Infirmary has 
simply become notorious for its laxity in treating 
patients able to apply elsewhere, and that no 
institution in our city finds its rules more easily 
or constantly evaded. 

Let his ancient privilege of rejection be restored 
to the surgeon, and we shall see a desirable return 
to the old order of things. 


ABUSE OF MEDICAL CHARITY IN BOSTON. 


BY J. W. ELLIOT, M.D., BOSTON. 


THERE is no question as to the fact that there 
is a great abuse of medical charity in Boston. 
Everybody is familiar with instances. Not long 





ago the newspapers reported that a lady had had 
her pocket picked on an electric car. She was 
interviewed as to how much she had lost and 
blandly told the reporter that she had just been 
to the bank to draw $30, and was on her way to 
the Eye and Ear Infirmary for treatment. 
Hospital managers are beginning to realize 
that they have no right to use the funds on well- 
to-do patients, thereby crowding out the sick 
poor. It seems to me it is their plain duty to go 
to the trouble and expense of finding out who 
is deserving of medical charity and who is not. 
It also seems unfair and unnecessary to pauperize 
a portion of the community for the purposes of 
medical education. It is probable that this evil 
will continue to grow if it is not checked, as in 
London, where hospitals have existed for a much 
longer time and have become too numerous, the 
formation of a central hospital board is being 
agitated, which shall supervise hospital manage- 
ments and prevent their pauperizing influence. 
The Massachusetts General Hospital has 
already a system of questioning patients as to 
their ability to pay. In 1904 there were 106,175 
visits made to the Out-Patient Department. To 
these patients 3,307 free passes were given, the 
rest paid a fee of ten cents for each visit. This 
system probably prevents a certain amount of 
abuse, but it clearly does not go far enough, as 
many of the applicants do not tell the truth. 
The ten-cent charge has the great disadvantage 
of giving imposters a better standing. It cer- 
tainly does not rid the managers of the duty of 
looking up the doubtful cases at their homes. 
In regard to private rooms, the report of the 
Massachusetts General Hospital states that in 
1903 69 patients paid $35 per week, and that 
362 patients paid $21 or more, and that the 
amount received from patients was $74,538. I 
believe it would be better for general hospitals 
to abolish all luxurious private rooms and not to 
admit patients who can pay over $20 per week. 
Such patients should be referred to members of 
of the hospital staff and sent to a private hospital. 
The question of allowing hospital physicians 
to charge a proper fee for attending rich patients 
who are admitted to their wards seems to have 
been pretty well settled here in Boston by the 
establishment of several excellent private hospi- 
tals, where well-to-do patients can be made much 
more comfortable and treated with decidedly 
better results than can be obtained at the general 
hospitals. Yet I think it is a proper courtesy 
for hospital managers to allow the hospital staff 
to charge rich patients for services rendered at 
the hospital. 
THE PRIVATE 


AND PUBLIC HOSPITAL. 


BY ALFRED WORCESTER, M.D., WALTHAM. 


My own experience has been only in a small 
hospital in a small city, where the two very 
different functions of a public and of a private 
hospital are necessarily combined in one institu- 
tion, and where it is possible for the administra- 
tion to decide fairly well who are entitled to free 
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beds and who shall have the privileges of private 
rooms and of paying for their medical attendance. 
But in large cities it is absurd to suppose that 
any officer of the hospital administration can 
properly decide such questions. And as for 
leaving it to the physicians to decide, I for one 


would protest that physicians already have’ 


trouble enough in having to estimate in their 
private practice the paying ability of their pa- 
tients. 

The whole trouble, as it seems to me, is due to 
this mistake of combining in one large institu- 
tion the private and the public hospital. In 
London no such mistake is made. The public 
hospitals are for the poor only. And the physi- 
cians there protest against charging even the 
price of the empty bottle to out-patients of the 
hospital. This, of course, is too extreme. Our 
American practice of charging the cost of hospital 
care to all who can pay for it is a better way, 
in that patients so are not pauperized and the 
charity of the hospital is not overstrained. But 
it is no longer the proper function of large hospi- 
tals, supported either by charitable endowments 
or by public taxation, to compete with private 
hospitals by catering to the rich. 

Tormerly, before the era of asepsis, such pro- 
vision for the wealthy was necessary for their 
protection. Now such patients can be at least 
as safely cared for in the small private hospitals. 

The solution of the difficulty will never come 
by considering only the pecuniary advantage 
and disadvantage of physicians. In my opinion 
the reader made of too little account the pro- 
fessional advantage of a large hospital service. 
The experience and prestige so gained is of great 
value to physicians and still greater to surgeons. 
No one is obliged to accept or retain hospital 
appointments. 

The right solution of the question can come 
only by considering the question from the pa- 
tients’ standpoint. And if in large hospitals, 
like the Massachusetts General, the private rooms 
were used as they should be, only for patients 
whose critical condition demands the advantages 
of retirement and of extra care, and never given 
to patients simply because of their financial 
ability, there would then be no danger of rich 
imposters upon medical charity. Patients able 
to pay for luxuries would go where they should 
go, to the private hospitals. Were such a policy 
adopted, there would also soon be an end to the 
present fashion of building luxurious palaces 
out of charitable endowments and public funds. 


THE REGULATION OF MEDICAL CHARITY. 


BY FARRAR COBB, M.D., BOSTON. 


THE subject of the proper regulation of medical 
charity has been one of great interest to me 
during the past ten years. As superintendent 
of our largest special hospital, the Eye and Ear 
Infirmary, and as a member of the out-patient sur- 
gical staff of different hospitals during this time, 
| have gained more than a little practical experi- 
ence, and have been led to study the questions 
under discussion with more than ordinary care. 





Soon after I became superintendent of the 
Eye and Ear Infirmary it was established as a 
principle of that institution, at my suggestion, 
that the questioning of patients as to their fitness 
or unfitness was the function of the managers or 
trustees, and not the function of the physicians 
or surgeons. Since then an increasing number 
of supposedly unfit cases have been questioned 
by some salaried officer of the institiuton. For 
the first five years most of these cases were ques- 
tioned by myself; since then this questioning 
has been done by my first assistant, an executive 
officer of more than ordinary ability. Patients 
suspected by the registering clerks in the wait- 
ing rooms, or by the surgeons on duty, as being 
unfit for charitable treatment have been sent to 
the executive office for questioning. These cases 
have been asked a formal printed list of questions 
and the decision in regard to their fitness has 
been made accordingly. This system has accom- 
plished much, but not enough. During the last 
two years it has been evident that further and 
more severe measures to control the abuse of 
medical charity in the out-patient department, 
especially in a certain class of cases, should be 
made. The ophthalmic staff, after ‘conferences 
with me and with my heartiest approval, have 
recommended to the board of managers that a 
more rigid system is greatly needed, and that the 
board of managers permit the appointment of 
a salaried officer, a man skilled in dealing with 
the poor, who shall have no other duty but the 
proper regulation of and investigation of the 
out-patient abuse. The Executive Committee 
of the Board of Managers have expressed them- 
selves as in all probability willing to see this plan 
given a thorough trial for a year. I am hopeful 
as to its success. I think it will succeed at the 
Infirmary without the co-operation of the out- 
patient ‘departments of the general hospitals, 
because of the special nature of the work of the 
Infirmary and its relation to this community. 
I recognize, however, that this co-operation will 
be very desirable if it can be obtained. 

The limits of this discussion will not allow me 
time to take up the subjectat length or in detail. 
From my intimate, practical contact with this 
question in an executive way; from questioning 
thousands of individuals; and from a study of 
other hospitals, I have formed some very definite 
opinions on this subject, which opinions I can 
only summarize as concisely as possible. Abuse 
of medical charity at our hospitals exists in the 
out-patient departments and in the in-door 
departments. While the dispensary, or out- 
patient, abuse needs correction, the correction of 
the abuse among house patients is equally neces- 
sary, and, if anything, more important from the 
standpoint of educating the community and 
securing the proper public opinion to assist us. 
It is absolutely necessary that proper regulation 
apply to all departments of a hospital. 

In regard to the out-patient department, 
the majority of out-patients who need succes- 
sive treatments requiring more than two or three 
visits are worthy objects of charity. A large 
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number of the cases needing a single examination, 
involving the giving of an opinion or a prescrip- 
tion, whether for medicine, a surgical appliance, 
or spectacles, can afford to pay a moderate fee 
for the service. I do not believe, however, that 
this number is as large as many members of our 
profession suppose. Of the latter class a small 
number are sent by or brought by physicians for 
no other purpose than an opinion in consultation ; 
most of these cases are decidedly unfit. 

Just what the most successful system of regu- 
lation may be is still in doubt. I believe that 
the system in every institution should be in the 
hands of a salaried officer of the board of trustees, 
and that the physicians and surgeons should 
have nothing whatever to do with it. This 
officer should be a man experienced in all ques- 
tions relating to public charities and the poor of 
our large cities and smaller towns; he should be 
a man of tact, kindly and responsible. The 
questions asked by him and his powers should 
be defined by rules of the Trustees; he should 
serve under the direction of the chief executive 
officer of the institution. A number of men of 
high standing in our profession think that hard 
and fast rules, based on the occupation and 
circumstances of individuals, can be made; they 
would have servants, women clerks and stenog- 
raphers decided against almost invariably. No 
such rules can be laid down. My experience 
has taught me that in a great many instances 
these classes are worthy objects of charity. Most 
of them have others dependent upon them and 
the payment of a single fee for examination and 
treatment would be a decided hardship. Whoever 
questions and investigates cases should always 
err on the side of leniency. A charitable insti- 
tution always should give a patient the benefit of 
the doubt. Whether it is best to prove the an- 
swets of suspicious cases by subsequent visits to 
their homes, or by any method of detective in- 
vestigation, or whether these cases should be 
directed to return at a later day bringing with 
them a statement in writing from some reliable 
person, overseer of the poor, priest, reputable 
physician, etc., is a matter for future decision. 
Whatever system is adopted care should be 
taken not to drive away cases needing treatment 
immediately. Any system carried out rigidly will 
undoubtedly bring hardship upon a small but 
definite percentage of persons; those refined and 
sensitive people who have seen better days will 
always choose suffering with lack of medical and 
surgical care rather than present themselves as 
certified objects of charity at any institution; 
yet this class of patients is one of the worthiest 
that applies for charitable treatment, and in my 
experience none too small. 

No system can be carried on successfully by 
any one of the general hospitals or dispensaries 
in this city without the co-operation of all the 
others. Iam strongly of the belief that medical 
charity is more abused in this community than 
in any other city in this country. This is because 
the inhabitants of Boston and all parts of the 
Commonwealth of Massachusetts have been 





educated to expect it as their right to receive 
medical and surgical care for nothing while being 
boarded practically as private patients in the 
in-door departments of certain hospitals. I 
believe that any system to regulate medical 
charity will fail ultimately, no matter how ener- 
getic the efforts to turn away patients from our 
out-patient clinics, unless the in-door abuse at 
all the hospitals is properly corrected. This 
community, more than any other in which I have 
studied hospital systems, needs education on this 
question. The trustees of our hospitals, our 
representative citizens, and the members of our 
own profession need this education. Just so 
long as people have reason to believe, as they 
have had ample reason in the past, that those 
of moderate and even large incomes can be taken 
to a hospital and be cared for in rooms and only 
pay a moderate fee for board, lodging and nurs- 
ing, and not a cent for medical and surgical care, 
just so long will the public in the end defeat any 
attempt to consistently regulate medical charity. 
In-door patients in our large hospitals should be 
graded; charity cases should be charity cases, 
private patients should be treated as private 
patients. The establishment of private pavilions 
or wards with proper regulation of charges, as in 
most of our large cities, is necessary. The proper 
place for a private hospital is under the wing of 
a large charitable hospital. 


A POSSIBLE REMEDY. 
BY JOHN C. MUNRO, M.D., BOSTON. 


One of the fundamental obstacles to the cor- 
rection of the abuse of medical charity is the 
system at present in vogue in our larger hospitals. 
The medical and surgical staffs are composed of 
men belonging to one of three general types: 
First, those who make the hospital work a side 
issue, often accomplishing excellent results spas- 
modically, rarely grasping the full meaning of 
the work necessary to put the hospital in the 
front rank. Such men may be classed as dilet- 
tanti. Second, those who make a commercial 
use of their position on the staff to further their 
individual advancement, rarely contributing any- 
thing of value to the art of medicine or to the 
hospital. Such men may be classed as commer- 
cial. They are, fortunately, in the minority. 
Third, those who have scientific and humani- 
tarian ideals, who willingly devote their time and 
money to the work of the hospital for the sake 
of the work itself; who ask for a responsible oppor- 
tunity to work in the furtherance of their ideals, 
and are satisfied with a reasonable recompense 
therefor. To define this class is difficult; the 
members belong to the majority. With these 
three types there is no definitely responsible 
head in either the medical or surgical departments. 
What is the result? The dilettanti will not 
actively interest themselves to enforce the re- 
forms which must come from the staff first of all. 
The commercial class is more interested in its 
business ventures outside the hospital, while 
the third class cannot carry through a reform of 
this magnitude without the co-operation of all 
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their colleagues. The remedy consists in reduc- 
ing the size of the staffs, in placing responsible 
heads in the departments who shall be on duty 
throughout the entire year, who shall not only 
be allowed to make a living from the wealth of 
material which flows through the larger hospitals, 
but who shall be aided and encouraged by the 
trustees to that end. Until some such change 
is made, it is useless to plan other and ineffective 
solutions to the problem. The surgical and 
medical chiefs must be put in charge of their 
wards on as definite a business basis as though 
they were in charge of a large commercial enter- 
prise. They should be given every opportunity 
to treat, for just recompense, patients who are 
rich as well as the poor. It should be the business 
of the trustees to investigate the financial condi- 
tion of any or all patients. This need have no 
deterrent effect on the care and treatment of the 
indigent poor, nor ought it to be construed as so 
interfering in any way, shape or manner. Thus 
we should have patients charged just fees com- 
mensurate with their income. We should hear 
less of the exorbitantly large and the ridiculously 
small fees that do so much to hurt our profession. 
This plan would place a few individuals in posi- 
tions of great responsibility. It would also 
deprive certain and undeserving men of their 
hospital prestige. It would encourage first-class 
work in younger aspirants who should be allowed, 
under certain restrictions, a share in the legiti- 
mate proceeds coming through their hospital work. 
If I am not mistaken it is some system similar to 
this that has made world-famous the clinics of 
Billroth, Kocher, Mikulicz, Robson, MacEwen, 
Murphy, Matas, Mayo, McBurney and many other 
others. 

The scientific consideration, more important 
by far, does not concern us tonight and need 
not be dwelt upon. I would extend the system 
even further to cover our out-lying hospitals. 
One or two local physicians and surgeons should 
be encouraged to do the advance work in their 
districts for which they should receive suitable 
recompense, aided and abetted by their fellow 
practitioners. In this way a-few men, sufficient 
in number, would be doing the skilled work of 
their district and would be receiving just com- 
pensation, instead, as is the case now, of a lot 
of half-trained surgeons and physicians, exacting 
unjust fees for skilled work improperly done. 
Furthermore, as soon as the people know that 
they can receive first-class work for legitimate 
charges from men who have certain professional 
seals of approval, the people, speaking in a broad 
sense, will be willing to pay. It is the lack of 
responsibility, the varying results of medical and 
surgical work, the unreasonable charges, both 
too large and too small, that have done as much 
as anything to put the people in the position, so 
to speak, of working our profession. The posi- 
tion of the trustees of our hospitals on the ques- 
tion of recompense for the staff is, in the main, 
as bad as it can be. It is not business-like; it 
is not humane; it is not truly charitable; but in 
their defence it must be said that so long as the 





present system of large, irresponsible, short- 
service staffs prevails, the problem of adjusting 
the pay to the work of the staff is a most difficult 
one. 


MEDICAL CHARITY AT THE MASSACHUSETTS 
GENERAL HOSPITAL. 
BY FREDERIC A, WASHBURN, JR., M.D., BOSTON, 

Assistant Resident Physician, Massachusetts General Hospital. 

Just a word about the methods employed to 
correct abuse of charity at the Out-patient De- 
partment of the Massachusetts General Hospital, 
and then I will defend what is very evidently 
the unpopular side of to-night’s question. 

Among applicants for treatment at an out- 
patient department there are four distinct classes 
which demand consideration here: 

(1) Patients sent to the out-patient depart- 
ment by physicians for diagnostic purposes in 
order to save their patients the consultant’s fee. 
This is met at the Massachusetts General Hospital 
by refusing to admit to the out-patient depart- 
ment for consultation. The out-patient staff is 
not expected to furnish opinions or diagnoses to 
outside doctors. The doctor must transfer the 
case to the hospital for treatment stating that 
the patient is unable to pay. 

(2) Patients who apply for treatment in ig- 
norance of the conditions, expecting to pay. 
These patients have applied to the hospital 
because of its reputation and to keep out of the 
hands of quacks. They are given the cards of 
the out-patient staff on duty at that time in the 
department to which they would naturally go. 
They are told that they can go to one of these 
men or to any reputable doctor. 

(3) Patients who need treatment by a special- 
ist, but cannot pay the large fees ordinarily 
charged. It is understood by the physicians 
and surgeons of the special departments that if 
a patient comes to the office of one of them with 
a card from the hospital and states that he is 
able to pay a moderate fee only, the physician is 
to treat him for such moderate fee, or, if he does 
not care to do so, notify the physician in charge 
of the out-patient department to that effect so 
that cases need not be referred to him. The 
younger men in the special departments are 
usually glad to take such cases. If it is, for 
instance, a throat or nose case and an operation 
is required, for which the patient cannot pay, he 
is referred back to the hospital and admitted to 
the out-patient department or house as is indi- 
cated. 

(4) People who are able to pay for a physician’s 
services trying to get free treatment. An appli- 
cant who doesn’t show at once that he is entitled 
to the charity of the hospital is questioned as 
to when he has been treated in the past and by 
whom. If he gives the name of his physician 
and does not produce a letter of reference from 
him, he is sent back for it and told that this letter 
must state distinctly that he is unable to employ 
a doctor. Sometimes a patient will reply that 
it is not his intention to return to his doctor under 
any circumstances, or that he has never had a 
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doctor in this locality ; in such a case he is told to 
go to any good doctor, preferably in his own town, 
or if he desires he can have the cards of our men. 
Other cases of doubt, where it seems too much 
of a hardship to turn them away for a letter, are 
questioned and admitted or refused according to 
their answers. Undoubtedly in this last class 
there is a small but recognizable body made up 
principally from the Hebrews of the West End 
who are well to do ané put on rags for out-patient 
purposes only. These people are occasionally 
detected, but on the whole they know the lies 
to be told and the appearances to put on to gain 
admission. Such rogues we cannot hope to 
detect. Tax books help some, but these would 
only show real estate held, for a man who would 
lie to get free medical treatment would not hesi- 
tate to lie about personal property. 

I wish to emphasize the necessity of having 
all applicants handled by a physician and a man 
of patience and tact. 

I am indebted to Dr. Peters’ able article on 
‘‘ Experience in checking Dispensary Abuse in 
the Rhode Island Hospital,” for the sub-divisions 
used. He makes use of three others which I 
have omitted as they do not apply to our clinic. 


CASES ADMITTED TO THE HOSPITAL. 


No physician or surgeon can charge patients for 
his services at the Massachusetts General Hospital. 

All patients, except accident cases, are recom- 
mended for admission by physicians either from 
their private practice or from the out-patient 
department. I have endeavored to state briefly 
how we have reformed our out-patient depart- 
ment, and now I want to ask the aid of this society 
in reforming its own members. We are to a great 
extent dependent upon the good judgment of 
physicians outside in recommending for admis- 
sion only such patients as require free medical 
treatment, that 1s, those who are unable without 
hardship to go to a private hospital or to have 
the necessary nursing and attendance at home. 
When you, gentlemen, who are best fitted to 
know your patients’ circumstances, refuse to 
recommend to a general hospital those who can 
afford to have the necessary attention at a pri- 
vate hospital or at home, then the abuse of which 
you complain stops of itself. So much for such 
abuse as does exist, and in my opinion it is very 
inconsiderable at the Massachusetts General 
Hospital. 

One word as to the great gifts of time and serv- 
ices which physicians give the hospital. While 
I am among the first to admit that the reputa- 
tion of the hospital is dependent upon the repu- 
tation of its staff, on the other hand, let us not 
forget that the physicians and surgeons in any 
great hospital receive as much from the hospital 
as they give to it, both in reputation and the 
chance they have of improving themselves in 
its wards. 

The suggestion which has been made here to- 
night that the staff of our large hospitals be al- 
lowed to charge patients in private rooms is, in 
my opinion wrong and would leave the physicians 





unconnected with such institutions in a worse 
position thar they are now. If the Massachu- 
setts General Hospital were to admit private 
patients who were allowed to pay fees to the physi- 
cians and surgeons, this fact would soon be noised 
through New England and the prestige of the 
hospital would bring to it many patients who 
are now kept away because they know they can- 
not come here and pay the surgeons their fees. 
The result would be that it would be necessary 
to build a large private ward building, perhaps 
like that of the New York Hospital, and the 
position of surgeon at the Massachusetts General 
Hospital would have a direct financial value. 
It would most certainly cause a loss to surgeons 
in Boston unconnected with this hospital. 

The better remedy is the multiplication of 
private hospitals where patients can have the 
advantages which they now enjoy at a general 
hospital and where they can be received at a 
moderate expense. 

The Massachusetts General Hospital has three 
rates of board: $10.50 per week in the open ward, 
$21 in a small private room and $35 per week 
in the Jackson ward, a ward of 8 rooms only. 

There is a distinct class of cases for each of these 
rates. The open ward, maximum rate $10.50 
per week: Here are admitted free patients, pa- 
tients who pay in part and patients who pay the 
full rate. Every one is expected to pay what 
he can. There is a certain discrimination used 
in admitting free cases. The young man who 
is recommended, for example, for a varicocele or 
a hernia which does not disable, is expected to 
earn enough to pay at least a part of his board 
before he is admitted, where the father of a 
family with a similar condition would be admitted 
free. Men earning from $15 to $20 a week are 
expected to pay the full rate as a rule. 

The small private rooms at $21 per week meet 
the needs of another class: school teachers, min- 
isters and men and women of refinement who 
are on small salaries. For these, if necessary, 
a reduction is sometimes made to $14 per week. 

The 8 rooms for which the hospital charges 
$35 per week accommodate a very limited num- 
ber of patients yearly. They are utilized to a 
great extent by patients recommended by the 
staff of the hospital and by members of our own 
staff or graduate or present house officers who 
are ill. One great object of this ward is to have 
a place where the conditions are similar to those 
in private nursing for the instruction of pupils 
of the training school. Last year 63 patients 
only paid as large a sum as $35 per week. The 
hospital intends to care for all accidents less than 
twenty-four hours old and acute emergencies. 
A millionaire may meet with an accident and be 
brought to the hospital. Such a case would not 
be turned away. When able to go out, he would, 


of course, be expected to go elsewhere for sub- 
sequent treatment. 

In closing I wish to repeat that in my opinion 
there is not at the present time any considerable 
abuse of hospital charity at the Massachusetts 
General Hospital. 
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THE PHYSICIAN AND THE HOSPITAL PRIVATE 
PATIENT. 
BY E. W. CUSHING, M.D., BOSTON. 

We have listened to an admirable exposition 
of the abuses of medical charity, which seems to 
meet with the approval of all present with one 
exception. There is one point, however, which 
was not brought out by the reader and to 
which I should like to refer. That is, that in 
various hospitals, and among them those of 
New Hampshire, members of the staff are per- 
mitted tocharge for services to patients in 
private rooms. 

Now, in all the hospitals of New Hampshire 
this privilege is not confined to members of the 
staff, but any physician who sends a patient to 
a private room may attend him and charge for 
his services. Conversely, any patient taking and 
paying for a private room may select his own 
physician or surgeon. This privilege or right 
seems to me to be the very crux of the whole 
question. I refrain from suggesting its applica- 
tion to the great hospitals of Boston, lest I seem 
too heretical and revolutionary. I had the honor 
of reading a paper on this subject before the 
New Hampshire Medical Society, after Dr. Gor- 
don had first brought to notice the abuse of 
charity in the Maine General Hospital, which 
throughout Maine has corrupted the conscience 
of the public, and injured the practice of medicine, 
as far as remuneration is concerned, in the same 
way that the Massachusetts General Hospital has 
done in this state. (I permit myself to mention 
the institution by name since it has been brought 
into discussion by the reader of the paper.) Be- 
fore the New Hampshire Medical Society I took 
the ground that in so far as the trustees of a public 
hospital have to provide medical and surgical 
service for the poor they are bound to select the 
best professional skill which in their judgment 
is available; but in so far as they wish to earn 
an honest dollar for the hospital by conducting 
a medical boarding-house, or private hospital, 
for private patients who pay their board, they 
have no right to interfere between physicians 
and their patients by excluding any responsible 
physician. 

I am glad to say that this principle has pre- 
vailed in all the hospitals of New Hampshire, and 
I rejoice that the reform is spreading in Massa- 
chusetts. It is evident that if the staff physi- 
cians alone have the right to charge for services 
to private patients they have an undue advan- 
tage over outside physicians, and in smaller 
hospitals, at least, where all the members of the 
staff are in general practice, this discrimination 
is bitterly resented by the profession at large, who 
are apt to lose not only the subsequent treatment 
of the patient, but of the whole family if the pa- 
tient has been in the hospital. So grave an evil 
has this become that in various cities the outside 
physicians have banded together to establish 
opposition hospitals rather than lose the con- 
tinuity of care of their patients. As matters 
stand at present, however, the members of the 
staffs of hospitals are not in a position to insist 





on changing the system, even if they are disposed 
to do so. The trustees of hospitals are shrewd 
business men, and are selected for that reason. 
They have little regard for the rights of physicians 
or for their relations to each other. They have 
little faith in the part which charity or benevo- 
lence has in leading physicians to serve in hos- 
pitals. They want to get medical services gratis 
and find that they can do so by continuing the 
system of paying the staff not in money, but in 
opportunity, reputation and in advantages over 
other physicians. 

Business men have little regard or respect for 
the practical good sense of a profession the mem- 
bers of which are willing to give their services 
gratis to well-to-do patients. They consider 
them deficient in business ability and take advan- 
tage of them accordingly. When they have 
seen how easy it is to make money for the hospi- 
tal by robbing the profession they are not easily 
deterred, as Horace says: 

“ Ut canis a corto nunquam absterrebitur uncto.” 

It has been asserted here on behalf of the 
system of the Massachusetts General Hospital, 
which is the head and front of this offence for 
all New England, that it really does little damage 
to the profession, because the rooms at $35 per 
week are seldom more than half filled, and not 
always with well-to-do patients. Also that most 
of the patients in the $21 rooms are in such cir- 
cumstances that they could not well afford to 
pay anything for medical services, and that 
therefore there is no substantial abuse in the 
present system. I beg to submit that this reason- 
ing is entirely fallacious. It is not a question of 
the gross amount that is lost to the profession 
by the fact that certain patients in private sooms 
in hospitals receive professional services gratis. 
The injury to the profession is in the fact that 
as long as such free services are offered in the 
Massachusetts General Hospital, patients are 
unwilling to pay for treatment or operations 
elsewhere, and use the well-known fact that they 
can get professional services free to beat down 
prices. In fact the Massachusetts General Hos- 
pital has deliberately educated the public to feel 
that money spent on doctors is wasted. People 
are willing to pay $35 per week for board in 
private hospitals because they think that board 
and nursing are necessary and proper expenses, 
but they sorely grudge fees to physicians and 
surgeons simply because they know that they 
can get such services for nothing. 

The only remedy is for the organized profes- 
sion to declare that it is unprofessional to render 
professional services gratis to people able to pay 
for them, whether in hospitals or elsewhere. If 
this can be established as the rule of the profes- 
sion, the members of hospital staffs will be able 
to insist on the desired reforms, and the profes- 
sion can require them to do so. 

Moreover, the profession should insist that 
whenever a patient pays for a private room 
in a hospital he should have the right to receive 
— the services of whatever physician he may 
select. 
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CERTAIN FAULTS IN MEDICAL CHARITIES. 
BY SAMUEL CROWELL, M.D., DORCHESTER, MASS. 

THE medical charities, admitting all patients 
free, without some inquiry into their financial 
condition, do an injustice to those who support 
these institutions. 

The principle is the same, whether it be the 
smaller hospitals, where earnest, kind-hearted 
women, by their strenuous efforts, struggle to 
meet the expenses of their pet charity; the larger, 
institutions, endowed by the lavish thousands 
of philanthropic donors; or those supported by 
the taxes of the people. 

When a person, amply able to pay, is admitted, 
cared for, nursed, or operated upon, the money 
given for the support of that hospital has been 
misappropriated. The neglect to discriminate, 
on the part of the authorities having the power 
to admit, is taken advantage of. 

The donors have the right to ask of the trustees 
or board of directors, ‘‘ How are you using our 
money?” “Why are people in good cireum- 
stances oecupying the beds we intend for the 
poor? ” 

While a ‘ well-to-do ” taxpayer may claim the 
right, as such, to be a patient in a municipal 
hospital, he is there at the expense of other tax- 
payers and occupies the bed intended for the 
poor and needy. Several years ago a patient 
entered the Woman’s Charity Club Hospital, from 
Newport, to be operated upon for fibroid tumor 
of the uterus. On the morning of the operation. 
shortly before ether was to be administered, it 
was learned that the patient owned a block of 
three or four houses, and was in good financial 
condition. She had gained admission under 
false pretences by signing a paper saying she 
was unable to pay for an operation. At that 
time all patients were admitted to this hospital 
free of charge. The operating surgeon declined 
to operate and let the patient leave the hospital 
on the ground that the ladies who were working 
so hard to support this charity did not appeal to 
their friends and the public for money to benefit 
this class. She was not a charity patient and 
that some surgeon, who should expend his skill, 
nerve and time upon her, was entitled to remuner- 
ation. 

Another practice of medical charities which 
is doing incalculable harm to the medical pro- 
fession as a whole, as well as to the members of 
hospital staffs, is the admitting of patients who 
pay for beds, private rooms, special nurses and 
the like; patients who are financially sound, 
even rich. They are surrounded there with all 
the comforts of home and even more, but the 
governing boards will not allow the physicians 
and surgeons who safely guide these patients 
back to health the right to charge or to receive 
any compensation for their services. 

One may well ask what justice there is in 
refusing to the medical attendant the same 
privilege to charge which the hospitals exercise 
in adding to their income and support. 

Arrangements were about completed to oper- 
ate on a man in good circumstances for radical 





cure for hernia at a private hospital. He was to 
call and make final arrangements. He appeared, 
however, three months later, saying: ‘ I suppose 
you wonder where I have been? Well, I have 
a cousin, a physician, who wrote me saying I 
was a fool to pay your price when I could go to 
the Massachusetts General Hospital and have 
it done for little or nothing. So I went there.’’ 
He might have gone to the Boston City Hospital, 
as others have done; the result would have been 
the same. In admitting this patient to either 
institution is it just to the surgeon? Is it just 
to the tax payers of Boston? Is it just to the 
one who operates? No, the whole profession 
sustains an injury by the loss of patients who go 
where they can be attended the cheapest. The 
hospital staffs are treated unfairly by being com- 
pelled to do a greater amount of work, and upon 
patients that are not to be classed as charity. 

A bank clerk agreed to be operated upon at 
a private hospital for the removal of his appendix 
between attacks. The fee and hospital charges 
had been agreed upon, when he returned to say 
a clerk in the bank with him had the same opera- 
tion at the Massachusetts General Hospital for 
just the price of the room, and he thought of 
going there himself. He was asked if he or his 
friend were objects of medical charity. He 
seemed surprised at the question and said, “ No.” 
He admitted on further talk that the surgeon 
was entitled to some remuneration and when it 
was shown that no matter how large a sum he 
paid to the hospital he was still under obligation 
to the surgeon, he returned to his first plan, and 
the surgeon compromised on the fee. Let me 
further add that a year later when his position 
in the bank was advanced and his salary raised, 
the surgeon was greatly surprised one morning 
on receiving an additional check of $50. This 
is such an unusual case that I consider it worthy 
of mention. 

Scarcely a week passes without a similar 
instance, and patients slip through the physicians’ 
hands. 

The key to the situation is here: the splendidly 
equipped hospitals of to-day are sought out by 
patients from every walk of life,— the rich as well 
as the poor. 

Conditions have changed from the originally 
conceived idea of the purposes of a_ hospital. 
With this change, the methods of admitting 
patients should also change. 

The poor should be welcomed as of old. A 
discrimination should be made according to the 
financial standing of the patients, who should 
pay according to their circumstances, not only 
the hospital but the surgeon as well. 


ABUSE OF MEDICAL CHARITY IN THE 


DISTRICTS. 


SUBURBAN 


BY CHARLES H. COOK, M.D., NATICK, MASS. 


PreruHaps I may best illustrate one of the chief 
ways in which medical charity is abused in the 
suburban districts by reporting three cases out 
of the many of which I have personal knowledge. 
I advised a lady to consult a Boston oculist; a 
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few days later she informed me that a friend had 
recommended her to go to the Eye and Ear 
Infirmary because she could probably see the 
same oculist there without expense. ‘ But, 
my dear madam,” said I, “ you do not wish to 
class yourself as an object of charity, do you? ” 
‘‘ No, indeed! ” was her reply. I then explained 
the situation and she quickly decided to follow 
my advice, which she could well afford to do, for 
her husband was receiving an annual salary of 
$5,000 from the State of Massachusetts. 

A young man, single, a college graduate, re- 
ceiving an annual salary of $1,200, deliberately 
went to the Out-Patient Department of the Mas- 
sachusetts General Hospital because he could 
get his examination and prescription free. 

I advised a mother to take her son, who needed 
lenses for astigmatism, to a Boston oculist. Her 
husband earns good wages, and owns a horse, 
an open buggy and a top buggy, both rubber 
tired. She told me that she was able to pay a 
fee of five dollars, and promised to call at my 
office for a letter of introduction, which would 
also specify the fee. She did not call. Some 
weeks later I met the boy, wearing gold-bowed 
spectacles. The mother said that she went to 
the Infirmary because by so doing she could save 
the five dollars. 

I have repeatedly known patients to go to the 
Massachusetts General Hospital because they 
could thus avoid paying for professional attend- 
ance either at home or in the city. 

No doubt suburban physicians are often re- 
sponsible for instances like those just mentioned, 
because either through thoughtlessness or indiffer- 
ence they advise patients of limited means to go 
to the out-patient departments, when they might 
send them with letters of introduction to special- 
ists who would willingly see them for a limited 
fee. Such, at least, has been my experience. 
Neither is there any doubt but what there are 
specialists, I hope the number is small, who have 
helped on the abuse of medical charity by de- 
clining to make any abatement of charges in the 
cases of poor persons who would gladly pay to 
the extent of their ability. 

Cottage hospitals have brought home the sub- 
ject of medical charity to many suburban physi- 
cians. In my own town, about six years ago, 
seven trustees had the responsibility of preparing 
rules and regulations for the government of a 
hospital. There was unanimous agreement that 
no ward patients should pay for medical services. 
Four of the trustees were of the opinion that 
the physician in attendance on ward patients 
should be required, during his service, to attend, 
gratis, any patients in private rooms who might 
choose to have him, no matter whether he, or 
some other physician, recommended them for 
admission. The minority of three held that such 
a rule would be unjust, not only to the physician 
on duty, but also to physicians having private 
patients in the hospital, since it would offer 
inducement to change to the ward physician in 
order to avoid paying for medical services. 

I believe the views held by the majority of 





the trustees when they began the study of this 
question represent the views of the general public. 
Stated in brief they were as follows: That it is 
not the business of trustees to inquire into the 
financial condition of an occupant of a private 
room and determine whether he is able to pay 
the doctor a proper fee, although such a course 
might be just to the doctor; that it is the duty 
of trustees — or hospitals — to furnish patients 
with medical services gratis, and if the patient 
is not satisfied with what. the hospital provides, 
he must make his own terms with the doctor he 
selects; that while the Massachusetts General 
Hospital rule is hard on the doctors, it has the 
merit of being clear and straightforward. It 
is a very generally accepted belief that hospitals 
“furnish patients with medical service gratis.” 
I have yet to learn of a hospital that furnishes 
medical service. Those in authority invite 
physicians to assist in the charitable work of the 
institution by giving their services. The physi- 
cians accept the invitation, and it is they, and 
not the trustees, who furnish medical service gratis. 

After several weeks of careful and candid study 
of the matter, the trustees voted unanimously 
to adopt this rule, viz.: 

“The price of a private room does not include 
professional attendance. A patient paying for 
a private room may select as professional attend- 
ant any one of the physicians connected with 
the hospital, and must arrange with him in regard 
to his compensation before admission to the 
hospital or on his first visit thereafter.” 

The practical results of this rule, during nearly 
six years, have been very satisfactory. In secur- 
ing its adoption the trustees are under great 
obligation to Dr. Edward Cowles, who gave much 
time and thought to the study and investigation 
of the question at issue. With his permission 
I quote from a letter written by him, the best 
and clearest statement of the principle involved 
that I have seen: 

‘“ What is wanted,” says Dr. Cowles, “is an 
adjustment of apparently conflicting rights and 
obligations on the part of the managing board 
and the attending staff. The board must have 
control and must not yield it at any point by 
delegating their responsibility to others. Being 
in control, they must protect the rights of the 
gentlemen they invite to aid them in doing their 
beneficiary work. They ought not to give the 
right to the attending physician to come to the 
hospital and dictate terms of attendance to 
patients whom he may find in private rooms, 
and they ought not to put the doctor in such a 
position as to compel him to do that in order to 
assert his rights. But it is a different thing for 
the trustees to do by grace what they ought to 
protect the rights of the physicians by requiring 
previous arrangements to be made and leaving 
them to be settled according to the law of custom 
in such cases.” 

We have in our town a District Nurse Associa- 
tion which is doing a good work, organized about 
the same time our hospital was opened for pa- 
tients. If the physicians and surgeons who have 
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eared for the ward patients had been paid for 
their services at local rates, which are very mod- 
erate, and had turned the fees thus obtained over 
to the Nursing Association, the physicians would 
have been no poorer than they are now, and the 
Association would have been supplied with funds 
sufficient to support it for at least twenty-five 
years, and yet I have recently been solicited for 
a cash contribution to the above association. 
I state this to illustrate how little the public 
realizes the amount of gratuitous services ren- 
dered by physicians. 

May I venture to suggest some possible reme- 
dies for the abuses of medical charity? I would 
name first, the favorite remedy of our strenuous 
President, ‘“‘ Publicity,’”’ not simply in medical 
journals, which never reach the eye of the general 
public, but by carefully prepared statements in 
the newspapers, those potent molders of public 
opinion. Second, united effort among the mem- 
bers of our profession. The daily life of the 
physician, so far as relates to his professional 
brothers, is an isolated one and stands in the 
way of attaining what our profession deserves, 
viz.: ‘‘not more power but more influence.” 
It tends, also, to hinder us from making our 
contribution not of money but of thought toward 
the solution of questions of common interest and 
common weal. Third, impress upon the public 
that in the evolution of hospitals which, if I am 
correct, were at first purely charitable, having 
no paying patients, the idea of paying for 
professional attendance has not developed in 
the same ratio as has the idea of paying for what 
the modern hospital provides in nursing and care. 
Hospitals were formerly the opprobrium of the 
poor; now they are the boon of the rich. 

- The question of the abuse of medical charity 
will not be settled permanently until it is settled 
on the basis of justice, and Emerson says that, 
‘“‘ Justice is the fairest thing all round.” 


ie 
> 


Medical Progress. 


REPORT ON DERMATOLOGY. 
BY JOHN T. BOWEN, M.D., BOSTON. 


(Concluded from No. 10, p. 287.) 





BENIGN CYSTIC EPITHELIOMA.” 


At the meeting of the British Medical Asso- 
ciation at Oxford in July, 1904, Hartzell presented 
a communication on this subject dealing with its 
relationship to so-called syringocystadenoma, 
syringo-cystoma and hemangio-endothelioma. 
In the cases that have been reported the number 
of lesions was considerable, sometimes as many 
as one hundred, but occasionally the number was 
quite small. The lesions were hempseed or 
pea sized, yellowish or bluish tumors seated 
sometimes upon the forehead, nose and cheeks, 
at other times more or less limited to the anterior 
surface of the upper two thirds of the trunk. 
They appeared usually in youth or early adult 


2 British Journal of Dermatology, October, 1904. 





life and increased slowly as the patient grew up. 
The course was extremely chronic, but in most 
cases they ceased to grow after reaching a certain 
size. In a few cases ulceration occurred after 
some years. While these cases were much alike 
clinically, microscopically there was enough varia- 
tion to lead to considerable difference of opinion 
among the reporters. Histologically they could 
be divided into two groups, one where the tumors 
were composed of rounded or irregular masses of 
columnar-celled epithelium in which eystie cavi- 
ties tended to form. The origin of the new 
growth could usually be traced to the lowest layer 
of rete cells or to those of the hair follicles. 
Hartzell regards these as the cases described by 
himself, Fordyce, Bruch and Jarisch, and that 
probably some of the cases described as adenoma 
sebaceum also belonged in this category. In 
most cases the lesions were found on some por- 
tion of the face. 

In the second group of cases, the lesions were 
usually found on the trunk on its anterior sur- 
face, and histologically were made up of long, 
frequently branching tracts of spindle-shaped 
epithelial cells, these tracts being, as a rule, only 
a few rows of cells wide and frequently terminat- 
ing in cysts. He includes in this category the 
cases of Darier, Jacquet, also Térék, Phillipson 
and others who have given them a large variety 
of different names, such as Hydradenome éruptif, 
syringocystedenoma, Nevi cystepitheliomatosi. 
It is agreed that the affection described under so 
many names is identical with Kaposi’s lymphan- 
gioma tuberosum multiplex. 

There seems to be no difference of opinion as 
to the first group of cases, it being agreed that 
they are benign epithelial neoplasms which have 
their origin in the lower cells of the rete. With 
regard to the second group, as is evident from 
the names, there is much difference of opinion, 
some regarding them as epithelial growths which 
originate in the excretory duct of the sweat 
glands or endothelial growths from the blood 
vessels. 

Hartzell relates the case of a girl of fourteen 
who presented upon the chin a small, firm nodule 
with concave surface, in which a small number of 
whitish bodies resembling milia were embedded. 
It had existed about four years and was steadily, 
although slowly, enlarging. It was excised, and 
the microscopical examination showed a struct- 
ure consisting of numerous epithelial cells with 
many round and oval cysts with epithelial walls. 
The tracts of epithelium were quite long, not 
more than two or three rows of cells wide, and 
presented somewhat the appearance of the excre- 
tory ducts of the coil glands, but no connection 
with any part of the sweat apparatus could be 
demonstrated, nor any central lumen. The hair 
follicles often showed an abnormal growth, long, 
slender epithelial branches extending from the 
sides of the follicles, and many of the follicles 
contained cystic cavities. Therefore it was very 
evident that the new growth originated in the 
disturbed growth of the hair follicles. 

The question arises in which of the two groups 
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above mentioned should this case be placed. 
Hartzell considers that even a superficial examina- 
tion of the sections shows that the new growth is 
identical in structure with the second much- 
named group, although it is evident that it is a 
growth originating from the hair follicles and 
that it has no connection with either sweat glands, 
sweat ducts, or blood vessels. 

In conclusion, as to the re!ationship of these 
two groups of cases, clinically, they can scarcely 
if at all be distinguished from one another; his- 
tologically both are composed of cylindrical epi- 
thelium, both undergo cystic degeneration, both 
have their origin in the hair follicles, and both are 
chronic benign growths of indefinite duration. 
He, therefore, regards all these cases, which have 
received so many different names, as varieties of 
one and the same affection to which the name 
benign cystic epithelioma is quite appropriate. 


RADIO-THERAPEUTICS IN CUTANEOUS AFFECTIONS.® 


Belot, working in Brocq’s laboratory at the 
Broca-Pascal Hospital in Paris, publishes an 
elaborate review of the position of this subject 
up to the present time. He regards it as abso- 
lutely settled that the only active agents in this 
method are the Roentgen rays themselves. He 
considers that an estimation of the quantity of 
the rays absorbed by the skin is necessary, and 
describes an ingenious instrument, that of Holz- 
knecht, which he uses for this purpose. He then 
describes at length the technique ot the treat- 
ment, and then discusses its application to various 
cutaneous affections. 

With regard to the action of the x-rays as a 
depilatory, the writer admits that most practi- 
tioners have little faith in this method in cases of 
hypertrichosis, and consider that it is far from 
taking the place of electrolysis. He declares that 
it is only in the very severe cases that it is proper 
to employ it, cases in which electrolysis is almost 
impracticable. It is necessary, after a total 
epilation has been produced, to continue a short 
sitting every two months, more or less often 
according to the cases. In this way it is possible 
to obtain a definite result at the end of one or two 
years. He admits, however, that almost always 
the final result is imperfect. 

With regard to tinea trichophytina, it is neces- 
sary in this affection, also, to get rid of the hairs. 
Epilation with the forceps is difficult on account 
of the brittleness of the hair; it breaks off when 
traction is made. For this reason the x-rays 
would seem to be especially indicated. Belot 
thinks that it is probable that a cure ordinarily 
follows the complete fall of all the hairs affected. 
The difficulty lies in producing this alopecia. 
One can never be certain that it will be total, 
that certain individual infected hairs will not 
remain, which may infect new hairs. Neverthe- 
less, this method is much in advance of all those 
that have preceded it, by the rapidity of applica- 
tion and by the absence of painful symptoms. 

Favus. — Much the same applies to favus as to 
uly i908 Annales de Dermatologie et de Syphiligraphie, May, June, 





ringworm; but in this affection the hairs are not 
brittle and can be removed by the ordinary 
methods of epilation. It has not been shown that 
the x-rays have any favorable action on the 
cutaneous lesions themselves, nor do they have 
any bacteriocidal property. The author sum- 
marizes the results of others, who have tried this 
method and who have not, as a rule, attributed 
great value to it. No personal experiences are 
related. 

Sycosis. — Several cases of sycosis of the 
beard were treated by this method, and the results 
were satisfactory and certainly quicker than by 
the usual methods. The exposures were con- 
ducted so as to obtain a complete epilation, with- 
out, however, producing a dermatitis. As a 
rule, at the end of a fortnight, the hairs begin to 
fall, and this is often preceded by an erythema. 
When the hairs begin to fall, the pustules become 
modified. It is affirmed that the action of the 
rays in sycosis is the production of a relatively 
perfect epilation, and that it produces also a 
favorable influence on the cutaneous lesions. 

Alopecias. — At first it seems paradoxical that 
an agent capable of causing the hair to fall should 
be able, at the same time, to favorably influence 
its reproduction. All depends, according to the 
writer, on the quantity of the rays absorbed and 
the inflammatory re-actions which follow. At 
first it was thought that favorable action of the 
x-rays in alopecia areata could be explained by 
its bacteriocidal property. It is probable, how- 
ever, that it is in the hyperemia produced that 
the causes of healing must be searched for. The 
usual treatment of alopecia areata is by the use 
of more or less irritating applications, which are 
supposed to stimulate the functions of the papilla. 
It is logical to suppose that the x-rays act in a 
similar manner. If the quantity of rays is small, 
in place of destroying the papilla, they stimulate 
it. Experience shows that results vary very 
much according to the individual. It is probable 
that the duration of the alopecia is a factor to be 
considered, the recent cases yielding more easily 
than those which have existed for some time. 
He concludes that in this affection, radio-thera- 
peutics are a method to be used in exceptional 
cases, especially in the rebellious ones, and will 
sometimes produce notable benefit where other 
methods have failed. 

Acne. — After a review of the literature, which 
has now become considerable, on the treatment of 
acne by the x-rays, Belot concludes that it is 
only the rebellious cases which should be sub- 
jected to this treatment, and only when other 
methods have failed. The published accounts 
have been so much at variance with one another, 
that it is difficult at present to form an opinion 
of the exact position of this method of treatment. 

Psoriasis. — Much the same position is taken 
with regard to this affection. Cases treated were 
rebellious ones in which almost all applications 
had failed. The patients were healed with mod- 
erate rapidity; but the writer is far from pro- 
posing radio-therapeutics as an habitual treat- 
ment for psoriasis. Here too, it should be 
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reserved for the severe cases. His experience 
does not yet extend over a sufficient time to 
determine the question of its action, if any, upon 
recurrences. 


Four cases of keloids were treated with favor- | 


able result, and the method was not pushed to 
the point of causing a violent irritation. 

In two cases of scleroderma much improve- 
ment was recorded. 


The author agrees with preceding writers as to | 


the favorable effect of the rays in pruritic affec- 
tions. 

In eczema his experience does not seem to have 
been large. Acute, easily irritable eczemas are 
not, according to him, suited for this method. 

The subject of lupus is exhaustively treated 





inferiority of the method of treatment by the 
catheter to that of radical operation. In the 
preface to this edition of his work he says with 
reference to this point: ‘ It can no longer be 
doubted that enlargement of the prostate in a 
very large proportion of instances is perfectly 
capable of being cured, without undue risk, if 
only the consequences that follow from the in- 
discriminate use of catheters have not already 
inflicted irreparable injury upon the patient’s 
bladder and kidneys.” This opinion which was 
held to be a very radical doctrine when it was 
originally expressed by Mr. Moullin finds to-day 
not a few supporters both in England and in this 
country as well. 

The writer is, as are most English surgeons, 








from the point of view of the literature. He|an advocate of the suprapubic in preference to 
concludes that the x-ray treatment has not so| the perineal radical operations, irrespective of the 
far shown sufficiently good results to allow its|special conditions met with in different cases. 
preference to other therapeutic measures. In| In this position, they are not in accord with the 
lupus erythematosus his experience has not been | majority of operators of France and America nor 
more favorable than that of most other writers. | does the mortality of the high operation, whether 


One of the most remarkable effects of the x-rays 
thus far noted has been the effect upon certain 
cases of mycosis fungoides. Two cases are cited, 
which were greatly improved by this method. 

Nothing especially new is offered by the writer 
with regard to the treatment of malignant new 
growths, except the statement that sarcoma, or at 
least certain forms of sarcoma, are more quickly 
influenced by this treatment than epitheliomata 
in the same region and situated at the same depth. 

As regards other cutaneous affections, a case of 
vascular nevus, of the type of port wine mark, 
was very greatly improved by causing a violent 
inflammation with the rays; also in several 
instances verruce were made to disappear. 





Kiecent Ziterature. 





Enlargement .of the Prostate. Its Treament and 
Radical Cure. By C. MANSELL Mouttin, M.D., 
Oxon., F.R.C.S., Senior Surgeon and Lecturer 
on Surgery at the London Hospital, Member of 
the Council of the Royal College of Surgeons, 
Examiner in Surgery at the University of 
Cambridge, etc., ete. Third Edition. Phila- 
delphia: P. Blakiston’s Son & Co. 1904. 


This book now appears in its third edition 
which it certainly deserves to have reached. 

We have reviewed the former editions of this 
work in these columns and are glad of the oppor- 


tunity to reaffirm what was then said with regard 


to its excellent qualities. 
The anatomy of the gland is very fully treated 
and the descriptions are clearly presented. Mr. 


Moullin in speaking of the sphincter at the 


‘taken in general or regarded from the point of 
view of the best records that have been shown 
‘by the most successful of those who habitually 
practice it, show so low a death-rate as that 
‘which attends the perineal operations when re- 
'garded from the same grounds. The technical 
/measures introduced of late years, whereby the 
| gland is made more accessible in the performance 
of the perineal operations, do not seem to have 
| impressed the English operators as favorably 
as they have done many of their confréres of the 
two countries above mentioned, with whom 
they have been an important factor in connection 
with the perineal operation. 

Under the influences of such works as this and 
the essay of Mr. Richardson the further and more 
confident advance in and adoption of the radical 
operative treatment of prostatic hypertrophy may 
be predicted, and among the many recent writ- 
ings of great excellence that have been issued, 
they are both deserving of a high place. 


New Methods of Treatment. By Dr. LAUMONIER. 
Translated and edited from the second revised 
and enlarged French edition by H. W. Syers, 
M.A., M.D. Cantab., Physician to Out-Pa- 
tients, Great Northern Central Hospital, 
Chicago: pp. 316. W. T. Keener & Co. 1904. 


This book occupies a somewhat unique place 
in its description of new drugs and methods of 
treatment. The author has attempted to include 
in the book only those methods which have 
gained an established reputation. Many of 
them, unfortunately, have only an empirical 
standing. The book places on record in an acces- 
sible form methods some of which have not found 
their way into the text-books. Its value would 
be increased if the literature were more com- 
pletely reviewed and more references given to 





| 
| 


| 


vesical outlet says, ‘‘ Nothing deserving the name | the works quoted. 
of a sphincter is to be found in this situation in the | 
healthy bladder.of a young adult.” 

Mr. Moullin remains firm in his conviction as 
to the evils produced by the catheter and of the 


New matter has been added to the first edition 
of the work, including articles devoted to adren- 
aline, salicylate of methyl, ulmarene, quino- 
formine, collargol and the colloid metals. 
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Effects of Tropical Light on White Men. By Major 
CHARLES E. Wooprurr, A.M., M.D., Surgeon 
U.S. Army. New York: Rebman Co. 1905. 


In a paper read before the Anthropological 
Society of Munich in 1895 von Schmaedel pro- 
pounded the proposition that skin pigmentation 
of man was evolved for the purpose of excluding 
the dangerous actinic or short rays of light which 
destroy living protoplasm. Hence the reasons 
for the evolution of nigrescence and blondness, 
the reasons why Europeans have always failed 
to colonize in the tropics and why blonds dis- 
appear when they migrate from the north. 
Major Woodsuff was struck with the theory and 
instituted systematic search for data. A synop- 
sis of his results he presented in a paper at a 
meeting of the Manila Medical Society in March, 
1904. He has continued to follow the matter 
up and his paper has grown into the present 
small octavo of 357 pages, which the author 
considers offer conclusive proof of the truth of 
the theory. 

Recent periodical scientific and medical litera- 
ture has been freely drawn upon. The last chap- 
ter is devoted to practical rules for white men in 
the tropics, based on the supposition that accli- 
matization is impossible. On page 91, we find 
reference to William Rollins, and on page 126 he 
is called William Rolling. 


Normal Histology and Microscoyic Anatomy. By 
J. S. Ferauson, Cornell Medical College. S8vo., 
pp. 738, with 462 illustrations. New York: 
D. Appleton & Co. 1905. 

Dr. Ferguson’s new manual of histology is one 
to be welcomed and seriously considered, for it 
is a compilation made with much care. The 
judgments that he expresses are based upon 
competent knowledge, and the presentation of 
his material is founded upon his large practical 
experience as a teacher. The book is accom- 
panied by an excellent bibliography, which offers 
admirable selections of the more important recent 
articles, all grouped according to the chapters 
into which the book is divided, and the text of 
the volume shows that this bibliography has 
been extensively studied by the author. The 
illustrations are numerous; a goodly number of 
them are original and here published for the 
first time. Others represent a good selection 
from previous authors. Many of the new figures 
are half-tone engravings from photographs of 
actual sections. These constitute the least 
valuable and successful part of the book and 
seem to the reviewer far inferior in value to the 
figures based upon actual drawings. Only a 
few of the photographic illustrations made with 
a low power appear well. The others, we think, 
might be advantageously withdrawn in a future 
edition. The mechanical appearance of the 
book is excellent, and the impressions of the 
engravings given us by the printers are on the 
whole satisfactory. The paper used is rather 
thick, and the volume in consequence is a very 
heavy one. A lighter paper might be substituted 
to great advantage. The index is unusually 





full, and, so far as we have tested it, accurate 
and convenient. A special feature of the book 
is the fullness with which the microscopic anat- 
omy, as distinguished from histology, is treated. 
This feature is especially valuable in the chapters 
on the Nervous System, which form what is per- 
haps on the whole the most useful and novel 
part of the new textbook. 

In brief, it may be said that Dr. Ferguson’s 
manual ranks among the best we have, and is, 
in my opinion, unquestionably the best of its 
kind of American authorship. 

In way of criticism, a wish may be expressed 
that the genetic, or embryological, presentation 
of the subject had been adopted, so that the 
student should be familiarized with the develop- 
ment of tissues. The classification adopted of 
epithelia is one not likely to commend itself to 
histologists; thus, for example, a spheroidal 
epithelium can hardly be said to exist, because 
spheres cannot be put together closely with 
contact of their surfaces by large areas, and yet 
that contact of epithelial cells by large surface 
areas is one of the fundamental and never-absent 
peculiarities of the tissue. Neither is the classi- 
fication of the various forms of connective tissue 
felicitous, for it does not seem either to accord 
with our present knowledge or to be likely to lead 
the student to form correct notions of the char- 
acteristics of the group of connective tissues. In 
speaking of the cardiac muscle, he describes it 
as consisting of separate cells joined together, 
a description which the researches of Haidenhain 
render no longer possible. The red corpuscles are 
still erroneously described as biconcave discs. 

So one might go on through the successive 
chapters, pointing out here and there blemishes, 
but even after the completion of all this ungra- 
cious criticism, the manual would still remain 
one of substantial merit, and would still deserve 
a cordial welcome. 


Aequanimitas: With other Addresses to Medical 
Students, Nurses and Practitioners of Medicine. 
By WituiaMm Oster, M.D., F.R.S., Professor of 
Medicine, Johns Hopkins University, Baltimore. 
Philadelphia: P. Blakiston’s Sons. 1904. 


The address which gives the titlepage to this 
volume is a short one of nine pages delivered as a 
valedictory in 1889 when Dr. Osler was about to 
sever his connection with the Medical School of 
the University of Pennsylvania and go to the 
Johns Hopkins in Baltimore. We find nothing 
in it calculated to arouse antagonism, or animosity, 
and both title and precepts must have come 
home to the writer since the delivery of his most 
recent address, sixteen years later, also a vale- 
dictory. This address is followed by seventeen 
others delivered upon a variety of topics at vari- 
ous times and places. The last address has for 
a title ‘The Master Word in Medicine,” and was 
given at the University of Toronto in 1903, where 
Dr. Osler entered as a student thirty-five years 
before, and from whence he set out on those 
Wanderjahre which have lasted with intermissions 
ever since. 
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PANAMA CANAL SANITATION. 

Dr. CHarutes A. L. Reep, Chairman of the 
Legislative Committee of the American Medical 
Association, has returned from a visit of inspec- 
tion lasting fifteen days to the canal zone of the 
Isthmus of Panama. Immediately on his return, 
March 1, he filed by request with the Secretary 
of War at Washington a report submitting his 
observations relative to the status of sanitation 
and of the sanitary department in the canal zone 
and in the cities of Colon and Panama. This 
report, a lengthy one, is published in full in the 
issue of the Journal of the American Medical 
Association for March 11. When the appoint- 
ment of a Canal Commission was under consid- 
eration last winter Dr. Reed was active with 
others in urging upon the President the appoint- 
ment of a medical member, and Colonel Gorgas 
of the army was suggested for the position. No 
medical man was named on the commission, but 
Colonel Gorgas was appointed chief sanitary 
officer under the commission with Major de la 
Garde, Lieutenant Lyster and Dr. Carter as 
associates — most competent men. It was pretty 
generally recognized that sanitation was the 
primary and fundamental problem to be solved- 

The President on the formal installation of 
the Isthmian Canal Commission said to that body: 

“There is one matter to which I wish to ask 
your special attention — the question of sanita- 
tion and hygiene. You will take measures to 
secure the best medical experts for this purpose 
whom you can obtain, and you will, of course, 
make the contractors submit as implicitly as your 
own employees to all the rules and regulations of 
the medical department under you. I presume 
you will find it best to have one head for this 
medical department, but that I shall leave to 
your own judgment.” 





According to Dr. Reed, the President sub- 
sequently said to him, “ that by having Colonel 
Gorgas placed in full charge of the sanitary work 
instead of on the commission itself, as had been 
urged by the medical profession of the United 
States, he would be untrammeled with extraneous 
duties and would consequently have better 
opportunity to make his work effective than if 
he were actually a member of the executive 
board.” 

As a matter of fact the commission subse- 
quently, as stated by Dr. Reed, ‘ provided for 
the creation of a board of health with power 
to formulate regulations which would become 
effective only after approval by the commission, 
or, in cases of emergency, only on the approval 
of the governor of the canal zone. Thus the 
chief sanitary officer who had been sent to the 
zone to clear it up and to make it ready for the 
actual work of the engineers had his discretion 
limited to the enforcement of regulations that 
had first been adopted by the commission or 
by a board of health; in which latter event it 
had to be sent generally to Washington to be 
endorsed by the commission, or, in cases of 
emergency, it could be approved or rejected by 
the governor of the zone. 

‘Tt thus came about that the chief sanitary 
officer, whom and whose department the medical 
profession had asked to be made largely au- 
tonomous, whom and which the President him- 
self had obviously intended should be largely 
autonomous, was, by the action of the com- 
mission, more especially Mr. Grunsky, subordi- 
nated to the governor of the zone; to the chief 
disbursing officer; to the chief of the bureau of 
material and supplies; to Mr. Grunsky; to the 
commission; to the Secretary of War; to the 
President; subordinated, in fact, in the seventh 
degree from the original source of authority. 
And this is the state of affairs on the Isthmus 
to-day. One cannot but be impressed with 
the anomalous condition by which a man of 
Colonel Gorgas’ distinction, the foremost author- 
ity in the world in solving the peculiar problems 
that are connected with sanitation on the Isthmus, 
has been made subordinate of a whole series of 
other subordinates who are confessedly ignorant 
of the very questions with which he is most 
familiar.” 

Dr. Reed follows this general statement with 
a detailed account of how this machine does not 
work, and of the commission’s petty antagonisms 
to the sanitary department. 

In another portion of his report Dr. Reed 
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discusses the question: Why is there yellow fever 
in Panama? He concludes, in the light of the 
facts which he adduces and remembering the 
results achieved by Colonel Gorgas in Havana, 
that the responsibility for the present existence 
of yellow fever on the Isthmus and for its ap- 
parent increase can be placed nowhere else than 
on the Canal Commission. Again, in reference 
to malaria, which is to be regarded as a more 
serious isthmian pest than yellow fever, the 
campaign against it has been thwarted by the 
Canal Commission. 

In view of the facts which he has presented, 
and of others which might be presented, Dr. 
Reed urges, in closing his report, that the Presi- 
dent should ask for the resignation of the com- 
mission. 


alii 
—> 


REPORT OF THE MASSACHUSETTS GENERAL 
HOSPITAL. 

THE ninety-first annual report of the trustees 
of the Massachusetts General Hospital appears 
in its usual form. The changes which have 
taken place during the past year are not so great 
as in several preceding years. Nevertheless, 
the work of the hospital, as shown in this report, 
has been maintained at its usual high standard 
and has in certain respects been rendered more 
efficient. No new buildings have been completed 
during the year, either at the General Hospital 
in Boston or at the McLean Hospital in Waverley. 
The chief needs at the present time are an addi- 
tional woman’s building at the McLean Hospital 
and a house for nurses at the same institution. 
Fifty cases have been refused treatment during 
the year for want of hospital space, and the 
nurses are living and working under certain dis- 
advantages because of the lack of a separate 
building. 

The most significant innovations during the 
year have been the installation of a Zander appa- 
ratus under the direction of Dr. Max Boehm, and 
the addition to the services of the out-patient 
department of an orthopedic department under 
the direction of Dr. J. E. Goldthwait and Dr. 
Robert B. Osgood. The Zander apparatus has 
been widely used, both for the benefit of patients 
resident in the hospital and for out-patients, and 
also for certain private patients sent to the 
hospital for special treatment. The work in 
this department has been ably managed and has 
begun to show results of importance, although 
a longer time must naturally elapse before definite 
statements may be made regarding its efficiency 
in special classes of disease. The orthopedic 








department has long been a definite want. 
Through its agency, many conditions may now 
be treated at the hospital which previously were 
of necessity transferred to other institutions. 
The year has also been notable in the fact that 
the new out-patient building has completed its 
first twelve months of service. The building has 
proved entirely adequate to the demands made 
upon it, and the work has been conducted with 
far more satisfaction to the physicians than ever 
before. The facilities for teaching have also been 
very greatly enhanced by the conveniences 
of this new building. 

Credit has been brought to the city, and espe- 
cially to the ‘Massachusetts Hospital, by the 
award of the Samuel D. Gross prize to Dr. J. H. 
Wright, director of the clinico-pathological lab- 
oratory, for a thesis on “ The Biology of the 
Micro-organism of Actinomycosis,”’ the work 
being done at the hospital laboratory. 

It appears from the report that the total num- 
ber of patients treated during the year was 
5,486 as against 5,341 in 1903, the number of 
paying patients in whole or in part being 2,053. 
In the out-patient department the new cases 
numbered 25,082 as against 27,865 in 1903. The 
donations during the year were greater than in, 
1903. One of the donations of $5,000 has been 
invested as the nucleus of a fund for the estab- 
lishment of a department for scientific research. 
A certain sum of money has also been appro- 
priated for the publication of the results of deserv- 
ing medical and surgical work done at the General 
Hospital. Owing to the establishment of the 
new and somewhat elaborate system of records 
the medical and surgical statistics, particularly 
for the out-patient department, are far superior 
to any hitherto published. 

In general, the report gives evidence of the 
careful and progressive administration of a great 
charity. 


- 
— 


A MISSIONARY DOCTOR. 

WE have previously commented upon the work 
of Dr. Wilfred F. Grenfell among the deep sea 
fishermen off the coast of Labrador. It is, no 
doubt, generally known that Dr. Grenfall, in 
addition to being a member of the Church of 
England, is also a physician, and that his work 
in Christianizing the inhabitants of the northern 
regions is combined with a very liberal share of 
attention to their bodily wants. The result of 
this practical type of Christianity, according to 
reports which he has recently been making in 
Boston and New York, has been most gratifying. 
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Recognizing, as he has, the practical impossibility 
as well as undesirability of appealing purely to 
the religious instinct which is supposed to be 
latent in men, he has begun his work of reforma- 
tion by establishing hospitals, encouraging saving, 
forming co-operative stores, and ministering 
primarily to the serious illnesses, both surgical 
and medical, to which this class of men is pecu- 
liarly exposed, owing to the highly dangerous 
character of their calling. 

For six months of the year the territory covered 
by the mission is entirely frozen in so that navi- 
gation is prohibited. During this period much 
work is done on shore through the agency of dogs 
and sledges in visiting distant hamlets and in 
providing for the wants of the people. During 
the summer months cruises extending over a 
distance of three thousand miles are made by the 
boats of the mission which now number upwards 
of a dozen. 

Judging from Dr. Grenfell’s personal statement 
of his work, which he does not color highly in the 
narration, it appears that an element has been 
introduced into the lives of the fishermen which 
is likely to have a wide influence upon their 
character in future generations. Dr. Grenfell 
insists upon the necessity of as good medical 
treatment for his patients as may be had in any 
other part of the world. This ideal he has been 
able to realize in very considerable degree through 
the work of physicians who are associated with 
him. Two physicians from Boston, versed in 
special branches of medicine, have agreed to 
accompany him in his coming cruise, and we are 
inclined to think that, as the work is now organ- 
ized, there should be no dearth of men willing at 
least to go for short periods of time. No doubt 
such work as Dr. Grenfell is doing among the 
fishermen is possible elsewhere, but we imagine 
relatively few men are so capable as he, of combin- 
ing in a common sense fashion the religious and 
purely practical elements of their calling. It is 
hardly be doubted that Dr. Grenfell will receive 
the aid and encouragement which he is soliciting. 


=~ 





THE QUESTION OF MEDICAL CHARITY. 


In this issue of the JouRNAL, we publish a 
series of investigations and opinions on the 
general subject of medical charity. A perusal 
of these papers must indicate to the reader that 
we have before us in this matter a problem which 
is widely recognized and of serious import. It is 
no less evident that, however general the feeling 
may be regarding the abuse of privileges by 





patients able to pay for medical services, opinions 
must differ regarding a feasible means of correc- 
tiqn of the evil. As a matter of fact the whole 
development of our hospital system, which must 
be regarded from one point of view as a distinct 
medical advance during the past fifty vears, is 
inimical to the interests of the individual physi- 
cian. For many years we have been striving by 
all means in our power to overcome the prejudice 
against hospitals on the part of the common 
people; now that this prejudice has in great meas- 
ure been allayed we are seeing, in the increasing 
abuses to which the hospital system is exposed, 
a natural result of our endeavors. Evidently 
a compromise of some sort must be made if our 
hospitals are to continue and develop on the one 
hand, and if on the other the rights of the indi- 
vidual physician are to be maintained. It is 
also clear that the solution of the problem can 
be brought about only through long experience 
and testing of methods, with such discussion 
from time to time as the varying aspects of the 
question may demand. We believe that the 
papers presented in the earlier part of this issue 
express adequately the present opinion of think- 
ing men on this question. That some of these 
opinions will be modified as further experience 
accumulates is not to be doubted. In the mean- 
time it behooves the medical profession on the 
one hand and the hospital authorities on the 
other to endeavor by every means in their power 
to minimize the evil which exists and which, to 
our mind, must exist in greater or less degree 
under present hospital arrangements. 


in 
> 


MEDICAL NOTES. 


Dinnek TO Dr. WittiAM OsLer.— A dinner 
will be given to Dr. William Osler preliminary 
to his departure for England at the Waldorf- 
Astoria in New York on the evening of Tuesday, 
May 2. 





APPOINTMENT OF PROFESSOR PAUL EHRLICH. 
— It is announced that Dr. Paul Ehrlich has re- 
ceived an appointment as professor at Géttingen. 
For some years past, Dr. Ehrlich has been director 
of the Institute for Experimental Therapeutics 
at Frankfort. 


CENTENARIANS. — Mrs. Charity Cotter has 
recently died at Cold Spring, N. Y., at the re- 
puted age of one hundred and seven years. She 
is said to have remembered distinctly the War 
of 1812 and to have seen Lafayette when he 
visited America in 1824. 
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A Seminole Indian, known generally as “ Old 
Fish,” has also recently died at Shawnee, Okl., 
at the stated age of one hundred and ten 
years. He fought against the country in the 
War of 1812, and also in the Seminole wars. 
He served as a volunteer soldier during the 
Civil War with distinction. Since that time 
he has been particularly known among the Indians 
as a doctor. 


PLAGUE. — It is reported from Calcutta that 
there were upwards of thirty thousand deaths 
from plague last week. The number of deaths 
from this disease in India was over 800,000 in 
1903. The disease is almost always fatal and is 
apparently spreading. Naturally the Indian 
government is making every effort to eradicate 
the disease. 


BOSTON AND NEW ENGLAND. 


Acute InFrectious DISEASES IN Boston. — 
For the week ending at noon March 15, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 25, scarlatina 30, typhoid fever 8, 
measles 9, tuberculosis 55, smallpox 0. 

The death-rate for the reported deaths for the 
week ending March 15, 1905, was 18.34. 


Boston Morrauity Statistics. — The total 
number of deaths reported to the Board of Health 
for the week ending Saturday, March 11, 1905, 
was 214, against 247 the corresponding week of 
last year, showing a decrease of 33 deaths and 
making the death-rate for the week 18.17. Of 
this number 97 were males and 117 were females; 
208 were white and 6 colored; 123 were born in 
the United States, 88 in foreign countries, and 3 
unknown; 47 were of American parentage, 134 
of foreign parentage, and 33 unknown. The 
number of cases and deaths from infectious dis- 
eases reported this week is as follows: Diphtheria, 
38 cases and 2 deaths; scarlatina, 25 cases and 
1 death; typhoid fever, 3 cases and 1 death; 
measles, 10 cases and no deaths; tuberculosis, 
45 cases and 32 deaths; smallpox, no cases and 
no deaths. The deaths from pneumonia were 
38, whooping cough 0, heart disease 24, 
bronchitis 4, and marasmus 1. There were 9 
deaths from violent causes. The number of 
children who died under one year was 27; the 
number under five years 40. The number of 
persons who died over sixty years of age was 60. 
The deaths in public institutions were 67. 

THE QUESTION OF WATER FOR SOLDIERS. — 
Dr. Charles Harrington, Secretary of the State 
Board of Health, has recently read a paper before 





the medical officers of the Massachusetts Volun- 
teer Militia on the subject of “ Choice, Examina- 
tion and Protection of the Water Supply for 


Military Camps.” The meeting was a large one. 


REAPPOINTMENT OF Dr. Henry P. Watcort. 
— Dr. Henry P. Walcott has been reappointed 
a member of the Metropolitan Water and Sewer- 
age Board. 


Dr. F. W. Drarer RESIGNS AS MEDICAL 
{¢XAMINER. — Dr. F. W. Draper, who has served 
with much credit and distinction for twenty- 
eight years as a medical examiner of Suffolk 
County, has sent to the Governor of Massachu- 
setts his resignation of this office to take effect 
at the expiration of the current term, June 30 
next. Dr. Draper was one of the original ap- 
pointees under the Medical Examiner Law when 
it first went into operation. 


THE Lynn Hospitau. — The twentieth annual 
report of the Lynn Hospital for the year 1904 
shows a steady increase in the service it is ren- 
dering the public. During the year 1904 1,441 
patients were admitted as contrasted with 1,253 
for 1903 and 772 for 1898. The number of 
cases treated in the out-patient department was 
4,801, and 85 were cared for in the maternity 
ward. It is stated that an increasing number 
of patients are paying for their care and treat- 
ment at the hospital. 


BEQUEST TO PEABODY HOME FOR CRIPPLED 
CHILDREN. — By the will of the late W. H. 
Williams the Peabody Home for Crippled Chil- 
dren in Hyde Park, Mass., receives $5,000. 


DEATHS FROM STRYCHNIA. — Several cases 
have of late been reported in the daily press of 
deaths in children resulting from strychnia 
poisoning through eating tablets. Another case 
is now reported from Haverhill, Mass., where a 
child of two ate strychnia tablets in sufficient 
number to cause immediate convulsions and 
death. Dr. E. S. Boland called attention to this 
danger in a letter published in this JourNAL, 
Feb. 16. 
NEW YORK. 

VERDICT FOR MANSLAUGHTER. — On March 8, 
Judge Vail in the Union County Court sentenced 
to one year in the state prison, Mrs. Mary Hart, 
the former matron of the Elizabeth (N. J.) Day 
Nursery, who was recently convicted of man- 
slaughter in causing the death, by scalding in a 
bathtub, of a four years’ old child in the insti- 
tution. 
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DEATHS FROM CEREBROSPINAL MENINGITIS. — 
The Board of Health of Hudson County, N. J., 
reports that during the months of January and 
February there were 30 deaths from cerebro- 
spinal meningitis. This is more than half as 
many as occurred during the entire year 1904, 
and would seem to indicate that the epidemic of 
the disease prevailing in New York had extended 
across the Hudson River. 


COMPARATIVE MorTALITY OF NEW YORK AND 
lonpon. — Dr. Darlington recently gave out a 
comparative statement in regard to the death- 
rates of New York and London. In 1904 there 
were 77,985 deaths in New York, as against 77,- 
094 in London. As the estimated population 
of the two cities is respectively 3,666,000 and 
4,684,000, the death-rate per thousand in London 
was, therefore, 16.6 and in New York, 20.23. 
In 1903, however, the death-rate in New York 
was 18.8. One of the principal causes of the 
higher death-rate in New York is, no doubt, the 
prevalence of diarrheal diseases among the 
infants and young children of the crowded tene- 
ment-house population during the warmer months 
of the year. In 1905, when the summer infant 
mortality was considerably smaller than in many 
other years, there were 5,636 deaths of children 
under two years of age, as against 4,801 in Lon- 
don. As regards smallpox, the conditions were 
much better than in London, while there were 
more deaths from scarlet fever and diphtheria 
than there. In New York there were 5,175 
deaths from accident, as against 4,801 in London, 
but the “Slocum” steamboat disaster added 
nearly 1,000 to the number. 


THE Bureau OF CHARITIES AND TUBERCULO- 
sis. — A committee is being organized in Brook- 
lyn, under the auspices of the Bureau of Charities, 
for the control and prevention of tuberculosis. 
It is to consist of about thirty prominent physi- 
clans, representing hospitals and dispensaries, 
and others interested in the subject, and Dr. J. H. 
Raymond, for many years head of the Brooklyn 
Health Department, has been chosen temporary 
chairman. The general aims of the committee 
are to act in codperation with the Board of 
Health, to conduct a campaign of education 
among the ignorant by means of lectures and 
information leaflets, to aid in establishing a 
special municipal dispensary and to secure addi- 
tional facilities for the care of tuberculosis pa- 
tients at existing institutions. In this work the 
committee will have the advantage of the efficient 
district nursing service already established by the 





Bureau of Charities. Under the Red Cross 
instruction and district nursing committee of 
the bureau there are at present six trained nurses 
engaged in systematically visiting the homes of 
the poor. 


~~ 
+> 


MWiscellanp. 
TREATMENT OF SNAKE BITE BY PERMAN- 
GANATE OF POTASH. 


In the Indian Medical Gazette for February, 
1905, Dr. Leonard Rogers describes five cases 
of snake bite successfully treated by the local 
application of permanganate of potash. The 
patients were bitten by highly poisonous snakes, 
and the wounds were in several cases primarily 
treated by a tightly applied ligature. The cases 
in addition were treated by incision with a local 
application of permanganate of potash with 
resulting recovery. In commenting on this 
treatment Dr. Rogers alludes to a series of 
experiments which he has been making on 
methods of treating snake bites. He believes 
that under ordinary circumstances the amount 
of poison injected into the wound by a cobra is 
quite sufficient to be fatal. Ordinarily the 
amount of poison obtained from freshly caught 
cobras is equal to ten times a fatal dose. 

The treatment consists essentially in a free 
incision at the site of the wound, followed by an 
application of a small amount of ,crystals of 
permanganate of potash moistened with water. 
Undoubtedly the rapidity with which such treat- 
ment may be applied after the receipt of the 
injury is the important element in its success. 
In the cases reported the dissemination of the 
poison was prevented by ligatures in several 
instances, and the radical surgical treatment 
applied very shortly thereafter. The importance 
of an efficient treatment of snake bite in India 
is apparent, when one considers the great number 
of deaths resulting yearly from this cause. 








~~ 
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EPIZOOTIC PLAGUE IN SYDNEY. 


THE report of the Board of Health of Sydney, 
New South Wales, on a third outbreak of epi- 
zootic plague at Sydney is in our hands, the 
report being dated the seventh of December, 1904. 
The outbreak described began on the twelfth of 
May, 1903, and was eradicated on the fifteenth of 
August of the same year. The method pursued 
in combating the disease was by means of an 
elaborate staff of rat catchers whose duty it was 
to exterminate the rats and mice now recognized 
as conveyers of the disease. During six months 
46,472 rats and 22,814 mice were paid for by the 
authorities. The entire number of animals 
killed amounted to 88,829. In spite of this fact 
the rat tribe as a whole was not materially 
affected. This wholesale destruction of rats has 
given place only to those frequenting plague 
infected premises, with the result that the dis- 
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ease is adequately controlled. It appears, then, 
that the infection is not widely carried from 
certain definite spots. It is of interest that 
during this epizoétic plague among animals but 
two cases occurred in man. 


2 
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Correspondence. 





THE GENERALIZATIONS OF DR. OSLER. 


READING, Mass., March 10, 1905. 

Mr. Epiror: The generalizations of Dr. Osler in his 
farewell address, which have excited so much comment, 
hoth in the medical and lay press, ought to be tested by 
facets before they are allowed to influence too many of us 
to “ throw up the sponge ” (or resort to it). These facts 
have been brought up in great numbers in instances from 
financial and political life where usefulness and success 
have been preserved long beyond his limit. The dis- 
tinguished lecturer would no doubt correctly reject many 
of these as being instances, not of late activity, but merely 
of late publicity, the real work having been done much 
earlier; but there are others not so easily disposed of and 
enough of them to call for more than a brief admission 
that there may be rare exceptions to the rule. As to 
distinguished fame a great deal depends upon opportunity. 
The courage and dash of Farragut were probably as great 
when he was a midshipman on the “‘ Essex ”’ as when he 
passed the forts at New Orleans or Mobile, but if he had 
been retired at sixty, he would. never have been known 
even by name to the present generation. 

One of his most illustrious successors would have been 
equally unknown if Dr. Osler had his way, He escaped 
by only a few months the two years more liberal United 
States law which came very near preventing the first 
lieutenant of the “ Mississippi ’’ from becoming the victor 
of Manila. The margin of the rival claimants of the victory 
at Santiago was a little larger. . 

Von Moltke was well over sixty when he was made chief 
strategist in the war against Denmark and the Austro- 
Prussian war, before which he would have been unknown 
to the world outside of the Berlin war bureau. He was 
more than seventy in the Franco-Prussian war. These 
were intellectual achievements of a high rank, whatever 
the philanthropist may say of them from the ethical side, 
and however much we may wish to minify the claim of 
the soldier to the universal admiration of the world. 

But there is a case more to the point in our profession 
and in a branch of it which Belt have been specially 
considered by one who thinks that the worst paintings, 
the worst novels and the worst poems are the productions 
of men over sixty. He certainly could not have said it 
of works on pathological anatomy. 

Giovanni Battista Morgagni was an extremely brilliant 
young man. He acquired fame and fortune long before 
he was forty, and he devoted himself not only to practice, 
hut to medical research for many years after. It was 
when he was fifty-eight years old, while he was taking a 
vacation after editing the works of his teacher Valsalva, 
that it was suggested to him that he should embody his 
own observations in a permanent form. This was done 
in a series of letters, afterwards collected and published 
in systematic form as the monumental work “ De Sedibus 
et causis morborum per Anatomem indagatis,” completed 
in his eightieth year, reprinted and translated several 
times before his death ten years later. This was not a 
learned compilation like its only predecessor in the same 
field, the “‘ Sepulchretum ” of Bonetus, but an epoch-making 
work of originality, generally regarded as the foundation 
of modern pathological anatomy, based upon careful 
observation of his own dissections with clinical notes and 
comments. 

Our brilliant confrére has two more years to prepare to 
begin a rival work, and after that more than two decades 
to bring it to completion, and after that again another in 
which to revise the new editions which will undoubtedly 
he called for. : 

He need not have gone far beyond the city where his 
address was delivered to find men of his own profession 





doing excellent work in their respective lines, five, ten, or 
twenty years beyond his limit. To say that this is not 
their best work is a remark only important with reference 
to their former, and may or may not be true; while the 
estimate that it could be done better by younger men is 
simply begging a question which should be decided only 
by observation and not by surmise. They have a right 
to be judged by what they actually do and not by what 
one thinks somebody else might do in their places. 

There is more apparent justification for Dr. Osler’s 
views in looking at the highest grades of talent than at 
those which are lower and consequently more numerously 
filled but still distinctly above the average. But although 
the contrasts between the young and the old are more 
striking in this way the difference in principle is not great. 
The men of extreme talent, the geniuses, the epoch-makers 
are rare at any age. The really new ideas are not born 
into the world with any bewildering rapidity at the college 
commencement season, either among the A.B.’s or the 
LL.D.’s. But we are overwhelmed with new facts, new 
combinations, new applications. 

The man who has in him the material for heading a 
distinct advance in art or science or morals will undoubt- 
edly have given tokens of it to the world, or to his part of 
it, before he is forty, but he is too exceptional, too rare a 
specimen to make a rule for the termination of his own 
career. After he has got to be sixty the world will have 
become acustomed to him from his own teachings or those 
of his followers, and will be less given to admiration and 
astonishment at his views although they may be just 
as forcibly urged. He will be less in advance, not because 
he has gone backward, but because others have caught up, 
because the ideas which were once peculiar to him are now 
common property. 

The startling utterances of the —- of thirty, the 
heretical epigrams of “ the live man in the pulpit ’’ become, 
as the world moves on with him — and perhaps on account 
of him — the commonplaces of the staid and conservative 
pastor at sixty. 

It was a startling innovation, much more so thirty-five 
years ago than it would be considered now, when the 
corporation of Harvard recognized a young layman as 
fit to be the new president, and the first six years of his 
administration which were needed to bring him up to 
the maximum of efficiency, wrought striking changes in 
the universtiy not merely in detail, but much more in 
spirit and tendency, as we of the professional schools 
knew as well as any. Can any one say that the later 
years which have now carried him far beyond the dead line 
have not been equally fruitful, or suppose that any younger 
man in his place could have made the last decade more 
profitable to the college or the educational world in more 
directions of sane and beneficent activity? 

Among the many suggestions often used in literature, 
from the popular adage to the witty essay or ponderous 
sermon, based upon analogies between vegetable growth 
and the development of human character, there is none 
more apposite ee that which compares the latter to the 
ripening of fruits in different varieties of the same species. 
The apple which is delicious in September is insipid or 
rotten in March. Another growing on a tree which cannot 
be distinguished from the first except by the expert, needs 
the time and cold of winter to — its full flavor, — 

The genus homo, species sapiens, has many varieties 
which cannot possibly be covered by any such strict and 
narrow averages as have been laid down by our colleague, 
who bids fair to furnish the most complete refutation of 
his own dicta. E. 


i 





DR. OSLER’S FAREWELL ADDRESS. 


Roxsury, March 9, 1905. 


Mr. Epiror: My attention has been called to your 
editorial (March 2) on Dr. Osler’s Farewell Address. 
That you may have a correct appreciation of the great 
majority of the laity in their estimation of the address, 
and of the great man, as he really is, when rated by it I 
would refer you to Ecclesiasticus, Chap. x, verse 1.* 

Very truly yours, 
AN OBSESSOR. 


* A wise judge will instruct his people; and the government of a 
prudent man is well ordered. 
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RECORD OF MORTALITY 


FOR THE WEEK ENDING SATURDAY, MARCH 4, 1905. 
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Deaths reported, 3,732; under five years of age, 991; princi- 
pal infectious diseases (smallpox, measles, cerebrospinal 
meningitis, diphtheria and croup, diarrheal diseases, whoop- 
ing cough, erysipelas, fevers and consumption) 818; acute 
lung disease 761, consumption 456, scarlet fever 28, whooping 
cough 19, cerebrospinal meningitis 72, smallpox 3, erysipelas 
17, puerperal fever 13, measles 9, typhoid fever 28, diarrheal 
diseases 86, diphtheria and croup 56. 

From whooping cough, New York 5, Chicago 7, Philadelphia 
2, Baltimore 3, Boston 1, Worcester 1. From scarlet fever, 
New York 22, Chicago;3, Philadelphia 1, Boston 1. Taunton 1. 
From cerebrospinal meningitis, New York 60, Philadelphia 1, 
Baltimore 1, Boston 4, Worcester 2, Lowell 2, Holyoke 1, 
Newburyport 1. From smallpox, Chicago 3. From erysip- 
elas, Chicago 8, Philadelphia 6, Providence 1, Boston 2. From 
typhoid fever, New York 10, Chicago 3, Philadelphia 11, Bos- 
ton, Lowell, Holyoke and Brockton, 1 each. 

In the seventy-six great towns of England and Wales, with an 
estimated population of 15,609,377, for the week ending Feb. 25, 
1905, the death-rate was 15.7. Deaths reported 4,704; acute dis- 
eases of the respiratory organs (London) 175, whooping cough 
102, diphtheria 61, measles 110, smallpox —, scarlet fever 38. 

The death-rate ranged from 3.7 in Hornsey to 29.8 in Stock- 
ton-on-Tees; London 16.0, West Ham 14.6, Brighton 11.9, 
Southampton 16.8, Plymouth 14.8, Bristol 14.7, ateahans 





14.4, Leicester 13.3, my 18.9, Birkenhead 13.5, Liver 
pool 16.6, Wigan 24.7, Bolton 13.8, Manchester 17.9, Salford 
13.3, Halifax 13.9, Bradford 16.2, Leeds 13.1, Hull 14.7, Shet- 
field 14.2, Newcastle-on-Tyne 17.7, Cardift 13.0, Merthyr Tydfil 
19.8, Rhondda 20.0, Astor Manor 12.2. 





METEOROLOGICAL RECORD. 


For the week ending March 4, in Boston, according to 
observations furnished by Sergeant J. W. Smith of the United 
States Signal Corps: 
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*O., cloudy; C., clear; F., fair; G., fog; H., hazy; S., smoky; 
R., rain; T., threatening; N., snow; —, below zero. t Indicates trace 
of rainfall. g@- Means for week. 





CHANGES IN THE MEDICAL CORPS U. S. NAVY 
FOR THE WEEK ENDING MARCH 11, 1905. 


F. L. BENTON, passed assistant surgeon. Ordered to the 
Naval Recruiting Station, Philadelphia, Pa. 

C. H. DELANCY, passed assistant surgeon. 
the ** Petrel’* and ordered to the ‘‘ Marblehead.” 


D. B. KERR, passed assistant surgeon. Detached from the 
** Buffalo” and ordered to the ** Boston.” 

J. D. MANCHESTER, assistant surgeon. Detached from the 
** Marblehead ” and ordered to the ‘‘ Petrel.” 

J. MILLER, JR., assistant surgeon. Detached from the 
‘** Boston” and ordered to the * Buffalo.” 

G. H. CooKE, medical director. Retired, detached from the 
Naval Recruiting Station, Philadelphia, Pa., ete., and ordered 
home. 

S. S. RODMAN, passed assistant surgeon. Detached from 
the ** Pensacola” and ordered to the “ Ranger.” March 23. 

Cable from Commander-in-Chief,’ Asiatic Fleet, Cavite, P.I., 
March 9. 

R. A. BACHMANN, assistant surgeon. Detached from the 
‘* Wilmington” and ordered to the *‘ Villalobos.” 

R. H. MICHELS, assistant surgeon. Detached from the 
** Villalobos” and ordered to the “Wilmington.” 


Detached from 





SOCIETY NOTICES. 


BOSTON SOCIETY FOR MEDICAL IMPROVEMENT. — There 
will be a meeting of the Society in Sprague Hall, Medical 
Library Building, on Monday, March 20, at 8.15 P.M. Subject: 
Some Prevalent Parasitic Diseases of the Skin. Dr. J. S. Howe, 
Scabies: Its Prevalence, Recognition and Its Treatment. 
Dr. J. T. Bowen, Impetigo Contagiosa: Cutaneous Abscesses 
Caused by Pyogenic Micro-organisms. Dr. C. J. White, Vege- 
table Parasites of the Skin & Modern Methods of Culture. Dr. 
F. S. Burns, Treatment of Parasitic Skin Diseases by Modern 
Methods, Especially the X-rays. To be illustrated by lantern 
slides. The medical profession is invited to aitend this 
meeting. ARTHUR K. STONE, M.D., Secretary. 

CHARLES M. GREEN, M.D., President. 


BosTtON MEDICAL LIBRARY MEETINGS. — The Boston 
Medical Library Meetings in conjunction with the Suffolk Dis- 
trict Branch of The Massachusetts Medical Society. Program 
of Meeting of Section for Medicine on March 22, 1905: A Study 
of the Objective Methods of Diagnosis of the Stomach in a 
Medico-Surgical Clinic, with Report of Cases: Dr. H. F. 
Hewes. The Recent Surgical Conceptions of Non-malignant 
Disease: Dr. J. G. Mumford. Discussion, Dr. F. Pfaff, Dr. 
J. C. Munro, Dr. F. B. Lund, Dr. E. P. Joslin and Dr. C. L. 
Seudder. 

Gro. G. SEARS, Chairman. 
E. A. LOCKE, Secretary. . 
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@riginal Articles. 


THE TREATMENT OF APPENDICITIS.* 


CAN WE WAIT FOR LOCALIZATION WHEN THE 
GENERAL PERITONEAL CAVITY IS INVOLVED? 
BY C. A. PORTER, M.D., BOSTON. 


Ir may be taken for granted that the advisa- 
bility of operation in acute appendicitis, seen 
within forty-eight hours of the onset, meets at 
last with general approval. The proper treat- 
ment of circumscribed infection has long been 
clearly established. The treatment of the inter- 
mediate stages, 7, e., spreading or generalized 
peritonitis, however, is most unsettled, though 
accumulated experience is enormous and the 
importance of the subject hard to exaggerate. 
Some individual surgeons have arrived at con- 
clusions sufficiently definite to guide them clearly 
in practice, yet ‘these conclusions are inhar- 
monious, if not opposite. 

Murphy! of Chicago states emphatically that 
in advancing or general peritonitis he always 
operates unless the patient appears moribund; 
never flushes or sponges the general cavity; 
avoids breaking adhesions; contents himself with 
local drainage of the infection; and reports 16 
consecutive cases, without mortality, as a result 
of such treatment. Joseph Blake, in 1908, 
reported 10 cases of spreading infection without 
mortality; 7 of general infection with 57% 
mortality. Hotchkiss, in 1904, reported 15 
cases of advancing peritonitis without mor- 
tality. Both Blake and Hotchkiss always 
operated, invariably irrigated, and only drained 
the peritoneal cavity when necrotic exudate 
was present. In 81 cases of general peritonitis, 
operated on by many surgeons, at the Massachu- 
setts General Hospital, from 1899 to 1904, the 
mortality was 67%. In 28 personal cases the 
mortality for the same period was 58%. Ochs- 
ner and others have become convinced that the 
conservative treatment later to be described is 
safer than operation. In his hands 33 cases of 
diffuse infection showed a mortality of 30%. 
Necessarily, without operation, the diagnosis 
rested upon clinical evidence alone. 

While it is probable that a series of similar 
cases of spreading infection might recover 
under Ochsner’s treatment, local operation, or 
general saline irrigation, and while another group 
of general infections would die, whatever treat- 
ment be employed, it is an obvious truism 
that in each case ideal treatment would give 
the best chance of recovery and would clearly 
point to one of these three methods of treatment. 
One is bewildered, in attempting to judge of the 
value of statistics, by the many different factors 
which must be considered before conclusions can 
be drawn. Few cases are alike, though certain 
groups are easily made. One must consider 

*The following papers were read at_a meeting of the Section for 
Surgery, Suffolk District Medical Society, in conjunction with the 


Boston Medical Library, January 4, 1905, and also in part at an 
earlier meeting. 


7.5 Jour. of Med. Sci., Aug., —. 2 Annals of Surgery. 
N. Y. Med. News, Ixxxv, July, 190 4. - 





the age of the patient, the duration and extent 
of the process, the variety and virulence of the 
infection, the natural resistance, the presence or 
absence of adhesions, obesity, marked distension, 
general complications, anesthesia, rapidity of 
operation, skillfulness of assistants, and the im- 
possibility of determining without operation 
whether generalized infection is actually present. 
Even with general operation doubt often arises 
as to the universal infectiousness of the exudate. 

Judged by the mortality only, some of the 
above-quoted statistics may be used to argue 
for or against general irrigation, for or against 
local operation, or that either method may 
be employed to equal advantage. Ochsner’s re- 
sults, without operation, are twice as good as 
the Massachusetts General Hospital statistics, 
though in the latter a general peritonitis was 
proved to be present by operation. 

Neither Murphy nor Hotchkiss, though they 
report consecutive cases, claim that such results 
in a larger series could be equalled, for it is obvi- 
ous that diffuse peritonitis, however treated, 
must result in some mortality. If I interpret 
their views correctly, Murphy attributes his 
success to the fact that by rapid local operation 
he causes the least possible shock, does not in- 
crease absorption by rupture of adhesions, or 
injury to the peritoneum, and simply removes 
pus under tension. Hotchkiss, Blake and Fowler,‘ 
on the other hand, believe that irrigation through 
a small incision, with proper technic causes little 
shock, and that the increased absorption brought 
about by general interference is compensated 
by the removal of exudates which under the 
local operation would continue to be absorbed. 
Certainly they have demonstrated that general 
irrigation is not the unjustifiable procedure which 
some would have us believe. 

An analysis of the 81 cases, from 1899 to 1904, 
at the Massachusetts General Hospital, shows, 
chiefly in the earlier operations, that the surgeon 
was influenced in his methods by the apparent 
importance of removing and draining all infec- 
tious exudates, without adequate realization of 
the condition to which such interference often 
reduced the patient, through shock at operation 
and subsequent toxic absorption. Many of the 
operations were prolonged, with large or multiple 
incisions, evisceration, general irrigation or spong- 
ing; numerous gauze and tube drains were in- 
serted among the intestines. There were 57 
deaths in this series and of these 57, two thirds 
died within two weeks, one third within twenty- 
four hours after operation. Though the con- 
dition of many of the cases at admission was 
desperate, and some were actually moribund, 
such a mortality — especially such a high imme- 
diate mortality — demands careful reconsidera- 
tion of the methods and technic employed, 
and the selection of cases for operation, and 
may properly, I think, arouse some doubt as 
to whether operation as performed did not dimin- 
ish instead of increase the patient’s chance of 
recovery. 


4N. Y. Med. News, Ixxxiv, May, 1904, 
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There is no reasonable doubt that cases of diffuse 
peritoneal infection recovered long before opera- 
tions were performed for this condition. The 
clinical histories of such cases are clear and are 
occasionally confirmed by subsequent operation 
or post-mortem examination, at which universal 
peritoneal adhesions with an obliterated appendix 
have been found. While many, if not most, of 
these cases died under Alonzo Clark’s opium 
treatment, some recovered. Absolute starva- 
tion, opium and hot fomentations was the routine 
treatment which some physicians preached and 
successfully practiced twenty-five vears ago. 
Then came the operative period, when surgical 
interference, limited at first to evacuation of the 
abscess or removal of the appendix, soon extended 
its scope and attempted, by sponging and general 
irrigation through long incisions, to clean the 
general cavity. Evisceration and immersion in 
hot saline baths — barbarous as such treatment 
now appears — have been resorted to in the past. 
Attempts have also been made, through large 
glass tubes in the pelvis and loin, to carry on 
continuous saline irrigation. Opium was con- 
demned before operation as it masked symptoms, 
after operation as it stopped peristalsis and 
caused constipation and distention, for side by 
side with the heroic operating period there devel- 
oped the purgative treatment of peritonitis, 
especially with saline hydragogue cathartics. 
This was justified by the hope that thorough 
emptying of the large intestine would relieve 
congestion and thereby favor drainage of the 
contents of the appendix into the cecum, and that 
copious watery discharges would drain the fluid 
exudates formed by the inflamed peritoneum and 
favor absorption of the remainder. Distention, 
nausea, vomiting of foul material which regur- 
gitated from the intestines, seemed to indicate 
such treatment. As a survival of these ideas, 
or in view of the general maxim that thorough 
cleaning out of the bowels is of value at the 
beginning of any disease, it is a matter of com- 
mon experience that almost all cases of appen- 
dicitis, whether in the perforating stage or not, 
which come to hospital or are seen in practice, 
have been given purgatives. 

Within the past few years the surgical treat- 
ment of appendix peritonitis has undergone 
some changes for the following reasons: 

(1) The results of the very extensive opera- 
tions have been most unsatisfactory. 

(2) The temporary efficiency of all drainage 
in the abdomen and its inhibitory action on 
peristalsis and natural absorption has been 
demonstrated by the valuable experimental 
work of Clark and many others, who have also 
shown the wonderful power of the peritoneum 
to absorb and overcome, through leucocytes and 
antitoxins, large doses of bacteria. 

(3) The results which were obtained under 
the long-forgotten starvation and opium treat- 
ment are recalled. 

(4) Moszkowicz® has recently shown that the 
natural peritoneal resistance to infection is 


markedly increased when the peritoneum has 
been previously irritated by toxins, slowly dif- 
fused from the primary focus. Such experimen- 
tal evidence is clinically confirmed by the cases 
which have recovered without operation or, 
having passed through a stage of diffuse infection 
with eventual localization, show at operation an 
abscess securely shut in by adherent intestines 
and omentum. 

As many surgeors, even in cases of spreading 
or diffuse peritonitis, limit their interference to 
local operation and leave to natural resistance 
the remainder of the infectious exudate, it is 
clear that, in all the cases which recover, the 
peritoneum has been equal to its task. In view 
of the considerable mortality which still occurs, 
in spite of modern conservative operation, some 
surgeons have pushed their conservatism so far 
as to advise no operation at all, until the diffuse 
infection has become localized. 

Roux of Lausanne states that since practition- 
ers in his neighborhood have entirely abandoned 
catharties from the onset of the attack and have 
starved their patients, 95% of the acute appendix 
cases subside or develop a local abscess. 

Ochsner of Chicago has done most to advance 
the so-called conservative treatment of spreading 
peritonitis, which he has practiced for vears. 
He believes in immediate operation when the 
patient is seen within thirty-six hours of the on- 
set, or when signs and symptoms warrant the 
conclusion that infection is still limited to the 
appendix. In all patients who show evidence 
that infection is spreading or has spread to neigh- 
boring parts, he advises the treatment later to be 
outlined. His past experience with operation 
in such conditions, contrasted with the results 
which he now obtains, has apparently convinced 
him that cases thus treated, in spite of the com- 
plications which may develop through further 
extension of infection, have a better ultimate 
chance of recovery than if immediate operation 
be performed. Such a return to ancient practice 
and such extreme reliance upon natural perito- 
neal resistance must be supported, before such 
a radical change in treatment is justifiable, by 
results which are unquestionably better than 
those which modern conservative operators can 
offer. Let us carefully examine the treatment 
and the cases to which it has been applied. 

From admission absolutely nothing is given by 
mouth, — no water, no catharties. The stomach 
is washed out, thereby overcoming the nausea, 
vomiting and distention, and the patient is put 
in an exaggerated Fowler posture. Water is 
freely supplied by rectum or saline infusions under 
the skin, and small nutrient enemata are given 
every four hours. Large enemata are not given 
from fear of rupturing adhesions. Hot or cold 
applications to the abdomen are made and the 
treatment is kept up until the diffuse process has 
become localized or the patient has died. 

This treatment is planned in accordance with 
Ochsner’s_ belief that intestinal peristalsis is 
the most important means by which infection 
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tempts on the part of the bowel to pass along its 
contents, or may be excited by cathartics, he 
interdicts cathartics and all fluids by mouth,,and 
employs gastric lavage not only to control nausea 
and vomiting, but to keep the stomach absolutely 
empty and free from the intestinal contents, 
which are continually regurgitated into it. Under 
such treatment he claims that not only will the 
intestine be kept quiet by the absence of any 
stimulants to peristalsis, but that gradually 
through regurgitation of their contents they will 
become emptied, and as nothing is given which 
could ferment, the distention will diminish or 
disappear. 

There is nothing in this treatment which is 
remarkable or unusual. With the exception of 
gastric lavage and saline infusion, both modern 
improvements, it is the starvation treatment 
previously mentioned as practiced by some physi- 
cians many years ago. But the importance of 
Ochsner’s position in reality is not due to the 
treatment advised, which may aid natural resist- 
ance in some degree, but to the fact that he is 
willing to trust to non-operative treatment all 
cases which show evidence of infection outside 
the appendix itself. In a paper read before the 
Tri-State Medical Society, Oct. 17, 1904, he re- 
ports his results in 460 cases of acute appendi- 
citis, in which he operated at once in 57% and 
delayed operation in 43%. He divides these 
cases into 4 groups, as follows: 


No. of Cases. Deaths. Mortality. 
I. Acute appendicitis 200 Immediate 
without perforation. operation. 5 23% 
(6 cases entered with- 55 Delay. 0 O% 
in 36 hours of onset.) 255 
II. Acute appendicitis, 21 Immediate 
perforated or gangre- operation. 0 0% 
nous, without abscess. 34. — Delay. 0 0% 
(5 entered within 48 
hours of attack.) 55 


III. Acute appendicitis °38 Immediate 


with peritonitis and operation. | 24% 
abscess, 78 Dela y. 2 23% 
(All entered after 3 

days from onset.) 116 


IV. Acute appendicitis 

with diffuse perito- 

tonitis. 33 Delay in all. 10 30% 

Though I have given, for comparison, in this 
table an analysis of all of his cases of acute appen- 
dicitis, I wish to call particular attention to those 
in which operation was delayed “ until their con- 
dition seemed sufficiently improved to make the 
operation appear safe.”” In Groups I and II imme- 
diate operation in 221 cases resulted in 5 deaths. 
No death from extension of infection or subsequent 
operation occurred in the 89 cases selected for 
delay. Immediate operation in all cases might 
have given equally good, but not better, results. 
The mortality of the 310 cases, under operative 
and conservative treatment combined, was 134%. 
After delay operation was without mortality. 

Group IIl. Acute perforative or gangrenous 
appendicitis with peritonitis and abscess, 116 
cases. ‘“‘ All of these patients entered the hos- 


pital after the third day from the beginning of 
the attack.” ‘“‘Many of these patients were 
received in desperate condition, with what seemed 
at first to be diffuse peritonitis, severe distention, 
tense abdomen, vomiting, bad facial expression, 
apparent shock, etc.” Though Oschner does 
not state how many cases entered the hospital 
with a circumscribed abscess, compared with 
the number who showed evidence of peritonims 
or early peritonitis, it is fair to assume that, at 
the time of examination, a majority showed signs 
and symptoms of advancing infection, for imme- 
diate operation was performed in only one third 
of the cases, while conservative treatment was 
advised in the remaining two thirds. In the 
38 cases operated upon at once, one death oc- 
curred. In the 78 cases in which operation was 
delayed, he had 2 deaths following subsequent 
operation. 


Case I. Boy, fourteen, entered twelve days after 
onset. Temperature 102.2, pulse 100. Boy appeared 
very weak and ill; abdomen distended. After delay 
infection became localized’ in right iliac region, 
reaching beyond median line to left. Operation 
seventeen days from onset; circumscribed abscess; re- 
moval of appendix. Drainage. Death in two days, 
from peritonitis, as a result of bad technic. 

Case II. Boy of six, entered on the seventh day 
after onset. Apparently mild attack. Mass in appen- 
dix region; muscular rigidity without distention. 
Routine treatment for forty-eight hours, with marked 
improvement. Operation ninth day from _ onset; 
circumscribed abscess; appendix removed. Drainage. 
Normal recovery until sudden death at end of twenty- 
four hours. No autopsy. 


Though at first it might be claimed if opera- 
tion had been performed at entrance that neither 
of the cases would have died, I think a more care- 
ful examination of the histories shows that, as 
both patients were improved by routine treat- 
ment, the deaths cannot fairly be attributed to 
delayed operation. Including these two cases, 
however, the mortality with operation postponed 
was 24%, in no instance due to delay. If we 
consider in these 78 cases that exactly the indi- 
‘ations (spreading infection) which would lead 
most surgeons to operate at once were interpreted 
by Ochsner as indications for delay, and also 
that “‘ many of these patients were received in 
desperate condition,” ete., I think these statis- 
tics, so far as they go, must convince the surgeon 
who advocates immediate operation that at least 
there may be two sides to the question, if they 
do not justify Ochsner’s contentions. Adding 
the 78 cases in Group III to the 89 in Groups I and 
II, we have 167 in which operation was deferred, 
with a total mortality of 1.2%. Stated in another 
way, if the 2 fatal cases in Group III did not die 
from complications due to delay (and it seems 
fair to conclude that they did not), we can say 
that not a single case died from causes which 
could have been prevented by immediate opera- 
tion. As all the cases in which routine treatment 
was advised showed signs and symptoms of more 
extensive or advancing infection, as compared 





6A case of fecal fistula, which died after operation, has been 
excluded as it was not a case of acute appendicitis. 
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were at once operated upon, the results are still 
more in favor of delay as compared with the 
immediate operation. Immediate operation in 
259 circumscribed cases gave a mortality of 2.3%. 

Group IV. Unfortunately Ochsner gives no 
details of the cases in this last and most interest- 
ing group. Thirty-three cases were admitted 
with the clinical diagnosis, — diffuse peritonitis, 
7 were in “a dying condition ” at entrance and 
failed to improve sufficiently ‘‘ to justify opera- 
tion.”” Twenty-six cases presumably did im- 
prove after routine treatment as all were operated 
upon, with 3 deaths — total mortality 30%. No 
statement is made as to the clinical difference 
between the signs and symptoms of cases placed 
in Group IV — diffuse peritonitis — and those pre- 
sented by the sicker cases in Group III “‘ classed 
by Mynter as beginning diffuse peritonitis.” 

In all probability, without careful examination 
at operation, no such distinction can be made, 
and the same objection applies to the statistics of 
surgeons who perform only a right-sided opera- 
tion, and on finding free pus, classify the case as 
one of diffuse peritonitis, using the adjective to 
mean diffused throughout the abdomen. The 
words advancing, spreading, diffuse, or general 
peritonitis are often loosely used by surgeons. 
Even after examination of the different parts of 
the abdomen by gauze swabs or irrigation, though 
the presence of turbid serum and fibrin may show 
that the process is general, unless pus is present or 
organisms are demonstrated by smear or culture, 
the case may properly be considered one of general 
toxic peritonitis, but not one of general infectious 
peritonitis. Though I entirely agree that for 
clinical purposes the distinction ‘‘ spreading and 
diffuse peritonitis ’’ is all that we can determine at 
operation, it is obvious that for pathological 
reasons such a classification is inexact. On this 
account we have statistics of cases of peritonitis 
which has spread beyond the appendix region, 
the value of which is directly proportionate to 
the accuracy of the method by which they 
were obtained. The methods of obtaining such 
data fall under the following heads: 

(a) Through general operation organisms are 
demonstrated, by smear or culture, to be present, 
with swabs from the splenic region, hepatic 
region, central coils, left loin and pelvis. 

(b) Through general operation, by irrigation, 
actual pus or very turbid serum has been washed 
back from all the regions mentioned. 

(c) Through local operation, with pus among 
the central coils, and clinical evidence of a general 
process, as judged by marked tenderness, rigidity, 
free fluid in left loin. 

(d) No operation; clinical evidence alone. 

Though the clinical evidence without operation, 
or even with local operation, may_be sufficient to 
render a diagnosis of diffuse peritonitis extremely 
probable, the results obtained by those who have 
confirmed the condition present by examination 
and have not relied upon their interpretation of 
the clinical evidence, are naturally most to be 
relied upon. Even though organisms be present 
throughout the cavity, their variety, and viru- 





lence as compared with the vital resistance, may 
still remain unknown. In Ochsner’s Group IV, 
7 cases entered moribund and died in spite of 
treatment. The 26 cases not moribund at en- 
trance improved under treatment and were later 
operated upon, with 3 deaths, 114% mortality. 
It is evidently impossible to compare the results 
of delay in this group with immediate operation 
as no immediate operation was done. What 
might have happened had delay not been used 
is purely a matter of speculation. 

Using, for comparison, the statistics of other 
surgeons, who, however desperate the condition 
at entrance, have performed some sort of an 
operation, when it seemed that the patient 
would survive it, we have the following results: 


Mortality. 
Hotchkiss, 15 cases. 0% 
Murphy, 16s, 0% 
Hawkes, | ae 18% 
Deaver, 86 31% 
Fowler, 100 33% 
Trendelenburg, BO 67% 
Massachusetts 161 —,,_—s diffuse. 66% 
General Hospital 81 ,, undoubted general. 70% 


Although such different results without further 
analysis are useless for exact comparison, on 
closer examination, however, the following factors 
appear: 

(1) ** Moribund cases ” almost never survived 
general irrigation. 

(2) ‘‘ Moribund cases ” rarely recovered even 
with simply local drainage. 

As would be expected, recovery was in general 
influenced by the duration of the diffuse infection 
previous to operation and the duration and mag- 
nitude, ete., of the operative interference; show- 
ing a distinct tendency to improve in recent 
years, with more conservative operation, for 
example: 
Massachusetts 
General Hospital 


1899 25 cases. 


Recovery 28% 
1903 33 ( 


” ” © 


The use of Fowler’s position after operation 
has been proved to be most valuable. Fowler 
states that, though with older methods his mor- 
tality was in the neighborhood of 75%, in his last 
100 eases of diffuse peritonitis, all of which were 
operated upon — the mortality was 33%. The 
most favorable claim, then, that can be made 
is that a large series of cases, treated by general 
irrigation, will probably show an average mor- 
tality of about 334%. 

Whether local operation, as advocated by 
Murphy, will in an equally large series prove 
superior to general irrigation is a question for 
future experience to determine. As all acknowl- 
edge the difficulties of general, or even local, 
operation on these advanced cases — difficulties 
due to the condition of the patient (vomiting, 
distention, perhaps obesity, or inadequate assist- 
ance, and the possible post-operative complica- 
tions which may develop) — it is evident that 
Ochsner’s mortality, 30%, compares well with 
that of immediate operation. Adding together 
the cases in these 4 groups — 200 cases in all, in 
which operation was delayed — the results are 
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so favorable that his method demands careful 
consideration. 

First, because, if he is right, the advantages 
of his method should be considered, even if not 
adopted, in Classes III and IV, to a less degree 
in Classes IT and I. 

Second, if he is wrong (as most surgeons of 
equal or greater experience believe) and the 
conclusions which he draws are incorrect, theugh 
apparently supported by his personal experience 
and the reported experiences of some other sur- 
geons with his method, it is of great importance 
that the errors in his deductions should be found 
out through a larger experience, and the limita- 
tions of his method defined. 

Whatever the ultimate decision may be, there 
is little doubt that Ochsner’s teachings have been 
of distinct value: 

(1) They have emphasized the natural power 
of the peritoneum to resist and circumscribe 
peri-appendicular infection, when purgatives are 
not given and starvation, etc., is systematically 
carried out. 

(2) They have shown that certain cases of 
spreading or diffuse infection, when the condition 
of the patient or unfavorable surroundings make 
operation unusually hazardous, may be brought, 
through his treatment, to a condition more favor- 
able for later operation. 

(3) That immediate operation, therefore, does 
not offer to all cases the only reasonable chance 
of recovery. 

(4) That the possible or probable advantages 
of his treatment, compared with results of imme- 
diate operation, must be carefully weighed when- 
ever the patient lives in a locality where a good 
surgeon cannot be obtained. Indeed, it may be 
questioned whether the mortality of all cases in 
Group IV and the sicker cases in Group III would 
not be less under his treatment, when a very good 
surgeon could not be obtained. 

(5) The question may be raised, as a result of 
his teachings whether cases in Class IV and Class 
III, when no good surgeon can be obtained, 
would not do better under conservative treat- 
ment than if transported long distances to hos- 
pital. 

Although this much is granted by those who 
advocate immediate operation, it must be clearly 
understood that Ochsner does not limit his treat- 
ment only to cases which are unfavorable for 
immediate operation, but that he believes it 
should be applied to all cases with infection 
outside the appendix, though operation be done 
by the best surgeons, under the most favor- 
able conditions. It is with this general appli- 
cation of conservative treatment to all cases 
of pert-appendicular infection and delay for 
localization, that most surgeons take issue, for 
they fear that serious harm may result, should 
such treatment be adopted as a routine practice. 

Though it is obviously unfair to hold a method 
responsible for bad results, when such a method 
is misapplied or misunderstood, some of Ochsner’s 
own statements and the impression conveyed by 
his statistics may not unjustly be held respon- 





sible for a belief which I think is gaining ground 
among the general practitioners, not only in the 
middle West, but in regions farther distant, that 
delay with his treatment is safer than immediate 
operation in almost all cases of acute appendicitis. 

He says: (1) “In my personal experience no 
case of acute appendicitis has died in which 
absolutely no food of any kind, and no catharties, 
were given by mouth from the beginning of the 
attack.” 

(2) ‘‘ With the evidences of extra-appendicu- 
lar infection the routine treatment should be em- 
ployed until the patient’s condition makes oper- 
ative interference safe.” 

Such statements give the impression that 
under his treatment the patient will improve. 
When, added to these and other similar state- 
ments, we find on examining statistics of the 
200 cases (except the 7 in Group IV, who entered 
moribund) that not a single case failed to im- 
prove under routine treatment, the conclusion is 
not unnatural that Ochsner believes that no 
case properly treated from the onset will die, and 
that all cases of infection beyond the appendix 
will, by delay, be brought to a better condi- 
tion for subsequent operation. 

The improvement which followed his routine 
treatment with such uninterrupted regularity is 
one of the most striking and unexpected things 
in this paper. No case with spreading infection 
at entrance developed a diffuse peritonitis; no 
mention is made of left iliac abscesses or residual 
infections among the intestines; no fatal pneu- 
monia, metastatic process, or intestinal obstruc- 
tion occurred. Yet there is little doubt that 
such complications are more likely to occur the 
longer pus remains under tension within the 
abdomen. Ochsner was fortunate in this series 
of cases, and without in the least doubting his 
statements, these questions may not unnaturally 
arise: 

(1) To how many cases does his first statement 
apply? 

(2) Is not the impression conveyed much too 
favorable to the probable results which will 
occur with such treatment at the hands of other 
surgeons, or in another equally large series of his 
own cases? 

(3) Though Ochsner advises operation within 
thirty-six hours to forty-eight hours of the onset, 
in the fatal cases in which immediate operation 
was done, does he not state that if in these delay 
had been instituted recovery would probably 
have occurred? As many general practitioners 
do not see their cases until thirty-six or more 
hours after the onset, at which time many cases 
already show signs of general peritoneal irritation 
or peritonism, though infection is still limited to 
the right iliac fossa, if not to the appendix. itself, 
the whole tenor of Ochsner’s advice is against 
immediate operation and in favor of delay, and 
there are some physicians who, though they have 
grasped the main objects of his method, apply it 
to early cases for the reasons above mentioned. 
There are many practitioners who only need such 
conservative teaching to lead them to throw their 
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influence against immediate operation, and the 
laity, brought with much difficulty to connect 
the idea of immediate operation with acute 
appendicitis, will not be slow in taking up the 
conservative view. 

I feel convinced that the tendencies which 
may result from Ochsner’s teachings are not 
fanciful imaginings, but represent dangerous pos- 
sibilities. Therefore it is not to be wondered 
at that the surgeons who continue to believe in 
immediate operation in almost all cases of 
appendicitis, in all stages, decry Ochsner’s 
method and through fear of the indirect, if not 
direct, influence of his published opinions, demand 
further proof and substantiation of the soundness 
of his views, even undervaluing the good points 
of his treatment. Such objections arise from the 
harm which may result if, owing to the general 
impression conveyed by Ochsner’s statements 
and statistics, the general practitioner misapplies 
his treatment to early acute appendicitis, or in 
eases further advanced decides, without consul- 
tation, against operation. 

What objections can be raised by the advocates 
of immediate operation to the employment of 
Ochsner’s treatment in the class of cases defined 
by him as really suitable for delay, 7. e., those 
which show, after thirty-six to forty-eight hours 
from onset, clinical evidence of infection. beyond 
the appendix? 

(1) Immediate operation is in the position of 
the defendant; by it the mortality of appendicitis 
has been reduced to its present low rate; through 
bitter experience with the results of too radical 
operations in unsuitable cases, the surgeon has 
finally come to a clearer knowledge of what should 
and what should not be attempted. Though 
some surgeons have tried Ochsner’s treatment 
and agree with his point of view, other surgeons 
have tried it in apparently suitable cases, and 
improvement did not follow, but the patient went 
from bad to worse. The majority of surgeons do 
not feel justified in refusing modern conservative 
operation, and trusting to natural resistance, until 
the advantages of conservative treatment have 
been demonstrated by a very much larger ex- 
perience. 

(2) Though a surgeon of Ochsner’s large ex- 
perience, in the great majority of cases, may 
diagnose the true condition within the abdomen, 
errors are bound to occur, increasing in number 
with the relative inexperience of the observer and 
the contradictory diagnostic evidence which cer- 
tain cases present. Thus gastro-intestinal per- 
forations, internal strangulations, etc., all of 
which demand immediate operation, may simu- 
late appendicitis; or the presence of the signs of 
peritonism, or more or less general peritoneal 
irritation may determine the decision against 
operation, though the infection in reality is limited 
to the appendix, and operation could safely 
be performed. Circumscribed pelvic infections, 
owing to the resulting obstructive symptoms, 
are not infrequently mistaken for serious diffuse 
peritonitis. Though improvement may follow 


evacuation of the abscess take place, delay, with 
the attendant dangers of septic phlebitis or rup- 
ture into the general cavity, would be more 
dangerous than immediate operation. 

(3) If at operation the surgeon finds a gangre- 

nous or perforated appendix, with free pus among 
the adjacent intestinal coils and in the pelvis, he 
can claim, with fairness, I believe, that by the 
early removal of the cause of the infection more 
patients will be saved from a diffuse peritonitis 
than will develop such a process as a result of 
operation. On the other hand, if at operation 
the appendix is found wrapped up in omentum 
or the infection is limited by adhesions, however 
delicate, with only a little fibrin or slightly turbid 
serum in the neighborhood, it is probable that 
under Ochsner’s treatment, localization would 
have occurred. Here the operator’s responsi- 
bility increases, for the result will depend upon 
his skill and technic. Ochsner’s treatment is 
distinctly less dangerous than bad surgery. 
(4) It is possible that part, at least, of Ochsner’s 
success with subsequent operation after delay 
is due to his knowledge and experience in select- 
ing the proper time for interference, results which 
could not be obtained by other surgeons without 
equal experience with delayed operation. 

(5) When at the time of examination infection 
is found to have spread beyond the appendix 
region, it implies a sudden entrance into the 
general cavity of infectious material, bad treat- 
ment by purgatives, ete., or inability of the natu- 
ral peritoneal resistance, through adhesions, 
phagocytosis, antitoxins, ete., to react against 
the infection. Such failure to react may be 
temporary or permanent. Though Ochsner be- 
lieves that conservative treatment will be fol- 
lowed by an ultimately smaller mortality than 
if immediate operation be done, the objections 
to such treatment will be better understood if 
the claims of those who advocate immediate 
local operation or general. irrigation be next 
considered. 

a. Local Operation. — The cause of the infec- 
tion (the appendix) is removed, if easily accom- 
plished; the pelvis is drained, with Fowler’s 
position, for twenty-four to thirty-six hours; 
any exudate, which is free in the general cavity, 
gravitating towards the pelvis and away from 
the upper and more absorbing regions, tends to 
escape from the peritoneal cavity through the 
drain; operation is rapid, with relatively little 
shock; danger of evisceration is slight, incision is 
small, operation requires not more than one 
third of the time needed for general operation; 
the diffuse infection, though indirectly and tem- 
porarily influenced by dependent drainage, is 
left to natural resistance; phagocytosis and the 
antitoxie action of the peritoneal serum, etc., is 
not interfered with by irrigation. Such local 
operation, with all its advantages, when com- 
pared with general irrigation, fails to meet the 
indications in one important particular: the 
removal of the infectious and toxic exudates from 
the general cavity, which should obviously be 





starvation, gastric lavage, ete., and spontaneous 


removed, provided this could be accomplished 
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without more harm to the patient than would 
result were they left behind. 

b. General Irrigation, or Sponging. 

(1) Sponging has this one advantage, and this 
only, that the chances of spreading infection 
thereby are less than with irrigation and the 
possible unfavorable results from absorption of 
saline fluid and toxins are not present. Sponging 
is slower, and causes more injury to the perito- 
neum than would result from irrigation, which 
is mechanically the best and most rapid method 
of removing fluid exudates. 

(2) General irrigation with Tait or Blake tube 
with normal saline solution at temperature of 
110° to 115° F. 


TECHNIC, 


(1) Patient raised to angle of 20° to 30°. 
plete muscular relaxation necessary. 

(2) Short right rectus or median incision. 

a. Appendix abscess (if present) evacuated 
and appendix removed. Then general irrigation 
(Hotchkiss) or right iliac fossa and pelvis walled 
off. Irrigation with long retractor to splenic 
region first carried out, especial care being given 
to provide adequate exit for fluid, by proper 
retraction of margin of wound, otherwise forced 
evisceration, due to accumulation of fluid in de- 
pendent parts, will be liable to occur. 

Blake’s tube is valuable, provided return flow 
is not interfered with by omentum or intestines 
blocking holes. Such accidents lead one to prefer 
Tait’s tube in the long run. 

Next, right hypochondrium, central coils, ete., 
washed clean, general cavity walled off, pelvis 
flushed and drained. 

Finally, peri-appendicular infection evacuated 
and drained, and if deemed expedient, appendix 
may be removed. The intention of such a gen- 
eral irrigation is to cleanse, first, the parts least 
or most recently infected, to wall off such tem- 
porarily cleaned areas, and then to remove or 
drain the original focus of infection. The peri- 
toneum is closed, except for drainage area, and 
patient put in Fowler’s position. 

Advantages. —a. The peritoneal cavity is freed 
from the major portion of the infectious and toxic 
exudates, with the least possible trauma, and 
may thereby be put into condition to overcome 
the few remaining organisms. 

b. The danger from toxic absorption, through 
dependent drainage, is, for a time, at least, 
diminished. 

c. The hot saline solution acts as a stimulant. 

d. Such thorough irrigation diminishes the 
chances of subdiaphragmatic abscesses or resid- 
ual infections among intestinal coils, as com- 
pared with local operation or no operation at all. 
Cases after such general irrigation usually show 
evidence of marked improvement by the next 
day, or, failing to react, die more quickly than 
after local operation or conservative treatment. 
Occasionally high temperature and pulse (prob- 
ably due to shock, trauma and increased absorp- 
tion) follow such extensive interference, with 


Com- 





cence. At autopsy the general cavity is, as a 
rule, surprisingly free from signs of infection. 
Absorption of exudates, seen at operation, has 
often occurred. 

The advantages of irrigation as contrasted 
with local operation are particularly favorable 
in the cases of very recent general infection with 
relatively little evidence of injury to the serosa, 
especially in the rarer cases when a circumscribed 
infectious area has suddenly discharged its con- 
tents into the general cavity, previously unirri- 
tated by gradual toxic absorption. The bad 
results which follow conservative treatment or 
local operation in such cases are well recognized. 

Disadvantages. — Thorough irrigation of the 
general peritoneal cavity is a major operation, 
not to be undertaken without skilled assistance 
and favorable surroundings, nor with poor general 
condition of patient, very marked distention, 
obesity, etc. In infections which have been 
apparently generalized for more than forty-eight 
hours the rupture of adhesions with increased 
absorption is so frequently followed by fatal 
toxic absorption, as to make general irrigation 
inadvisable. With general irrigation, operation 
is prolonged, the danger of evisceration and shock 
is increased. Unless the patient’s condition after 
operation is such that Fowler’s position may be 
assumed, serious toxic absorption may occur. 
The dilution of the liquid exudates with saline 
infusion, and the mechanical removal of phago- 
cytes, etc., may interfere with natural resistance 
and leave some organisms in the general cavity, 
which will multiply before natural inhibition can 
again become active. As compared with local 
operation and drainage, general operation appears 
to have more disadvantages than advantages, 
yet, since the extensive operations of the past with 
multiple incisions, ete., have been abandoned, 
and surgeons have come to realize more and more 
that general irrigation in diffuse peritonitis must 
be limited to the shortest possible duration and 
the least. possible trauma (guided more by the 
condition of the patient than the amount of the 
exudate), the results of general irrigation, thus 
employed, justify its further use. 

When doubt exists, on opening the abdomen, 
as to the advisability of general irrigation or 
local operation with drainage, local operation 
should be preferred. In cases with history and 
symptoms of a diffuse infection of some days’ 
duration, with much evidence of local infection, 
general operation is contra-indicated and _ local 
operation has little to offer when compared with 
conservative treatment; on the other hand, with 
evidence of a local process with toxic absorption, 
more marked than that of peritonitis, local 
operation with drainage is indicated rather than 
general operation or conservative treatment, ete. 

The objections to the general adoption of 
Ochsner’s conservative treatment of peritoneal 
infection from appendicitis arise, therefore, from 
two entirely different causes, which have been 
analyzed above. 

a. The harm which may result from some of 
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tion of his results, or misapplication of his 
methods to early appendicitis. 

b. Objections raised, with thorough under- 
standing of his position and point of view. 

I. A natural hesitation to adopt such a radical 
change in treatment, until Ochsner’s results are 
confirmed by other surgeons or in a much larger 
series of his own cases. 

II. Belief that the invariable improvement 
which follows delay in his 193 cases (7 moribund 
at entrance excepted) was unusually fortunate, 
and not to be expected in another similar series. 

III. Fear of delay in some cases which may be 
erroneously diagnosed as appendicitis, though 
in reality requiring immediate operation. 

IV. Experience with cases operated upon on 
the third or fourth day which show no evidence 
of limitation of process, and the impossibility of 
diagnosing such cases without operation. 

V. Belief that the results of conservative treat- 
ment, if applied to all cases of apparent infection 
beyond the appendix, will in the future prove 
inferior to the results of proper immediate opera- 
tion in suitable cases, especially as the harm 
caused by too extensive operations and the limi- 
tations of what can, through it, be accomplished 
are more and more recognized. 

VI. Though the results of conservative treat- 
ment at Ochsner’s hands in Group I and II (89 
cases without mortality) could not be improved 
upon, it is very probable that delay in such cases, 
if carried out as a routine practice by general 
practitioners and surgeons, would result in more 
deaths than would follow immediate operation. 

In Group IV, though a mortality of 30% in 33 
eases clinically diagnosed as diffuse peritonitis, 
is less than the average mortality of cases proved, 
through operation, to have a general peritonitis. 
The actual existence of a diffuse infection in some 
of these cases may be questioned. Fowler’s 
results with general irrigation — 33% mortality 
in 100 cases — is almost as good; and in 46 con- 
secutive cases at the Brooklyn Hospital he had 
a mortality of only 183%. Murphy’s 16 consecu- 
tive cases without mortality and Hawkes’ 11 
with 18% show statistics in favor of immediate 
operation. It must be remembered, however, 
in comparing the results of operation by such 
skilled surgeons with conservative treatment, 
that the latter has this very great advantage, 
that it can be thoroughly carried out by any good 
general practitioner, and is applicable to some 
cases which would be unfavorable for operation. 
In Group III, 78 cases with abscess and clinical 
evidence which at first suggested a beginning 
diffuse infection, the mortality of operation after 
delay was only 24%. It is not unlikely that 
Fowler, for example, would have classed some 
of the sicker cases in this group as cases of diffuse 
infection, yet, under conservative treatment, in 
all of these 78 cases the process became localized. 
Here again, though the results of Hotchkiss and 
Blake in 25 oases of advancing infection show no 
mortality, the average mortality with immedi- 
ate operation would probably be from 5% to 15%, 
for in this group, particularly, errors of commis- 


sion are most liable to occur, infection may be 
spread by irrigation or bad technic, etc. In spite 
of Ochsner’s results, however, the majority of 
surgeons fear to trust such cases to the uncer- 
tainties of natural resistance, and believe that, 
with good technic and a selection of cases, more 
good than harm will result from immediate opera- 
tion. As in Group IV when conditions for opera- 
tion are unfavorable or a skilled surgeon cannot 
be obtained, conservative treatment should be 
advised. 

The influence of Ochsner’s teachings, then, 
combined with the bad results of too radical 
operations in the past, and greater confidence in 
natural peritoneal resistance, has resulted in an 
increasing tendency towards conservatism, 
though some surgeons still advise immediate 
operation, in most cases, such operation is less 
radical than of yore. Though general irrigation 
is still employed by many surgeons and is par- 
ticularly valuable in recently diffused infections, 
the tendency on the whole is towards local opera- 
tion, pelvic drainage and Fowler’s position. 
Year by year, more consideration is given to the 
general condition of the patient, the stage and 
progress of the infection, the presence or absence 
of distention, obesity, adequate assistance, and 
especially to the experience and skill of the operat- 
ing surgeon, as factors which, more perhaps than 
the existence of the appendix peritonitis, should 
determine the decision for general operation, 
local operation, or no operation at all (conser- 
vative treatment). The belief that appendix 
peritonitis demands immediate operation, with- 
out regard to the skill of the operator, etc., is, I 
think, no less erroneous than the position taken 
by Ochsner, that all such cases should be treated 
conservatively and operation delayed. Ochsner’s 
conservative treatment is distinctly safer than 
poor or bad surgery; may ultimately prove to be 
safer than good surgery with poor assistance and 
unfavorable surroundings, ete.; is probably safer 
than general or even local operation in the “ bor- 
derland cases,’’ which present indications and 
contra-indications to operation so evenly bal- 
anced that decision is difficult. 

Before drawing final conclusions, the question 
of treatment of appendicitis by delay or opera- 
tion will be influenced by the following considera- 
tions: 

(1) More reliance will be placed upon the natu- 
ural resistance of the peritoneum to infection 
than has been the custom in the past. 

(2) Drainage of the general cavity by any 
method is only temporary — twenty-four to 
thirty-six hours. Drainage within the general 
cavity unfavorably influences natural absorption 
and hinders peristalsis and favors secondary 
infection, in the following order: gauze rubber 
tubes, glass tubes, cigarette wicks. Drainage 
should therefore be reduced to the minimum, 
both in amount and duration, which is compatible 
with avoidance of absorption from the local septic 
area which is drained. Gauze drainage especially 
favors the subsequent development of intestinal 
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(3) Distention and vomiting, though both are 
bad symptoms and are due to a common cause 
—-inhibition of peristalsis through infection, 
or rough manipulation at operation — and to 
the presence of fermentable substances in the 
stomach or intestine, may have also a favorable 
influence. 

For distention, unless extreme, makes the 
spread of infection more difficult, and diminishes 
septic absorption. Vomiting, unless it is too ex- 
hausting or a purposeless retching, may also 
be beneficial, for by it the toxic contents of the 
stomach and intestine are evacuated. So long 
as vomiting is efficient and removes such regurgi- 
tation, it should not be checked, though the 
the same result can often be obtained with greater 
thoroughness and less fatigue by gastric lavage. 
The faet that the patient suffers from the toxic 
substances within as well as outside of the intes- 
tine should never be forgotten. 

(4) Though movements of the bowels and the 
discharge of flatus, as a result of cathartics or 
enemata, are favorable signs, the danger of spread- 
ing infection thereby should contra-indicate the 
use of any cathartic in the early stages of appen- 
dicitis when no operation is to be done, before or 
after operation until infection is circumscribed 
by adhesions. In the later stages of diffuse infec- 
tion with marked distention from paralysis, the 
above objections do not apply. Cathartics are 
rarely efficient, with the exception of perhaps 
epsom salts placed in the bowel at operation, as 
advocated by McCosh. When no peristalsis can be 
heard by stethoscope, purgatives infrequently pro- 
voke it. EKnemata may be of value, but care should 
be taken in the subsequent management of these 
sick patients not to exhaust them by frequent 
and meddlesome attempts to procure evacuations, 
which attempts are often fruitless. The rectal 
tube and turpentine stupes are of value. The 
administration of morphia as a routine should be 
avoided, and when given limited to small doses, 
repeated as necessary. On the other hand, we are 
convinced that morphia in large doses has saved 
some cases which would otherwise have died. 
During the acute stage of infection, in the great 
majority of cases water and liquid nourishment 
should not be given by mouth for water is only 
in small degree absorbed from the stomach and 
rarely reaches the intestine, owing to the regurgi- 
tation of its contents; aleohol which is absorbed 
in the stomach, may be given if necessary. It is 
probable that the whole intestinal tube is con- 
verted into a secreting, rather than an absorbing, 
organ, and frequent examinations, not only of 
black vomitus, but of all vomitus in the early 
stages of peritonitis, show an almost complete 
absence of all the digestive ferments. In some 
cases where gastric lavage is not possible or is badly 
borne by the patient, large amounts of hot water 
may be given to induce vomiting and empty the 
stomach. With these exceptions we concur in 
the starvation treatment of Ochsner. We think 
that with nutritive enemata also, absorption 
in the presence of a general peritonitis has 





been overestimated, for a part at least of such 





enemata is absorbed from the higher bowel 
where it is normally carried by antiperistalsis. 
In the existence of a peritonitis, however, this 
antiperistalsis is absent. We are perforce limited 
for a brief period, then, to the subcutaneous in- 
jection of 5% glucose solution and the free 
administration of water by rectum or subcutan- 
eously, rarely intravenously. The beneficial 
effects of large amounts of fluid thus given is 
very marked. 

(5) The advantages of Fowler’s, or an exag- 
gerated Fowler’s, position after operation is in 
our opinion very great. With the head of the 
bed or the patient’s body elevated to an angle 
of 30 or more degrees, the saline solution (if irri- 
gation has been used) or fluid, exudes, cannot 
accumulate in the loin gutters, but must gravi- 
tate towards the pelvis, away from the diaphrag- 
matie region, where absorption is most active, 
and escape through the pelvic drain. Lateral 
drainage is unnecessary. Respiration is made 
easier, especially when the patient is fat or dis- 
tention is extreme. Unless contra-indicated by 
cardiac weakness, this posture should be main- 
tained for thirty-six to forty-eight hours; when 
adhesions have formed and drainage ceases the 
angle may be decreased to 20°. The only objec- 
tions to it are the discomfort to some patients of 
the swathe for support, and the fact that rectal 
enemata are hard to retain. 

(6) Delay before operation — when the patient 
is exhausted by long travel — for rest, stimulants 
or saline infusion, is dictated by common sense 
and need not be a part of Ochsner’s treatment. 

CONCLUSIONS. 

(1) Purgatives should never be given in acute 
appendicitis, before operation. 

(2) Ochsner’s treatment is the best treatment 
to adopt from the onset of an attack of appendi- 
citis, and to carry out when operation is refused. 

(3) Ochsner’s treatment is the best treatment 
to employ in almost all cases of appendicitis, 
ajter operation. 

(4) A careful examination of Ochsner’s sta- 
tistics shows results after delayed operation 
superior to those obtained by immediate opera- 
tion. 

(5) Should his results be confirmed by a larger 
experience in the hands of other surgeons, the 
advantages of delay, with evidence of infection 
beyond the appendix, contrasted with immediate 
operation, must be granted. 

(6) Until the superiority of conservative treat- 
ment has been satisfactorily demonstrated, imme- 
diate operation will be urged by the majority of 
surgeons in most cases of acute appendicitis in 
all stages. 

(7) The harm which may result from an exag- 
geration of the advantages of delay, and the 
misapplication of Ochsner’s treatment to early 
acute appendicitis, is obvious and important. 

(8) Owing to the bad results of operation in 
desperate cases, and the improvement which 
Ochsner claims may occur under his treatment, 
the present tendency of surgery is becoming 
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more and more conservative; borderland cases, 
in which general irrigation, ete., was advised in 
the past, are now drained locally, or no operation 
is advised. In consequence, operation will no 
longer be the scapegoat, blamed for a death in 
reality due to ignorance or delay. 

(9) Conservative treatment may be advised 
in certain cases of acute appendicitis, in which 
the symptoms of rapid septic absorption (peri- 
toneal sepsis) are out of all proportion to the 
evidences of peritonitis. Such cases are usually 
caused by a streptococcal retroperitoneal lym- 
phangitis or diffuse intraperitoneal infection. 
The results of operation are most unsatisfactory. 

(10) When there is evidence of recent improve- 
ment, or the condition of the patient, obesity, ete., 
or the surroundings are particularly unfavorable 
for operation. 

(11) Ochsner’s treatment should be advised 
in most cases of spreading or diffuse peritonitis 
when a reasonably good surgeon cannot be 
obtained. Under such circumstances the results 
of his teaching have probably accomplished their 
greatest good. 

(12) Irrigation of the general peritoneal cavity 
is a major operation, not to be undertaken unless 
the conditions are such that it can be thoroughly 
performed. It is especially difficult when dis- 
tention is extreme, and almost impossible unless 
anesthesia is profound. It is indicated in recently 
diffused processes, particularly if the previously 
unirritated peritoneal cavity has been suddenly 
infected through rupture of an abscess. It may 
be used in some cases of spreading infections 
without adhesions, though local operation is 
probably preferable. General irrigation should 
not be employed in cases of general peritonitis 
of several days’ duration, with circumscribed 
collections of pus among the intestines. 

(13) After irrigation the danger of increased 
absorption is best prevented by a tube or cigarette 
drain to the bottom of the pelvis, or, in women, 
vaginal drainage, with exaggerated Fowler’s 
position for twenty-four to thirty-six hours. 

(14) Local operation with pelvic drainage 
and Fowler’s position, without regard to the 
degree of peritoneal infection, is preferred by 
many, if not most, surgeons, to general irrigation, 
and, on the whole, is tending to supplant the latter. 
The rapidity with which it can be performed 
makes it the method of choice in very sick cases, 
in those with marked distention, and particularly 
in operations outside of hospitals. There are 
certain cases, however, in which it is inferior to 
general irrigation. 

(15) On an analysis of the statistics of some 
operators in appendix peritonitis, though the 
methods of operation (local or general irrigation) 
and the minor details of technic may vary, the 
results are often found to be approximately the 
same. I think the conclusion is, therefore, 
justified that natural peritoneal resistance is, 
a most, if not the most, important factor in over- 
coming infection, provided the abscess and the 
pelvis are drained or the appendix removed in 
the shortest possible time, with the least amount 





of trauma and without spreading infection. The 
question whether the operation should stop at 
this point or be followed by a general saline irri- 
gation appears to be one of secondary importance; 
it may be that the one advantage of irrigation is 
neutralized by its disadvantages. 

(16) In the post-operative treatment of these 
cases too much attention has been given, I think, 
to the condition of the bowels. When the intes- 
tinal walls are paralyzed, and distention is ex- 
treme, enterotomy or colotomy may be occasion- 
ally beneficial;’ enemata or the rectal tube may 
be of use in relieving the large intestine from gas, 
but as the distention is chiefly due to paralysis of 
the small intestines, the effect is usually slight. 
Catharties by mouth are always almost ineffectual ; 
‘calomel, with obstipation, may be _ positively 
dangerous. Many patients are exhausted by 
repeated and vain attempts to move the bowels. 
Ochsner’s routine with turpentine stupes to the 
abdomen is the best treatment for the first forty- 
eight hours after operation. When intestinal 
movements cannot be heard, catharties very 
rarely induce peristalsis. When the paralysis 
has passed away and intestinal sounds can again 
be heard, then cathartics should be given and 
will be found efficient. 


REMARKS ON APPENDICITIS. 
BY MAURICE H. RICHARDSON, M.D., BOSTON. 


In discussing the questions appointed for this 
evening, I can best express my views by giving my 
own methods of procedure. I am influenced in 
my daily work by indications for operation which 
have stood the test of time, and which, therefore. 
seem to me best. I have adopted technical 
methods which also have proved satisfactory. 
A brief description, therefore, of my method of 
incision, of indications for peritoneal drainage, 
of indications for or against operation (early or 
late), of the circumstances under which I delay 
operation — a brief description of these things will 
show better than anything else what the results 
of my experience are. For my methods of operat- 
ing I do not claim any originality. The methods 
that I now use might be regarded as the survival 
of the fittest —a gradual evolution of technic 
since 1886, through what I have myself done, 
what I have seen done, and what I have found on 
the whole to be the best, the most productive 
of good results. 

I will first consider the indications for opera- 
tion in appendicitis. It has taken me fifteen 
years or more to adopt fully the principles first 
laid down by Dr. Worcester as to the indications 
for operation. The question of immediate opera- 
tion versus delay in appendicitis admits, in my 
experience, of very little discussion. The earlier 
a case of appendicitis is operated on, the surer 
the patient is of recovery. The mortality of 
abdominal surgery to-day and of general sur- 
gery to-day, is the mortality of abdominal emer- 
gencies and is the mortality of delay. My 
practice is now to operate upon all severe 
cases of appendicitis, almost£without exception, 
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as early as possible after the first symptom. I 
have become fully convinced that the dangers 
of delay are greater than the dangers of operation. 
This is proved, to my mind, by the results. The 
deaths are almost always owing to lateness of 
operation, and not to faulty technique. I am 
sure that the operation for acute appendicitis, as 
I now perform it, is one which by itself endan- 
gers life as little as any abdominal operation can 
possibly endanger it. This is proved by the small 
mortality of the operation of simple appendec- 
tomy, from which I have now had nearly a 
thousand consecutive recoveries. And yet, brief 
and safe as is the operation of removing an appen- 
dix in the period of quiescence, this appendectomy 
in the period of acute infection, no matter how 
brief it may be or how successful, may, through 
the anesthesia, add a weight under which the 
patient, already overburdened by sepsis, suc- 
cumbs. 

Deaths in acute appendicitis are, as a rule, 
caused by our failure to remove the nidus of in- 
fection before it has had a chance to do irreparable 
damage. In some rare instances death is undoubt- 
edly hastened by unwise intervention. By 
unwise intervention I mean an operation per- 
formed when the patient is on the verge of the 
grave, the least shock, even a brief anesthesia, 
being sufficient to turn the balance against 
him. 

Although I am convinced that the rule should 
be operation in every case, that rule admits of 
certain exceptions. A pneumonia, a severe bron- 
chitis, serious affections of the heart or kidneys or 
other organs, furnish some of the exceptions to this 
rule; but the discussion of these exceptions is 
beyond the scope of the evening’s program. 
So, too, perhaps, are questions of diagnosis. Al- 
though it is assumed that the diagnosis of appen- 
dicitis is clear, yet I feel obliged to say that many 
of the disasters in the surgical treatment of 
appendicitis are caused by inaccuracy of diagno- 
sis — inaccuracy in the data and inaccuracy in 
the conclusions drawn from these data. I have 
seen so many mistakes in diagnosis that I cannot 
but insist upon careful study even of apparently 
unmistakable forms of appendicular disease. 
Acute thoracic disease, acute infections of the 
biliary tract, typhoid fever, acute peritoneal 
tuberculosis, acute salpingitis, extra-uterine preg- 
nancy, Ovarian torsion, retroperitoneal collec- 
tions of pus from other sources, pyonephrosis, 
renal calculus, perforations of stomach and intes- 
tine, intussusception, mesenteric embolism and 
thrombosis, Meckel’s diverticulum, gonococcal, 
streptococcal, and pneumococcal peritonitis from 
sources other than the appendix, undescended 
testicle and mumps, gonococcal adenitis, —these 
and doubtless many other conditions have been 
confounded with appendicitis. Many of these 
lesions, it is true, demand operation even more 
urgently than appendicitis, but in many of them 
surgery adds a useless and grave danger. But, 
after all, the basis of my decision to adhere to the 
rule that every acute case should, when the symp- 
toms are increasing in severity, be operated upon, 





rests upon the splendid results which have fol- 
lowed a reasonable, though not invariable, de- 
pendence upon this rule. 

The only objection to operative treatment 
seemed at first to be the apparently unavoidable 
extension of infection,—the breaking up of 
adhesions and the spreading of septic fluids 
throughout the peritoneum, — the churning up, 
as it were, of pus and small intestines in the 
depths of the abdomen. That objection exists 
to-day, and the evils of such a procedure are fully 
as great as they ever were. The improvement 
in operative technic has fortunately reduced to 
a minimum this danger, and has made it far less 
than the danger of non-operative treatment. 
The only alternative in cases of this kind was 
either the operative drainage of abscesses limited 
by these adhesions, or their spontaneous evacua- 
tion through the intestine, through the abdominal 
wall, or, as too frequently occurred, into the peri- 
toneal cavity itself. 

I was soon vonvinced that, with the present 
methods of operative technic, the dangers of 
spreading infection in a localized peritonitis were 
overestimated. The results of operations in acute 
cases became more and more satisfactory. Deaths 
were less frequent, even in cases apparently of the 
gravest sort. In cases of beginning general peri- 
tonitis recoveries were by no means infrequent, 
provided operation was performed before the 
intestinal peritoneum itself showed marked 
changes, and before the infection had destroyed 
the power of intestinal peristalsis. On the other 
hand, the fatal results after delayed operations 
were deplorably frequent. In many cases the 
patients were with hopefulness watched until 
operation became clearly imperative, were 
watched during a period of twenty-four or forty- 
eight hours, when in far too many cases the only 
time for successful operation had been allowed 
to slip away. Patients then had to undergo 
the same dangers that were feared earlier, and 
with less power of successfully withstanding 
them, the same dangers of spreading infection, 
the same dangers of constitutional absorption. 
Indeed, in many cases the peritonitis had already 
spread far beyond the limits within which it was 
possible successfully to cope with it. I was 
forced to admit, time and again, that I ought to 
have operated instead of waiting. One cannot 
express this bitter regret very often without 
trying in the future to avoid the occasion for it. 
I began to operate on these cases earlier; when, 
fortunately, I was called earlier to them; and I 
very soon found myself saying, ‘‘ How glad I am 
that I did not wait!” Finally, I realized with 
satisfaction that, though I had many times in 
my life been sorry that I had operated too late, 
I could recall hardly an instance in which I had 
been sorry that I had operated too soon. 

There are exceptions to all rules, and there are 
probably exceptions in my own practice to the 
rule” of ‘operating in all cases of appendicitis. 
There is the hope that one may be able to tide 
a man over an acute attack, so that he can be 
operated on in the interval, when the danger is 
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less, when the incision is small and the liability 
to hernia slight. Indeed, we must, under cer- 
tain circumstances rely wholly upon this hope, 
slender though it may be. When the general, 
condition is distinctly unfavorable, as shown by 
disease of the heart, lungs, or kidneys, we must 
take chances of delay which we cannot take when 
the general condition is good. It would be ob- 
viously absurd to open the abdomen during an 
attack of pneumonia so severe as to forbid even 
the briefest anesthesia. So in cases of cardiac 
insufficiency ; so, too, in the course of sharp attacks 
of grippe, influenza, and other acute infections 
of the respiratory tract, one is obliged to rely upon 
the patient’s power of rallying from an undoubted 
acute appendicitis. I have been through all these 
distressing complications of appendicitis — pneu- 
monia, bronchitis, grippe, pleurisy and empyema, 
typhoid fever, and numerous other infections. 
The patient’s chances are always better if we 
trust to medical and palliative treatment than 
if we impose upon the already-existing burden 
the load of anesthesia and laparotomy. And 
yet, even under these circumstances, we cannot 
but regret after a fatal peritonitis that we have 
not tried the operative methods. 

In many cases of recurring appendicitis, how- 
ever, the operation may be performed quite as 
safely during the attack; for there is no infection 
outside the appendix. Moreover, the incision 
may be just as short, and the wound may be 
closed at once. In sharp attacks of appendicitis, 
with pain, tenderness, tumor, fever and leuco- 
cytosis, there is always perforation, larger or 
smaller, of the appendix. Immediate operation 
requires a long incision and drainage. Moreover, 
the interval operation, unless it is postponed for 
several months, is quite likely to demand drain- 
age. On the whole, it is desirable to postpone 
operation until after the subsidence of the attack, 
but only when the attack is an extremely mild 
one, and one of a series of similar mild attacks. 
I have known of many cases of acute appendicitis 
in which the desire for the interval operation has 
subjected the patient to the gravest risks. I 
therefore operate at once, unless the patient is 
unquestionably convalescing from the acute 
attack. 

The trouble is that even the man who has had 
an experience of thousands of cases cannot in any 
case predict with certainty the result. I will 
say, at least, that there is one man who, after such 
an experience, cannot predict with certainty the 
prognosis in any acute case, no matter how 
mild the symptoms may be. I have recently 
found myself delaying in cases in which opera- 
tion proved to be of the gravest sort, deceived 
by the apparent mildness of the attack as illus- 
trated by the triviality of pain and of local and 
constitutional signs. I have watched during a 
whole night at the bedside of a patient who 
presented symptoms of the mildest sort, hop- 
ing — indeed, confidently expecting — rapid sub- 
sidence of the few signs that did exist, only to 
find in the morning, at an operation made imper- 
ative by my evident inability to determine the 





existing pathological condition of the appendix, 
a large, totally gangrenous appendix, distended 
almost to the point of bursting. Now if a 
man of large experience and average intelli- 
gence can thus fail to interpret the symptoms 
of so serious a form of appendicitis, what is 
to be said when men of the same intelligence 
and of practically no experience fail to appre- 
ciate the gravity of a case? Those of us who are 
brought in contact with large numbers of acute 
abdominal emergencies learn to interpret histo- 
ries and physical signs with considerable accuracy. 
Indeed, in almost all cases of acute appendicitis 
we are able to tell the condition of the appendix, 
the probable course of the disease, and whether 
or not operation is necessary. But if we can, by 
this large experience, come to a correct conclu- 
sion for ourselves, is it reasonable to say that we 
can transmit to others the same power of generally 
correct observation? He must, indeed, be an 
inexperienced man who cannot, in a large per- 
centage of cases, make true observations and 
draw correct conclusions from these observations. 
With increasing experience he will find himself 
right in an increasing proportion of cases; and yet 
he will not be able to avoid a deplorable number 
of mistakes, especially when he attempts, from 
any combination of circumstances, to predict 
the probable course of events. The trouble is 
that the man of small experience must rely upon 
his reading for guidance; and he, relying for 
guidance upon rules laid down by men of larger 
experience, will make many mistakes. His 
mistakes, however, will be, not in making incor- 
rect deductions from facts, but in incorrect obser- 
vation of the facts themselves. He will find 
his observations of appendicitis — as I have occa- 
sionally found mine — woefully mistaken. It is 
in this way that teachers of surgery may do harm. 
The beginner, seeing the ease with which appen- 
dicitis is diagnosticated, the rapidity and effi- 
ciency with which the appendix is removed, the 
almost universal success of the operation, or, 
in case of palliation, the almost invariable success 
of palliation, is liable to errors in three directions: 
he will err in his interpretation of symptoms; 
in the prognosis based upon these symptoms; 
and in the performance of his operation. Instead 
of teaching that the diagnosis of appendicitis is 
always easy, we should teach that it may be 
extremely difficult; instead of saying that the 
prognosis may be clearly made, we should say that 
it can never be positively made; and that the oper- 
ation, though often easy, is more often difficult. 
Illustrations of these facts are seen in the expe- 
rience of every consulting surgeon. I have no 
doubt that my efforts in the past to lay down 
rules for guidance in acute appendicitis have done 
a certain amount of harm — perhaps more harm 
than good; for a man of small experience, relying 
upon his incorrect interpretation of symptoms 
and an incorrect prognosis, would necessarily 
fail to apply the proper remedy. Even to-day 
shall we advise inexperienced men to follow such 
a rule as I have laid down for my own guidance? 
Assuming that the disease is correctly diagnosti- 
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cated, will not the patient’s chance be better on 
the whole if, for such a man, the rule of medical 
treatment in all cases be followed rather than the 
rule of surgical treatment in all cases? I am 
inclined to think that under these conditions the 
greatest good to the greatest number would be 
insured by a policy of universal medical treat- 
ment rather than by a policy of universal opera- 
tion; for would not a slow, clumsy and inefficient 
operation be of greater injury to a patient than 
the possible complications of the case left to follow 
its natural course? It seems to me that the rule 
which prevails in modern warfare in connection 
with gunshot wounds of the abdomen would 
be a good rule to follow in appendicitis: namely, 
that on the field of battle penetrating wounds 
of the abdomen do better left to themselves than 
operated upon under the adverse conditions of 
active warfare and the field hospital. On the 
other hand, are there not grave objections 
to the delay made necessary by sending to a dis- 
tance for surgeons of experience? This delay 
has undoubtedly proved fatal in not a few cases. 

I once traveled into the Maine woods to operate 
in a case of appendicitis. The progress of the 
disease had been extremely rapid, and the gen- 
eral peritonitis was far advanced when J arrived. 
The operation was of no avail; the patient died 
within a fewhours. Had there been in that com- 
munity a surgeon of even moderate experience, 
the boy’s life might have been saved. 

In the course of the last fifteen years I have 
seen the development of surgeons in compara- 
tively small communities, and the development 
of the suburban hospital. The remedy for the 
evils of indiscriminate operating by inexperienced 
men lies in the education in each community 
of one or two surgeons. In the smaller cities 
and towns there is enough surgery to give to one 
or two men a large experience; and these men 
should have in their hands all the major sur- 
gery. In that way alone can the evil results 
of indiscriminate operating be provided against; 
and in that way alone can the disasters follow- 
ing delay in sending to a distance be pre- 
vented. As it is, almost every practitioner in 
the less populous communities is ambitious to do 
surgery. As long as this ambition is realized, 
experience sufficient to enable men to become 
good surgeons will be lacking, and the same 
deplorable results in the emergencies of abdominal 
surgery will occur. Not that surgeons even of 
the largest experience can expect a low mortality 
in these cases, but the greater the surgeon’s 
experience, the less high will that mortality be. 

Acute appendicitis of the severe type, then, 
presents no worthy indications for delay, except 
as embodied in the foregoing remarks. The rule 
should be to operate. In my practice I follow this 
rule. 

Can we wait for localization in cases in which 
the general peritoneal cavity is involved? To the 
solution of this question I can add nothing except 
to say that, in my opinion, we cannot thus wait. 
There is but one thing to do when the general 
peritoneal cavity is involved by an infection, and 





that is to operate as speedily as possible, to find 
the cause of the infection, and to remove it. 

This rule admits of an exception in cases of 
doubtful infections in which complications in 
other viscera, or peculiarities of the patient’s 
general condition, make the briefest operative 
intervention out of the question. In such cases 
there is always the hope that the peritoneum may 
be able to take care of itself, and in this hope lies 
the patient’s only chance. To rely upon the 
possibilities of localization in a strong and other- 
wise healthy patient, is to choose deliberately the 
more dangerous course. To choose this more 
dangerous course, to avoid the greater evils of 
complicating conditions, is, however, but common 
sense. 

A word now as to the experience on which my 
remarks are based. In the beginning my cases 
were all acute ones, and usually of several days’ 
duration. Operations were the last, not the first, 
resort. Drainage of abscesses was the only 
operation that was almost sure to be successful. 
Practically all cases in which the appendix was 
isolated and removed proved fatal. As appen- 
dicitis has become generally recognized as a 
surgical disease, it has rightly been classed as an 
emergency; and both in the community and at 
the hospital the operation is performed as soon 
as possible. At the Massachusetts General 
Hospital the patient on admission is prepared 
for operation, and the surgeon sent for. The 
result is that the proportion of fatalities to the 
total number of operations for appendicitis has 
been greatly diminished. 

In the past year, out of 112 operations for 
appendicitis, I had three deaths. Two of these 
were in private, and one was at the Massachusetts 
General Hospital. Of the total number, a large 
majority were interval operations, in which I have 
had as yet no deaths, although the total number 
is nearly a thousand. My total mortality for the 
past year, between five and six hundred opera- 
tions of all kinds, was 17. The other 14 deaths 
were mostly abdominal emergencies of one kind 
or another, for which the same old cause, delay, 
was chiefly responsible. 

Comparing the mortality of appendicitis to-day 
with that of ten years ago, as illustrated in my 
practice, I see an extraordinary improvement 
in the results. This improvement relates wholly 
to acute cases, and is dependent upon improve- 
ment in technic and early operations. But the 
improvement in technic would have but little 
effect were it not for the timeliness of intervention. 
I am influenced in my present practice, therefore, 
by my personal experience, as well as by what I 
have observed in the work of my colleagues at 
the Massachusetts General Hospital. Taking my 
own cases and the cases at the Massachusetts 
General Hospital since Dr. Fitz’s splendid work 
called attention to the surgical aspects of the 
disease and gave it its name, I have had every 
opportunity to see the formation and the gradual 
changing of opinions — opinions based first upon. 
a very few cases, and now upon thousands. I 
have watched the treatment of appendicitis from 
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the time when the physician at the hospital told 
his house officer to send for the surgeon only when 
the patient was in collapse, up to the present 
time when the patient on admission is prepared 
immediately for operation, the surgeon is sent 
for,even in the middle of the night, and the ap- 
pendix is at once removed. I have seen the 
practice of surgery in appendicitis from the time 
when every case in which the appendix was 
perforated was fatal, to the time when every 
case in which the appendix is perforated and 
gangrenous, if operated upon within a_ reason- 
able time, is successful. 

During these years the one observation that 
has surpassed all others in importance has been 
that early operations for appendicitis have been 
almost invariably successful. Late operations, 
though owing to improved technic not as unsuc- 
cessful as they formerly were, still have a deplor- 
able mortality. General peritonitis, unless con- 
trolled in the very beginning of the infection, is 
as hopeless as it ever has been. 

Having thus been forced by circumstances to 
the belief which I have just expressed, I will 
speak of some of the technical methods by which 
the great success of modern operations is, in my 
opinion, achieved. 

As to the incision, there are two: One for acute 
appendicitis and one for chronic. Under chronic 
I mean to include every case not acute, whether 
the appendix be inflamed externally or internally, 
whether it be simply the subject of some constric- 
tion of the lumen, of some faulty position affect- 
ing its drainage, or of some peculiarity in shape 
and nutrition. 

For chronic appendicitis the best incision is the 
muscle-splitting one of McBurney. The only 
variation from that incision which I make is 
when, in women, I think there may be trouble 
with the pelvic organs. To extend the McBurney 
incision makes a ragged and unsatisfactory one. 
When, therefore, I think I am likely to need a 
jong incision I always select the outer border of 
the rectus, being careful not to injure the terminal 
branches of the motor nerves. In acute appen- 
dicitis I never use the McBurney incision if there 
is any reason to think that drainage will be 
required. Not that satisfactory drainage may 
not be established through the McBurney incision 
if the infection is moderate; but it seems to me 
extremely desirable to have a free opening in 
order to permit the satisfactory use of gauze and 
a clear view of every step of the operation. 

In acute appendicitis I make an incision of 
sufficient length through the outer border of the 
rectus, with especial reference to the tumor or 
other signs of a localized or localizing peritonitis. 
It is of the utmost importance to carry out Dr. 
Harrington’s method of opening the abdominal 
cavity well within the area of infection. The 
moment the peritoneum is nicked, I can tell 
whether there is a general infection or not. If 
the intestines are unchanged and if little or no 
fluid is present, there is no general infection. If, 
when the peritoneum is nicked, turbid serum 
spurts out under pressure, there is, almost 





without a doubt, a beginning general infection. 
One cannot always be sure of this, however. Ifthe 
fluid under pressure is turbid and has a bad odor, 
you surely have an infection of greater or less 
extent. The next step consists in cutting 
through the peritoneum the full length of the 
external cut. Then the abdominal walls are 
lifted, so that great masses of gauze can be used 
to protect the intestines in all directions, radiating 
from the nidus of infection — the appendix. 

Whenever possible I use the Trendelenburg 
table, giving a slight inclination downward of 
the head and trunk. By the exercise of care, 
the gauze masses can be so placed during the 
manipulations of taking out the appendix that 
they will become heavy with exudate. Gauze can 
be used in sufficient quantities to absorb all the 
fluid so that when it is removed the peritoneal 
cavity will be dry. Furthermore, the operator 
can see the exact situation of the appendix — 
can see what its attachments are and how far 
along the suppuration is; and he will perform 
intelligently an operation which in former days 
resembled nothing so much as the stirring together 
of small intestines, gangrenous appendix, and 
putrid exudations — an operation which it seems 
to me now a wonder that anybody survived. 

When the appendix has been isolated and tied, 
before the soggy masses of gauze are removed, 
the permanent wicks are placed — usually one 
protected cigarette drain down to the bottom of 
the pelvis and an unprotected wick to the base 
of the appendix. The gauze masses are carefully 
withdrawn from all sides, the intestines fall back 
into their natural position. In the great majority 
of cases the peritoneum will take care of whatever 
infection is left. No wiping and no irrigation 
are necessary. For twenty-four or forty-eight 
hours the wicks pour into the dressing enormous 
amounts of bloody serum. Then the track of 
the wick becomes isolated, and no further drain- 
age from the general peritoneal cavity takes 
place. I remove the wicks at the end of three 
or four days, replacing them by a shorter one. 
At the end of a week or ten days all drains are 
removed. Backing up of pus or secondary 
abscess seldom occurs. I never use drainage tubes 
for fear of pressure upon the intestine and fecal 
fistula. a 

This is a brief description of the methods to 
which I have gradually been brought during the 
last fifteen years. 

In chronic appendicitis I use the McBurney 
incision unless there is a strong probability that 
removal of a tube or an ovary will be necessary. 
It has always seemed to me extremely desirable 
to do as little damage as possible to the abdominal 
wall, especially in the young, on account of the 
great liability to hernia. We must remember 
that operations for appendicitis have not been 
performed long enough to enable us to tell just 
what the liability to hernia is. I do not feel 
that a patient is ever safe from hernia when the 
incision has been made at right angles to the 
internal oblique and transversalis muscles — no 
matter how firm the scar may in the beginning 
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seem. In a great many cases the incision may 
be absurdly small. With the patient in the 
Trendelenburg position, an incision in a thin 
abdominal wall need not be longer than an inch. 
After healing I have found repeatedly that the 
sear could be covered by the tip of my little finger, 
and almost always by the thumb. I have re- 
moved many an appendix through an opening 
in the abdominal wall so small that I could not 
vet my forefinger into it. There is not the least 
objection to a short incision if one is ready to 
enlarge that incision whenever there is any 
difficulty in finding the appendix. It is obviously 
unnecessary to have a large incision when between 
the narrow retractors one can see and grasp the 
uppendix with forceps. Nothing can be easier 
than the manipulations of the operation when 
the appendix can be seized and drawn out 
with its mesentery and with enough of the cecum 
to permit proper treatment of the pedicle. There 
is not only less danger of hernia with these small 
incisions, but there is less danger of infection. I 
cannot but regard that operation as defective 
which permits the escape from the abdomen of 
intestinal coils. The larger the wound, the greater 
the exposure of the intestinal coils; the greater 
the exposnre of the intestinal coils, the greater 
the danger of infection and the greater the liabil- 
ity to hernia. The whole must be greater than 
one of its parts. It cannot be that the danger 
of hernia is as great with a small incision as with 
a large incision; or that the danger of infection 
is as great after small exposure of the peritoneum 
as after large exposure. Furthermore, the danger 
of adhesion-formation must be less when the inci- 
sion is small than when it is large. There is 
everything to commend the small incision in 
appendicitis, and there is nothing to condemn it. 
| am surprised to see every day the long incisions 
made in chronic appendicitis. Nothing is easier 
in case of difficulty than to enlarge the incision — 
to make, in the end, an incision large which in 
the beginning was small, but it is obviously 
impossible to make an incision small in the end 
which was in the beginning large. 

Dr. Murphy’s account of his experiments on the 
dog have interested me very much and go to prove 
the deductions made from operations on human 
beings — that the peritoneal cavity is one of the 
most difficult places to drain, owing to the great 
rapidity with which peritoneal adhesions form. 
I have tried a great variety of methods in cases 
of general peritonitis. I have never washed out 
the abdominal cavity in the localized forms unless 
there has been reason to suspect a spreading 
peritonitis, but 1 have used, as one step in the 
operation just described, wiping with gauze 
wrung out in dilute corrosive sublimate. I have 
filled the area isolated by the big gauzes with 
peroxide of hydrogen, without seeing any bene- 
ficial result. I have tried irrigation in all forms; 
my emergency bag always contained canule of 
various shapes and sizes for washing out the peri- 
toneal cavity. I have opened in the middle, on 
both sides, and in both flanks, as well as in front. 
I became fully convinced of the uselessness of 





these incisions, as well as of the uselessness of 
irrigation and of enterostomies, and the worse 
than uselessness of evisceration and the wiping 
off of every speck of fibrin. I believe that all 
that human art can do in general peritonitis is 
to remove as large an amount of infecting 
fluid as possible, with the least shock possible, 
trusting to the absorptive power of the peri- 
toneum and the strength of the patient to do the 
rest. 

I have been through, also, the performance of 
enterostomies for the relief of peritonitis with 
paralyzed intestinal coils. This is never satis- 
factory, for when the intestine is distended and 
paralyzed it is impossible to empty any but the 
nearest coil, and not enough is gained in the 
relief of distention to justify the disadvantages 
of the operation. In desperate cases I have 
opened up the intestine secondarily, always with- 
out benefit. 

I am very glad to be able to address so large 
an audience on this subject. To many it may 
have seemed that there is nothing more to be said 
of appendicitis; that the disease and its treatment 
are no longer of any special interest. For myself, 
it seems tome now — and it always has seemed to 
me — by far the most important of surgical 
diseases to which those in the prime of life and 
strength are subject; a disease which, from the 
onset of pain, must be looked upon as a possible 
if not a probable source of death. It is a disease 
of which we know a good deal, but about which 
much remains to be learned. 

However much we may have learned in pre- 
dicting a favorable issue under palliative treat- 
ment, I for one cannot but feel that all such 
predictions are hazardous. I have learned to 
dread the future in acute appendicitis, even when 
that future has been confidently predicted by 
the most experienced. No call for my service 
fills me with greater apprehension than the call 
to the young and strong on the second or third 
day after an attack of abdominal pain — in which 
everything has tended to show that the attack 
would be mild and brief, but in which increasing 
pain, tenderness, rigidity and vomiting have 
already shown the folly of prediction. 

SOME OBSERVATIONS ON APPENDICITIS. 

BY R. H. FITZ, M.D., BOSTON. 


In the list of subjects offered for discussion, 
that which especially concerns the physician -is 
the question of immediate operation versus delay. 
Before expressing an opinion on this important 
matter it seems fitting to refer briefly to the 
development of the surgical treatment of appen- 
dicitis, more especially that the contributions 
of some of the surgeons in this vicinity may be 
brought to mind. 

In the progress of our understanding of this 
disease, exact knowledge at first was based ex- 
clusively on the evidence controlled by post- 
mortem examinations. The unquestionable 
cases of appendicitis were those in which it was 
known that gangrene or perforation had taken 
place. It then was made probable that the 
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so-called perityphlitic abscesses were almost | right iliac fossa, the presence of which was sus- 
invariably of appendicular origin. The indica-| pected from rational signs in the absence of 
tions for the treatment of perforating appen-|an appreciable tumor. The adherent intestines 
dicitis thus became sharply defined. Urgent| were separated and the abscess drained. Dr. 
symptoms demanded immediate exposure of|Homans gave especial credit to Dr. J. S. Greene 
the perforated appendix, after recovery from the lof Dorchester whose patient was thus operated 





shock, and its treatment according to surgical | upon. 


principles. | The perforated appendix had been removed 
If after the first twenty-four hours from the | unsuccessfully by Kronlein in 18848 from a pa- 
onset of the severe pain, the peritonitis was evi-|tient supposed to have acute obstruction or a 
dently spreading and the condition of the patient | perforated appendix. Dr. R. J. Hall,‘ in May, 
was grave, the question was entertained of an| 1886, removed the perforated appendix during 
immediate operation for exposing the appendix|an operation for strangulated hernia, and the 
and determining its condition with reference to | patient recovered. In the same year Dr. J. D. 
its removal. Bryant® removed the perforated appendix in a 
If delay seemed warranted, the resulting ab-| fatal case of peritonitis, which proved to be due 
scess was to be incised as soon as it became evi-|to the above cause. It remained, however, for 
dent. This was usually on the third day after| Dr. R. F. Weir, April 21, 1887, to be the first in 
the appearance of the characteristic symptoms}a recognized case of appendicitis to cross the 
of the disease. At this period it had to be|normal peritoneal cavity, and after opening the 
learned by experience what were sufficiently | appendicular abscess, to remove the diseased 
urgent symptoms or what was a grave enough|appendix, although the patient died.6 A few 
condition to demand immediate exposure of the|days later, April 25, 1887, Dr. F. J. Morton? 
diseased appendix. removed successfully the perforated appendix 
It was known that the drainage of abscesses | which lay at the bottom of the abscess. Thus it 
in the region of the cecum was followed often by|was demonstrated that the normal peritoneal 
recovery, and it was learned in the course of|cavity could successfully be explored in the 
time that with apparently similar symptoms pa-| search for a suspected perityphlitic abscess; that 
tients might recover with or without the forma-|the latter could be drained through the normal 
tion of an abscess, or might die from the effects | peritoneal cavity and the patient survive; 
of perforation or gangrene. finally, that at the same time the perforated 
At first, therefore, surgeons preferred to wait,| appendix could be removed and the patient live. 
with the hope of finding an abscess which might! The conditions were now ripe for the removal 
be drained successfully from behind the peri-|of the diseased appendix without waiting for the 
toneum, separated for this purpose from the| evidence of an abscess by advancing the date of 
wall of the right iliac fossa. the operation. ° 
The clinical diagnosis of appendicitis was first} So far as I am aware from any published state- 
definitely made in January, 1886, upon a patient | ment, Dr. E. R. Cutler of Waltham was the 
of Dr. Charles P. Putnam of Boston. The attack | pioneer in this movement. His successful opera- 
was mild, the third within a year, and surgical|tion was performed Dec. 21, 1887, forty-eight 
treatment was considered unnecessary. Dr.|hours after the onset of the symptoms.’ The 
Putnam informs me that this patient has had | credit of the first publication of a successful case 
no recurrence since that time. So far as I am|of removal of the appendix forty-cight hours 
aware, the first operation upon a case diagnos-| after the initial symptoms belongs to the late 
ticated as appendicitis was performed by Dr.|Dr. H. B. Sands of New York.’ He operated 
J. ©. Warren upon a patient of Dr. J. B. Ayer.'| Dec. 30, 1887, and his communication was a 
Death occurred, and the supposed appendicular | notable contribution to the practical side of the 
abscess proved to be of hepatic origin. Three| question. Dr. Homans, May 27, 1889, was the 
days later Dr. E. H. Bradford operated upon a| first to operate within twenty-four hours of the 
patient of Dr. J. G. Blake, the diagnosis of beginning of the disease in a case in which I was 
appendicitis having been made. A fibrino-serous|the consultant. He considered it inadvisable 
exudation around the cecum was incised and the | to directly examine the appendix and the peri- 
patient recovered. Although the appendix was|toneal cavity was drained. The patient died on 
not exposed, this may fairly be considered the|the sixth day from general peritonitis, and the 
first operation upon a patient with the diagnosis appendix was found perforated. 
of appendicitis in whom, with all probability, the| Nevertheless, the chief credit in promoting 
appendix was the source of the disease. the early removal of the diseased appendix is 
In January, 1886, several months before the|due to Dr. Charles McBurney of New York, 


subject of appendicitis had become clearly under-| whose communications ® attracted widespread 
stood, Dr. John Homans? made an important 


contribution to the surgical treatment of deep-| {At} §,Miity Chir. 1886, xxsiii, 514. 
seated abdominal abscesses. He showed that| 5N. Y. Med. Rec., 1887, xxxi, 22. 
: ‘ 6 N.Y. Med. Ree., 1887, xxx, 655. 
the normal peritoneal cavity could safely be| 75. Amer. Med. Assoc., 1888, x, 733. 
crossed in the séarch for encapsulated pus in the| 5 Rosroy Mrnreat anp Supercar JOURNAL, 1889, exx, 555. 
10 N. Y. Med. Journ., 1889, 1,676. Boston MEDICAL AND SURGICAL 
1 Boston MEDICAL AND SURGICAL JOURNAL, 1887, cxvi, 376. JouRNAL, 1890, exxiii, 566, 567. Trans. Med. Soc. State of New 
2 Boston MEDICAL AND SURGICAL JOURNAL, 1886, cxiv, 388. York, 1891, 208. 
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attention. His example was speedily followed 
in various parts of the world, but with an in- 
creasing tendency on the part of the surgeon to 
operate in all cases of acute appendicitis as 
soon as the diagnosis was made. One of the 
earliest most energetic and persistent advocates 
of this doctrine was Dr. Alfred Worcester of 
Waltham.” 

In the meantime, however, a most important 
contribution to the surgery of appendicitis had 
been made by Mr. Treves of London.” He 
advocated the removal of the diseased appen- 
dix during the quiescent period following an 
attack. This operation was performed at first 
in the treatment of relapsing appendicitis, but 
later it was recommended after recovery from 
the primary attack. 

During the past fifteen years the exclusive, 
immediate surgical treatment of acute appen- 
dicitis has been so earnestly advocated and 
pursued in many localities that the experience 
of the individual surgeon has been measured 
by thousands of operations. Many physicians 
and surgeons have no personal knowledge of 
the course of a mild attack of appendicitis, so 
ready are the former to be relieved of their re- 
sponsibility, and the latter to secure for the pa- 
tient a minimum of risk by an operation at the 
earliest possible moment. Yet it is recognized 
that patients with acute appendicitis can recover 
without an operation, and that recurrences are 
inconstant. There is no lack of anatomical 
evidence on the former point, and the collective 
inquiry of Sahli shows that out of nearly seven 
thousand cases of appendicitis treated medically, 
nine tenths can recover without an operation. 
The absolute frequency of recurrences is un- 
known, but from evidence already obtained 
it is estimated as high as fifty per cent. Of 
one thousand patients operated upon by 
Ochsner, more than one half had chronic appen- 
dicitis or were operated upon during a quies- 
cent period. 

Even if the percentage of cases ending in 
spontaneous recovery were considerably less and 
recurrent attacks more frequent, it is evident 
that the question of immediate operation versus 
delay is one of extreme importance to the family 
physician who usually sees the patient with 
appendicitis before the aid of the surgeon is 
sought. In accordance with his interpretation 
of the term ‘‘ immediate,” an unnecessary opera- 
tion may be performed in one half of the cases, 
perhaps to the greater or less disadvantage of 
the patient, since Ochsner records a mortality 
of nearly two per cent. The remote issue also 
is uncertain, for adhesions or hernia may follow. 
On the other hand, a necessary operation may 
be unduly delayed with a corresponding risk to 
the patient’s welfare or life. 

It is desirable, therefore, to consider what. is 
meant by the term ‘‘ immediate ” operation. It 
is conceivable that a different meaning may be 
attached to it by the surgeon and by the phy- 


11 Boston MEDICAL AND SURGICAL JOURNAL, 1890, cxxii, 97. 
12 Lancet, 1888, i, 322. 





sician. The former is accustomed to see the 
patient at a time when the symptoms are suffi- 
ciently pronounced to demand operation at once. 
It may be that the progress of the disease has 
advanced so far that any operation seems almost 
hopeless, whereas an immediate operation at any 
earlier period would have been hopeful. Imme- 
diate operation to him is early, timely, as 
soon as the diagnosis is made, therefore at a 
stage when only incipient gangrene or begin- 
ning ulceration is the worst feature to be 
encountered. Such operations often are stated 
to be performed within a few hours of the 
onset of the disease, although it is highly prob- 
able that the production of the stated lesions 
demands a considerably longer period than a 
few hours. 

The physician, on the contrary, is called upon 
to see the patient in consequence of abdominal 
pain. This may result from various causes, one 
of which is the onset of an attack of acute appen- 
dicitis, which at such a visit should always be 
in mind. There may be neither elevated tem- 
perature nor constitutional disturbance, and 
localized tenderness be slight or absent. Even 
if the last condition is present, the physician 
knows that there are instances of appendicitis 
so mild that no anxiety is aroused, and that 
recovery or a change for the better may take 
place within twenty-four hours. The patient 
requires watching merely, and at this stage should 
be given a chance of recovery without an imme- 
diate operation. If, however, the pain persists, 
the tenderness increases with a sharp limitation 
to the region of the appendix, with or without a 
tense, guarding muscle, and the temperature 
rises, longer delay is undesirable. An imme- 
diate operation then is called for, and may be 
performed by an experienced surgeon with but 
little risk. But if the physician first sees the 
patient when the latter is suddenly attacked 
with intense abdominal pain and there is ex- 
quisite tenderness in the region of the appendix, 
it is probable that perforation or gangrene is 
threatening or has taken place, and an immediate 
operation is demanded. In chronic appendi- 
citis, on the contrary, delay is warranted till a 
convenient period is reached. Recurrent appen- 
dicitis should be regarded as a primary attack, 
and delay be encouraged, if possible, until a well- 
established, quiescent period is reached, when 
the appendix may be removed at a time when 
the mortality, according to Ochsner, is only one 
half of one per cent. 

The question of immediate operation versus 
delay may be answered as follows: 

The physician is justified in delay until the 
conditions call for an immediate operation. 
These may be present at his first visit or may 
not appear till a later period. If after twenty- 
four hours there is no improvement, and espe- 
cially if the fever increases, an immediate opera- 
tion is preferable to further delay. The surgeon 
may be expected to perform an immediate 
operation upon his arrival under the above cir- 
cumstances, 
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CHOICE OF METHOD OF OPENING THE ABDOMEN 
IN APPENDICITIS. 
BY FRANCIS B. HARRINGTON, M.D., BOSTON. 

THE appendix has been reached by many in- 
cisions: from the middle line, from the rectus 
muscle, from the semilunar line, from the kidney 
region, from below the appendix, from above the 
appendix and from over the appendix. 

There are certain points which we should con- 
sider in approaching the appendix. First, the 
safety of the patient as regards life both at time 
of operation and during the period of convales- 
cence. Under this heading would come the 
question of ease of removal both of the appendix 
and of septic and purulent collections and the 
best position for placing the drainage material 

In inserting drainage material it is desirable 
to keep to the outside of the coils of intestines, 
in other words, not to enter between them, but 
if possible to have the parietal peritoneum form 
one wall of the drainage canal. If the opening 
in the abdominal wall be toward the outside, 
i. e., at MeBurney’s point, we can drain the right 
iliac region, the pelvis and the right lumbar 
region without penetrating intestinal coils. If 
there are separate collections in other regions of 
the abdomen it is better to make other openings 
with this point in view. 

In regard to the removal of purulent and 
septic collections, I do not believe in flushing 
out the abdomen except in the most pronounced 
and general infection, and I am doubtful of its 
utility even here. The danger of washing septic 
material into unaffected areas is gr and I 
question if toxins diluted with saline solutions 
are not more readily absorbed. I depend almost 
entirely on sponging out and the drainage which 
follows in the first few hours. 

In the second place, we must consider the con- 
dition of the abdominal wall subsequent to 
operation in reference to hernia and to the mus- 
cular strength of the wall, and finally the appear- 
ance of the scar. Different conditions of appen- 
dicitis call for different incisions. When the 
appendix is not inflamed and when the abdom- 
inal wound can be tightly closed, it makes com- 
paratively little difference what incision is used, 
provided the peritoneum, muscles and fascia are 
at once approximated in layers and there is no 
subsequent sepsis. It can be stated as a general 
truth that the smaller the incision, the smaller 
the amount of overhauling of viscera and the 
smaller the amount of drainage material used 
compatible with safety, the better the result. 

It is my belief that hernia and abdominal 
bulging do not result so much from section of 
the nerves and from muscle paralysis as from 
cross-cut muscle fibers and aponeuroses, which 
are pulled apart by muscular contraction, or 
separated by drainage tubes and wicks, which 
on removal leave a gap to be filled by granulation 
tissue. It is a good rule never to cross-cut a 
muscle or aponeurosis if it can be avoided. The 
nearer the incision to the middle line and the 
lower in the abdominal wall, the greater the 


Drainage wicks and tubes should be lessened 
in size and removed entirely as soon as safety 
will permit. If the muscle-splitting incision be 
used in septic cases, moderate muscular move- 
ments should be encouraged as soon as the 
drainage is removed, for suitable muscular move- 
ments tend to approximate the split muscular 
and tendinous fibers. 

The attitude of the surgeon toward the treat- 
ment of acute inflammatory conditions of the 
abdominal cavity resulting from appendicitis 
will modify his abdominal incision. The surgeon 
who believes in heroic measures in all cases which 
have advanced beyond purely local inflamma- 
tion, in flooding the abdominal cavity and scour- 
ing the intestines, will need more room than the 
one who is content with less vigorous measures. 
McBurney’s gridiron incision is ideal for a 
large majority of the “ interval operations.” 
The scar may not measure more than an inch in 
length, though I doubt the wisdom of attempting 
to make extremely small openings. 

This incision will be sufficient and satisfactory 
also in a large number of early acute cases. I 
have used it for the past seven years in a great 
many eases of acute appendicitis with drainage. 
The resulting condition of the abdominal wall 
has been excellent, and superior to that which 
follows the cross-cutting of the muscles and 
tendons when drainage is used. If more room 
is needed, it is possible to enlarge the usual Mc- 
Burney incision so that an opening extending 
from the crest of the ilium nearly to the linea alba 
ean be obtained. Through this incision the 
larger part of the cases of acute appendicitis can 
be satisfactorily treated. This opening I have 
called an “‘ extended McBurney incision.”” There 
is no cross-cutting of muscular or tendinous 
fibers. The contraction of the abdominal mus- 
cles tends to close the wound rather than to open 
it. These incisions I have used since 1897 and 
in a large majority of my cases. In the wounds 
with drainage, hernia and bulging are only excep- 
tional. 

Six years ago, I found in an examination of 
236 patients operated on by various suregons, 
including some of my own, that there was a 
marked bulging of the abdominal wall in 45 per 
cent. and true hernias in 16 per cent. of the 
drained cases. 

The cases dated from the earliest period of 
operative interference in appendicitis, when it 
was the custom to make large incisions, to cross- 
cut muscles and tendons and to use large amounts 
of drainage material. 

In 1899 I described the ‘“‘ Extended McBurney 
Incision”’ in a paper on “ Hernia following 
Operation for Appendicitis,” ' as follows: 

‘‘Make an incision in the skin four to five 
inches long in a line with the fibers of the external 
rectus muscles, at such a distance from the an- 
terior superior spine of the ilium as is desirable. 
Separate the muscle and its tendon without cut- 
ting for a like distance, then insert retractors 


1 Boston MEDICAL AND SURGICAL JOURNAL, Aug. 3, 1899. Trans- 
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. 1.— Extended McBurney Incision. Fia. 2. — Rectal sheath closed and drainage inserted. 
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one and one-half inches broad at either end. 
The middle of the incision should correspond to 
the usual position of the base of the appendix. 
At this point the internal oblique and trans- 
versalis muscles run nearly parallel and_hori- 
zontal. These muscles should be separated, 
without cutting down to the transversalis fascia, 
and from the ilium to the linea semilunaris. If 
this does not give sufficient room, the sheath of 
the rectus may be separated in front and behind 
the muscle in a line continuous with the separa- 
tion of the internal oblique and _ transversalis 
muscle. 

“The sheath of the rectus muscle is formed 
by the aponeuroses of the internal oblique and 
transversalis muscles. The direction of the fibers 
of the sheath is horizontal, being at right angles 
to the line of muscular fibres of the rectus. At 
the semilunaris line it will be necessary to use 
the knife or scissors, since at this point the union 
of the various aponeuroses is very compact. The 
rectus muscle can then be drawn toward the linea 
alba and considerable room obtained. 

“Care should be taken not to cut the deep 
epigastric artery which at this point lies inside 
the rectus sheath in the posterior part of the 
muscle. If necessary, it may be tied. Two re- 


tractors, each about two inches broad, should be 
inserted, one at either end of the deep incision; 
the retractors which have been used for the ex- 
ternal oblique can now be dispensed with.”’ 


“To approach the appendix in cases of acute 
inflammation, with or without suppuration, I 
make it a point to enter the general abdominal 
cavity beyond the region of the appendicular 
mass. The inflammatory mass is not attacked 
until its extent and outline have been deter- 
mined and it has been isolated by a wall of gauze. 
This method gives good results. Having cut 
through the transversalis fascia and the peri- 
toneum in a line with the deep incision, we have 
an opening into the abdominal cavity two inches 
wide and from two to four or more inches long. 
This is sufficient for nearly all operations on the 
appendix. No portion of the tissues essential to 
the integrity of the abdominal wall has been cut 
through, except for a slight incision at the semi- 
lunar line.’’ 

‘The opening of the rectal sheath is frequently 
found to be unnecessary. When the retractors 
are removed, the muscular layers come together 
and even without sutures present a firm obstruc- 
tion to the protrusion of the abdominal contents. 
If the rectus sheath has been opened it should be 
closed with sutures.” [In septic cases these 
sutures should be of chromic catgut.] “A su- 
ture should be used to unite the edges of the 
linea semilunaris. Other sutures should be used 
as far as drainage will permit. If drainage can 
be avoided, then the separated layers of muscles 
should be closed carefully. 

‘‘ All drainage should be removed as soon as 
safety will permit. When the wound has healed 
and the stitches have been removed, the patient 
should be taught to make gradual and careful 
use of the abdominal muscles in order to restore 





them to their normal tone. For a month after 
healing, a simple supporting swathe may be used, 
but the prolonged use of the abdominal belts or 
trusses seems to me undesirable.” 

The aponeurosis of the external oblique can be 
stripped from that of the internal oblique usually 
half way across the rectus sheath and often to 
the middle line. The fibers of the external oblique 
cross the fibers of the rectus sheath at an acute 
angle. Thus we have, by the splitting incision 
over the rectus, a gridiron arrangement of three 
layers. The nerves can be drawn to one side 
and the deep epigastric artery can be drawn over 
with the rectus muscle. Through the incision 
the hand can be inserted into the pelvis and the 
right tube and ovary can be examined and re- 
moved if desirable. This incision if of full size 
admits of exploration of the gall bladder. In 
case of severe symptoms in which there is doubt 
whether the disease was of the gall bladder, duo- 
denum pylorus, or appendix, I should use a 
rectus incision for exploration at about the level 
of the umbilicus. If the doubt lay between the 
appendix and the pelvic organs, the median in- 
cision, and if the symptoms did not point to any 
particular region of the abdomen, a median in- 
cision, which might be midway, low or high, the 
one running into the other if necessary. 

In nearly every case of appendicitis I make 
it a rule to enter the free abdominal cavity be- 
yond the appendix and the inflammatory mass in 
order to examine for secondary abscesses and to de- 
termine the condition of the rest of the abdomen. 

If the appendix mass extend beyond the semi- 
lunar line, it is better to open the abdomen by a 
vertical incision through the rectus sheath and 
separate the rectus muscle or retract it. If it ex- 
tend to the middle line or beyond, I open in the 
middle line. 

Weir of New York described ‘‘ Another Modi- 
fication of the Operation for Acute or Chronic 
Appendicitis with Preservation of the Integrity 
of the Abdominal Wall,”’? which he had used 
for a number of years and with marked success. 
The principle is similar to that which I have 
described above. 

The rectus incision for the ‘ interval ” opera- 
tion is a good one, but has the objection that 
if drainage is found to be necessary, the oblique 
and transversalis muscles when they contract 
tend to spread the opening in the rectus muscle 
and sheath. This incision has the advantage 
of easy extension up and down the abdomen. 

There is sometimes a condition in which no 
thought can be given to the subsequent integ- 
rity of the abdominal wall, in which the whole 
thought must be given to the saving of the pa- 
tient’s life. Such cases are rare, however. 


ee 


SUBPHRENIC ABSCESS AS A COMPLICATION OF 
APPENDICITIS. 
BY HERBERT L. BURRELL, M.D., 


Your secretary, Dr. Codman, has asked me 
to speak of subphrenic abscesses caused by ap- 


BOSTON. 


2xiii Congrés International de Médecine. Paris, 1900, Section 
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pendicitis. A subphrenic abscess may be defined 
as one that lies in contiguity with the diaphragm. 
Its anatomical limitations are varied. It may lie 
in the right or the left hypochondriac region; it 
may be entirely below the diaphragm; it may 
perforate the diaphragm, or it may be connected 
with a pyothorax. Its inferior limitations de- 
pend upon the origin of the infection, the size of 
the abscess, and the barriers and adhesions that 
prevent its extension. The lateral limitations 
of the abscess are largely controlled by the falsi- 


form ligament which may exceptionally be 
perforated. 


The most frequent cause of subphrenic abscess 
is infection, a perforated gastric ulcer or gall 
bladder. Next to this in frequency comes ex- 
tension from a pyo-pneumothorax, either by 
extension through the lymphatics or by perfo- 
ration. What concerns us, however, is the fre- 
quency of this abscess as a complication of 
appendicitis. Christian and Lehr, in 1902, pub- 
lished in the Medical and Surgical Reports of 
the Boston City Hospital, volume 13, a paper 
on “ Subphrenic Abscesses as a Complication of 
Appendicitis.” In a series of 4,028 autopsies, 
they found 86 cases where death was due, directly 
or indirectly, to acute appendicitis. Subphrenic 
abscesses occurred in eight and a fraction per 
cent of these cases, so that in fatal cases of 
appendicitis, a subphrenic abscess may exist in 
from 8% to 10%. They found that the infec- 
tion extended to the under surface of the dia- 
phragm, through the retro-peritoneal tissues, by 
the intra-peritoneal route or through the lymph- 
atics. 

Dr. Crandon has been good enough to examine 
the records of the Boston City Hospital, and 
found that there had been only 6 cases of abscess 
under the diaphragm which came to operation. 
None of these followed general peritonitis. One 
followed necrosis of the ribs, 1 came from em- 
pyema perforation, 1 was connected with a 
perinephric abscess, and 3 followed perforative 
purulent appendicitis. This collection does not 
include the multiple abscesses of the liver fol- 
lowing appendicitis. I can add to these 3 cases; 
1, at the time a most celebrated case, of Dr. 
William H. Thorndike, and 2 cases of my own. 

The detailed description of the Boston City 
Hospital cases would be rather tedious, but there 
is enough similarity in the signs and symptoms 
to make a general description, perhaps, of value. 
All the cases were of relatively slow develop- 
ment, being respectively two, four, eight, ten 
and fourteen weeks; the one which perforated 
the diaphragm was fatal in a week. The tem- 
perature, pulse and respirations were markedly 
increased. Leucocytosis was present in all cases, 
varying from 16,000 to 29,500. Of the 9 cases, 
8 were on the right side. The one on the left 
side had perforated the falsiform ligament of 
the liver. In all these cases the patients were 
obviously critically ill, In Dr. Thorndike’s 
case, however, the patient was about for weeks 
without being obviously ill. 

The characteristic symptoms of subphrenic 








abscess are the involvement of the diaphragm 
and the pleura. The upper abdomen seems full 
and the ribs are fixed. The physical evidence of 
increased liver dullness, the x-ray examination 
showing increased opacity, the top line being 
similar to the normal dome of the diaphragm, 
is rather characteristic. Metallic tinkling may 
be recognized in certain cases. The pus in all 
vases was thin, dark brown or gray, with a foul 
odor. The incision, with or without anesthesia, 
was made between the eighth and tenth ribs in 
the right mid-axillary line, but in one case an 
incision 14 inches long was made to the left 
edge of the ensiform cartilage. The drainage 
should be free. Irrigation apparently added to 
the shock of the operation. 

Of the 6 cases operated at the Boston City 
Hospital, 3 were practically moribund; 4 in all 
died shortly after operation, and 2 got well. 
Dr. Thorndike’s case recovered; both of my 
cases died. 


IMMEDIATE OPERATION US. DELAY IN 
APPENDICITIS. 
BY G. W. W. BREWSTER, M.D., BOSTON, 
Surgeon to Out-Patients, Massachusetts General Hospital. 

In the following remarks, the term “immediate ”’ 
operation refers to a time when the case is first 
seen by the surgeon, and the question is decided 
whether an operation shall be performed. It 
is intended to show that, in the experience of 
the writer, the operation should be performed as 
soon as the case is presented except in those 
in which there is no doubt about the recovery 
without operation. In this sense many of the 
subsequent cases are spoken of as having an 
immediate operation in which it was many 
days after the onset. The term “delay” is 
used to signify a period of time that the surgeon 
deliberately postpones the operation, waiting 
for a more favorable time to operate. It does 
not refer to a waiting period, after a diagnosis 
of acute appendicitis has been made, because of 
a doubt whether an operation is indicated or not, 
but is used entirely in connection with the 
surgical treatment. 

All statistics show that operations performed 
during the interval give the lowest mortality, 
less than 1%. Therefore, this is the ideal time 
for operation, and the ideal treatment in all cases 
must be to wait until the acute attack has sub- 
sided. That so many operations are performed 
during the interval shows that an equal number 
of individuals have passed through one or more 
attacks safely. Added to this number, there are 
those who have survived one or more attacks and 
have had no further trouble. All these cases go 
to show that appendicitis in its mildest form may 
be successfully treated by an operation after a 
period of delay. 

The results of operations performed during 
the acute attack, before the process has extended 
beyond the region of the appendix, gives almost 
as low mortality as interval operations. In any 
of the acute cases, of greater severity than those 
in which operation is not deemed necessary, but 
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in which there is doubt whether there will be 
improvement or not without operation, imme- 
diate operation can be advised with the assur- 
ance that there is slightly more risk than if 
performed in the interval. At the same time 
the risk of a possible bad result from a delayed 
operation will be eliminated. 

When we realize that almost all the fatal cases 
are due to the desire to have an operation per- 
formed in the interval, and that the acute attack 
has grown worse instead of subsiding, and neces- 
sitated an operation at a time when the risk has 
changed from almost nothing,to perhaps a certain 
death; then the great responsibility of advising 
against an immediate operation will be realized. 
After a case has been watched until it can no 
longer be operated during the early hours, then 
the fatal result may rest on the one advising 
this delay. I believe that the greater one’s ex- 
perience becomes, the less willing he is to advise 
against an immediate operation in cases in which 
there is a reasonable doubt about the severity. 
Whenever well-marked local symptoms persist 
for more than a few hours after the first signs 
of appendicitis, I believe that it is impossible 
to determine how far the process has gone in the 
appendix except by operation. I have, time and 
again, found a gangrenous appendix in cases in 
which there had been a doubt as to the necessity 
of an immediate operation because of the mild 
symptoms. 2 

Is it better to operate immediately or to delay 
until the inflammatory process has become lo- 
ealized, in those cases of acute appendicitis 
which have progressed beyond the stage of either 
the possibility of recovery without operation, or 
the time when it can be done with slight risk? 
In the face of symptoms becoming steadily worse, 
I have never felt that I could be certain that 
there would be an improvement by delay, in fact 
I have felt that it was imperative to operate im- 
mediately. The successful result of operating 
in a number of cases in which it seemed so evi- 
dent that there was a general infection, that a 
bad prognosis was given, makes me feel that it 
is impossible to determine before the abdomen 
is open whether there is a hopeless condition or 
not. It is this lack of absolute knowledge which 
justifies the position of operating on some cases 
which might have recovered, either from a de- 
layed operation or without operation at all. 

It is only in the severer cases then, in which 
there is thought to be a spreading infection, that 
the question arises whether an immediate opera- 
tion or one after a period of delay offers the best 
chance of a successful result. On the one hand, 
Ochsner has stated that he has reduced the mor- 
tality of appendicitis by operating after a period 
of delay in these cases, and that the mortality 
of acute appendicitis should be 4% or less. On 
the other hand, the opinion of many surgeons 
who have written on this subject is that it is 
safer to operate without delay. 

In studying the results of two hundred and 
forty operations, the total number I have per- 
formed up to the present time, at the Massa- 








chusetts General Hospital and in private cases, 
I have not been able to convince myself that 
delay was indicated in any of the severer acute 
cases. 


ToTaL OPERATIONS. 





Cases Deaths. 
Interval . 2. 2 ss bh ke 85 0 
1 a 144 6 4.1% 
General Peritonitis .... . 11 11 100% 
Total, 240 17 7% 
OPERATIONS IN 1904. 
Cases Deaths. 
Nterval 2 css we ws 22 
Acute ........... 49 1 2% 
General Peritonitis 2... . 4 4 100% 
Total, 82 5 6% 


In the group of 144 acute cases, I have included 
all in which I did not establish a diagnosis of 
general peritonitis at the operation. They in- 
clude the cases without perforation of the appen- 
dix; those with perforation and gangrene, with 
and without abscess; and those with no evidence 
of walling off, with free turbid fluid in the pelvis 
and the right side. The operations were per- 
formed at intervals varying from seven hours to 
fourteen days from the onset of the symptoms. 
There were 21 of these cases in which the severity 
of the symptoms and the physical signs pointed 
to diffuse peritonitis. All were operated upon 
without a period of delay and all recovered. If 
these were classed with the cases I demonstrated 
to be general peritonitis at the operation, there 
would be 32 cases of acute appendicitis with 
diffuse peritonitis, with 11 deaths, a mortality 
of 34%. 

Of the 6 fatal cases in the group of 144 acute 
cases, 2 deaths occurred in cases of two weeks’ 
duration with well localized abscesses. One 
death was probably due to heat prostration, as 
no acute process was found in the appendix, and 
there were signs pointing to the former diagnosis. 
One death was due to intestinal obstruction, 
which occurred six days after the removal of a 
gangrenous appendix. The second operation 
was delaved too long. Thus there are only t2 
cases out of the 144 (1.3%) in which the question 
could be raised about the possible result, if the 
operation had been performed after a period of 
delay. There were at least 5 cases in which I 
believe delay would have resulted in death. 

The 11 cases classed as general peritonitis were 
operated upon either by a median incision or 
by multiple incisions, and pus was demonstrated 
throughout the abdominal cavity. Six belonged 
to the evidently moribund type, and would 
probably have died whether they were operated 
upon or not. 

The method of operation in all the cases in 
which there was not a general purulent peri- 
tonitis, provided for the prevention of spreading 
infection by a carefully placed barrier of gauze 
around the region of the appendix, the removal 
of the appendix, the cleansing of the infected 
area, and the placing of drainage for this region. 
There was a minimum amount of manipulation 
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in the abdomen, and the whole operation was 
accomplished in from ten to twenty minutes. 

Basing my deductions upon the experience 
derived from my own operations, I believe that 
the following conclusions are warranted: 

(1) Delay is indicated in mild cases in which 
there is no doubt about the recovery without 
operation. 

(2) Immediate operation is indicated in all 
other cases of acute appendicitis. 

THE BACTERIOLOGY OF GENERAL PERITONITIS. 


BY THOMAS J. MANAHAN, M,D., BOSTON. 
From the Clinico-Pathological Laboratory of the Massachusetts 


General Hospital, Boston. 

THE bacteriology of general peritonitis is per- 
haps best approached by studying the sources 
of the peritonitis and the organisms found at 
autopsy. The following represents a study of 
the bacteriology of the fatal cases of general 
peritonitis which came to autopsy in the clinico- 
pathological laboratory in the Massachusetts 
General Hospital during the past eight years. 
In this period 1,000 autopsies were performed, 
and out of this number 110 cases presented the 
lesions of general peritonitis. 

The facts obtained are of special value as they 
represent the observations of Dr. J. H. Wright 
and Dr. Oscar Richardson, and to them I am 
greatly indebted for the use of their material. 
Furthermore, there can be no question in these 
cases in regard to the degree or the extent of 
the peritonitis. Only those cases have been 
included where the entire cavity was involved 
and an inflammatory exudate of the general 
peritoneum was present. 

The data obtained from the analysis of these 
cases is shown in the following table: 

I have classified the facts obtained from these 
eases to indicate: 


(1) The source of infection. 

(2) The presence or absence of septicemia. 

(3) As to whether the infection is pure or mixed. 

(4) The organism or group of organisms causing general 
peritonitis. 


The sources of infection causing the general 
peritonitis in this group of cases were as follows: 


Perforated appendix, 24 cases. 

Perforated appendix with abscess formation, 9 cases, 
making a total of 33 cases of appendicitis causing general 
peritonitis. 

Peritonitis developing subsequent to laparotomy for 
other than suppurative conditions, 15 cases. 

Perforation of the large intestine including the rectum, 
8 cases. 

Where the source of the infection was not found, 9 cases. 

Salpingectomy for pus tubes, 7 cases. 

Gastric ulcer with operation for perforation, 6 cases. 

Typhoid perforation, 6 cases. 

The extension of adjacent suppuration into the perito- 
neal cavity, 4 cases. 

Extension of suppurative process from pleural cavity, 
4 cases. 

Following colotomy, 4 cases. 

Perforation of small intestine, 3 cases. 

Hemorrhagic pancreatitis, 1 case. 

Extra-uterine pregnancy, 2 cases. 

Ulcerative cholecystitis, 1 case. 

Pylephlebitis, 1 case. 

Intestinal obstruction, 1 case. 





Septicemia. — The presence of septicemia in 
the fatal cases of general peritonitis is frequent. 
I found that 29% of all the cases showed a sep- 
ticemia. The organisms causing the septicemia 
are as follows: 

Streptococcus pyogenes, 24 cases. 

Pneumococcus, 5 cases. 

Staphylococcus pyogenes aureus, 2 

Bacillus mucosus capsulatus, 1 case 


cases. 


In the 9 cases of idiopathic peritonitis, septi- 
cemia was present in 7 cases, in the following 
proportion: 

Streptococcus septicemia, 4 cases. 

Pneumococcus septicemia, 3 cases. ; 

Bacteria Causing the Peritonitis. — Cases in 
which the peritoneal infection was pure: 

Streptococcus, 20 cases. 

Bacillus coli communis, 12 cases. 

Staphylococcus pyogenes aureus, 6 cases. 

Pneumococcus, 7 cases. 

Bacillus mucosus capsulatus, 7 cases. 

Cases in which the peritoneal infection was 
mixed: 

Streptococcus and Colon bacillus, 28 cases. 

Streptococcus and Bacillus mucosus capsulatus, 3 cases. 

Staphylococcus and Colon bacillus, 2 cases. 

Streptococcus, Colon bacillus and Mucosus capsulatus, 
2 cases. 

Streptococcus and Bacillus aerogenes capsulatus, 1 case. 

Pneumococcus and Colon bacillus, 1 case. 


The cases where the number of organisms were 
innumerable: 


One case and in 21 cases the bacteriological examination 
is not stated. 


From these observations it is to be concluded 
that the streptococcus, both in pure and mixed 
infections, is the organism causing the lesions in 
43% of the cases. In the other 47% of the cases 
the reader is referred to the table where the 
relative frequency can be seen in the column of 
totals. 

The bacteriology of the fibrinous exudate 
found in acute septic peritonitis is also of im- 
portance, and I will recall to you the observa- 
tions made in nineteen cases which I presented 
in a paper before the Boston Society of Medical 
Sciences in April.? 

Material was collected from 19 cases of acute 
peritonitis. In 17 of these cases bacteria was 
found in the fibrin. In 2 cases organisms were 
present in coverglass and culture, but could not 
be identified in the fibrin. 

It is to be concluded from the observations in 
these nineteen cases that in most cases of acute 
peritonitis with fibrinous exudation, bacteria 
are present in large numbers in the fibrin. 


THE RESULTS OF OPERATIVE TREATMENT OF GEN- 
ERAL PERITONITIS FOLLOWING APPENDICITIS, 
AT THE MASSACHUSETTS GENERAL HOSPITAL, 
DURING THE PAST FIVE YEARS. 

BY WILLIAM C. QUINBY, M.D., BOSTON. 


To draw statistical deductions from the records 
of such a class of cases as that of general peri- 


1 Journal of Medica] Research, June ,1903, vol. ix, p. 445. 
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tonitis following appendicitis must involve a 
certain amount of error. The conceptions and 
definitions of what constitutes a general peri- 
tonitis are so infinitely varied that at first sight 
it might seem that any such numerical expression 
of results would be absolutely invalidated. 
While from the point of view of absolute accu- 
racy this is true, nevertheless, general conclu- 
sions approximating the truth can doubtless be 
drawn. It is, therefore, with the hope of general 
rather than specifie accuracy that the following 
results are offered. 

In the records are found classed as general 
peritonitis all grades of cases, from those of 
appendix abscess with a certain amount of clear 
fluid free about it, to those cases where the 
appendix, sloughing and gangrenous, has not 
become walled off, and pus is found in literally 
every region of the abdominal cavity. It imme- 
diately becomes evident that some definition of 
general peritonitis must be devised according 
to which the cases may be classified. 

Since the formation of pus is the latest stage 
of such inflammatory conditions as this of which 
we treat, and since there is in every case, the 
greatest probability of its containing infectious 
organisms, it has been thought best to consider 
a case one of undoubted general peritonitis where 
at operation it was demonstrated that pus was 
situated throughout the cavity, and to consider 
as doubtful those cases where it was localized 
in the flank or pelvis, and so on. 

This classification is necessarily arbitrary, and 
at the most can only succeed in separating the 
‘ases into two groups, the first of which includes 
those casesin which the process is spreading, while 
the second concerns only those cases in which it 
has been shown to be already general, as judged 
by the diffuse localization of pus. 

As types of these two groups, the following 
brief cases may serve to make the distinction 
somewhat clearer.: 


GROUP 1. SPREADING PERITONITIS. 


Man, thirty years. Sick two days. Marked spasm 
and tenderness of the right side of the abdomen; 
none on the left. No shifting dullness. Temperature 
102°, pulse 108, respiration 30, whites 17,000. Opera- 
tion showed pus in the pelvis and cecal region, with a 
slight amount of turbid fluid in the right flank. 


Appendix gangrenous. The culture showed colon 
bacilli. 
GROUP 2. GENERAL PERITONITIS. 


Man, twenty-three years. Sick two days. Pale, 
peritoneal facies. Abdomen slightly distended and 
especially tender in the right lower quadrant. Dull 
in both flanks, and above the pubes, the dullness 
shifting with change of position. Temperature, 100.4°, 
pulse 100, respiration 34, whites 16,000, iodine reac- 
tion positive. 

Operation showed a large amount of cloudy fluid, 
on entering the cavity. Thick pus was found about 
the appendix, and in the pelvis, while the epigastrium, 
hypogastrium, left flank and splenic regions contained 
a turbid sero-purulent fluid, appendix perforated and 
gangrenous. Culture from hypogastrium showed 
streptococcl. 


In collecting the following figures, only the 
operated cases have been considered. 

Taking the cases as found, the following can 
be deduced: 


Whole number of cases, 161. Lived 55 34% 

Died 106 66% 

Average age 23 vears; Males 72%, Females 28% 

By year. Number of cases. 

1899 25 Lived 7 28% 

Died 18 72% 

1900 35 Lived 8 23% 
Died 27 779 

1901 43 Lived 15 35% 
Died 28 65% 

1902 25 Lived 9 36% 
Died 16 64°; 

1903 33 Lived 16 48° 
Died 17 52° 


Exeluding all cases except those which fall 
within the reqirements of our second group, we 
find the following: 


Number of cases of undoubted 
general peritonitis, 81, Lived 24 
Died 57 


300, 
70% 

Of the above 57 fatal cases, the various times 
of death after operation may be summed up thus: 


Within the first 24 hours after operation, 17 or 30° died. 


On the 2d day after operation, 7 or 12% died. 
On the 3d day after operation, 8 or 14% died. 
On the 4th day after operation, 3 or 5% died. 
On the 5th day after operation, 4 or 7% died. 
On the 6th day after operation, 3 or 5% died. 
On the 7th day after operation, 3 or 5°% died. 
During the 2d week, after operation, 7 or 12% died. 
Over two weeks after operation, 5 or 9% died. 


Of these fatal cases, those which were ill the 
shortest time before operation seem in general 
to be those which survived it the longest, though 
the data are too inconclusive to express this 
point numerically. 

As to the results following different methods 
of operation, such as washing versus wiping, it 
has been impossible to draw conclusions, since 
in practically all cases the abdomen was more 
or less thoroughly washed with salt solution at 
some period of the operation. 

So, too, the reports of cultures as they stand 
in the records do not suffice to deduce anything 
as regards the relative toxicity of the various 
bacteria found. 

A secondary operation for the condition of 
peritonitis, following the primary one, seems 
from our cases to be almost invariably fatal, 
only one case having survived. 





Kieports of Aocieties. 
SUFFOLK DISTRICT MEDICAL SOCIETY, 
CONJUNCTION WITH THE BOSTON 
MEDICAL LIBRARY. 


THE Meeting of the Section for Surgery was held at 
the Boston Medical Library on Jan. 4, 1905, Dr. F. B. 
HARRINGTON in the chair. The subject for the evening 
was 
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THE TREATMENT OF APPENDICITIS. 
DISCUSSION. 


Dr. Homer Gace, Worcester: I thank you, Mr. 
President, for your kind invitation to share in this 
discussion, because it gives me an opportunity to thank 
you, and the officers of these meetings, for the very 
attractive program which you have arranged for this 
winter, and for the very cordial invitation to be present, 
which you have extended to us who are not so fortu- 
nate as to live here. 

The papers and the discussion this evening have 
been very interesting and very profitable. It is cer- 
tainly important that we should arrive, if possible, at 
some definite and easily comprehended rules for action 
in so common an affection as appendicitis. But the 
larger my experience, the less able I feel to formulate 
any simple, definite rule, by which I am led to decide 
for or against operation in these cases. The personal 
equation of one’s judgment, training and temperament 
enters so largely into the decision, that it makes the 
attempt to formulate any rule which could be safely 
followed by the profession at large seem well-nigh 
hopeless. There are, however, certain general prin- 
ciples which may properly, and do to a large extent, 
influence all of us. 

In a perfectly typical case of acute appendicitis I 
can see little reason for postponing interference. I 
can say now, more strongly even than I have before, 
that I have never regretted an early operation, but 
have often regretted being obliged to do a late one, 
either through my own or another’s procrastination. 

If it were true that a localized inflammation would 
remain localized, and meanwhile the protection of the 
peritoneal cavity would become stronger and more 
complete, there would be some excuse for delay. But 
how often we find an isolated abscess with its walls 
covered with coagulated lymph, and this same lymph 
extending into the protective wall of the abscess, be- 
tween the adherent coils of intestines, indicating an 
extension of the infection; and on carefully separating 
these coils and following the path of the lymph, come 
upon a second abscess, and in later cases, upon even 
more generally diffused suppuration. If there has been 
no such extension, it seems to me that with a proper 
and careful technique, the danger of extending the 
field of infection by operation is practically nothing, 
while if the infection be of the active, progressive type, 
interference can never be too early. 

Of course there are cases which, when first seen, have 
progressed so far that etherization and operation are 
out of the question; and others which are so mild that 


haste seems wholly unnecessary. The selection of|d 


these must always be left to each individual surgeon’s 
judgment and surgical sense; they can never be decided 
by rule. But in the average case, when the picture is 
complete, and the diagnosis only too apparent, it can 
be safely said, I think, that prompt and immediate 
operations are almost always best. 

The problem is much more difficult and complex 
in the milder atypical forms, when the process is sub- 
acute, the picture incomplete, and many of the usual 
symptoms lacking, when the diagnosis, though it seems 
probable, is by no means certain, cases where the ten- 
derness and muscular resistance are often wholly 
wanting, or where pain and tenderness, though defi- 
nitely localized, are present only for a very few hours. 
These are the cases which come to the surgeon between 
the attacks, present no physical signs, and must be 
judged wholly from the patient’s or attending physi- 
cian’s story. Some of them are real, some of them are 
not. Some of them are among the most brilliant of 
our operative successes, judged from the permanent 





improvement in general health which sometimes 
follows. 

But not all of them are really appendicitis, and not 
all of them are proper subjects for operation. The 
temptation to operate is strong, because the danger 
is nothing, but it seems to me that the avoidance of 
unnecessary mutilation is demanded of surgery now 
more than ever, because it is so easy and so safe. The 
ability to recognize, and the courage to maintain the 
wrong time for operation, as well as the right, is quite 
as necessary to the possession of the highest surgical 
skill, as manual dexterity, and this class of cases de- 
mands that ability in the highest degree. Delay in 
these cases is not only permissible but obligatory, until 
the réle of the appendix, as a causative factor, shall 
have been established beyond reasonable doubt. 

I am unable to see that Sir William Macewen, in his 
recent lecture, has contributed much to our knowledge 
of the function of the appendix, or given any sufficient 
reason for supposing that its removal interferes with 
the normal functions of the body; but necessary or 
unnecessary, the removal of normai appendices on 
mere suspicion seems to me much to be deplored. 

Dr. H. L. Burret: I did not intend to speak as 
the subject of appendicitis has been very well summar- 
ized by the various speakers. Ochsner’s treatment 
of appendicitis has been alluded to and no one has 
spoken of practical experience with this method of 
of treatment. I have used Ochsner’s treatment in 
selected cases. When I see a patient who has an acute 
appendicitis which has been going on four or five days 
with symptoms that indicate that the process about 
the appendix is not walled off — if there is some good 
and sufficient reason for not operating, for example, 
an intercurrent affection, such as pregnancy, severe 
bronchitis or pneumonia —I do not hesitate to use 
Ochsner’s treatment to assist nature in walling off 
the process of inflammation about the appendix. 

Ochsner’s treatment as I have carried it out consists 
of the following measures: gastric lavage, in cases of 
nausea and vomiting; no food by mouth; the patient’s 
strength to be supported by pre-digested, non-irritating, 
nutrient enemata, four ounces at a time, every four 
to six hours; water may be given by mouth and, when 
necessary, morphia is given hypodermically to control 
the peristaltic movements of the intestine. In several 
instances I have used the Ochsner treatment where the 
patient for some reason has been violently shaken 
up, for example, in transportation. But I wish it 
clearly understood that I only use Ochsner’s treatment 
long enough to wall off the inflammatory process about 
the appendix. I then operate and remove the appen- 

ix. 


I do not wish to be understood as advocating the 
Ochsner treatment as applicable to all cases of appen- 
dicitis. I entirely agree with the position taken by 
Dr. Richardson, that the sooner an acutely inflamed 
appendix is removed the better. The difficulty in 
applying Ochsner’s treatment to appendicitis is that 
personally I do not possess sufficient diagnostic skill 
to assert that in an individual case the appendix is 
or is not seriously inflamed. An inflamed appendix, 
unfortunately, does not necessarily manifest itself by 
sufficiently conspicuous symptoms to warrant our 
stating whether it is mildly inflamed or whether it is 
gangrenous. Repeatedly, in my own experience and 
in that of my colleagues, I have seen cases that were 
supposed to be mild cases of appendicitis operated 
upon, and a gangrenous appendix found and removed. 
Ochsner’s treatment is logically a capital method of 
assisting nature in walling off an inflamed process. 

Dr. Homer B. Smith has been kind enough to look 
up cases of appendicitis that I have treated by the 
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Ochsner method at the Boston City Hospital. In 
addition to these I have looked over my own records 
and those of the Children’s Hospital where I have 
used Ochsner’s treatment. I find that in all there are 
twenty-three cases. An analysis of these cases, as to 
whether Ochsner’s treatment was a valuable measure or 
not, makes it clear to me that in selected cases it is a 
measure of distinct benefit. In only one case of this 
series have I any question as to the advisability of 
having adopted this method of treatment. There can 
be but little question as to the advisability of Ochsner’s 
method of treatment in any case that for good and 
sufficient reason cannot be operated upon at once. 

Dr. Wo. N. Swirr, New Bedford: Every attack of 
appendicitis indicates operation, in my opinion, unless 
something in the patient’s condition prohibits it, — 
immediate operation, except in very mild cases, and 
subsequent removal of the appendix in such cases. 
By immediate operation, I mean that the operation 
should be done as soon as the diagnosis is clear and 
the preparations can be made. A delay of a few hours 
may make a vast difference in the prognosis, if the 
appendix be gangrenous or ruptured or on the point of 
rupture. If the onset is mild, the temperature and 
pulse fall to nearly normal and the local signs diminish 
about the time we are able to make a diagnosis, we 
are justified in waiting, but if the tenderness over the 
appendix persists for several days and does not grow 
less from day to day, I believe that delay is dangerous 
and operation should be done. In such cases there 
will, in my experience, be found a constriction or ob- 
struction at some point in the appendix with distention 
of the distal portion. 

When the case is not seen before a mass can be felt 
in the appendix region, operation is always indicated 
with as little delay as possible. The subjective symp- 
toms in such cases give very little indication of the 
character or the extent of the process that may be 
going on. Such conditions may clear up spontane- 
ously, but usually there is too much pus to be absorbed, 
and, while we are waiting for it to be more securely 
walled off from the abdominal cavity, serious mischief 
may be caused by the burrowing, or it may be on the 
point of discharging into the abdominal cavity, or into 
the intestines. As I have said, the subjective symp- 
toms cannot be relied on to indicate the condition, 
for when the patient seems to be doing well, he may 
be on the verge of a fatal accident. It is always of 
immense advantage to remove the appendix itself, and 
the longer the delay the more difficult this is made. 
When an appendix abscess is simply opened and drained 
the case may do well, but often secondary operations 
are necessary and these are always complicated. 

I have never seen general peritonitis caused by the 
breaking up of the wall of an appendix abscess. I 
have broken up the wall of such an abscess in a great 
many cases, of course using as much care as possible 
against infection. The removal of a mass of inflam- 
matory exudation and infiltrated omentum, usually 
forming a part of the abscess wall and often studded 
with miliary abscesses, is important. When the case 
has gone on for ten days or more, the inflammatory 
exudation has become so much organized that it is 
often impossible to remove the appendix without too 
much violence. 

I believe that operation should be done in every 
case unless the patient’s condition is so desperate that 
any interference is dangerous. When the patient’s 
condition is not good, there should be very little 
manipulation. The time of operation should always 
beshort. In pus cases the incision should be large 
enough to give a clear view and free drainage. 

In regard to incision, I think there is always an 





advantage in the muscle-splitting method through 
the oblique muscles, except in general peritonitis. I 
always make my skin cut well out towards the iliac 
spine. The greatest advantage is, that one comes 
directly on the appendix, or the appendix abscess. 
If the case be a clean one, the results by the method 
are perfectly satisfactory by closing the wound with 
‘atgut in layers. If more room be needed, the internal 
oblique and transversalis may be cut, either above or 
below, the intestines pushed off with gauze and the 
drain from the infected area be brought out along the 
side of the pelvis. This method of drainage is espe- 
cially important where there is pus deep in the pelvis. 
With the patient well over on the right side, this makes 
a very perfect gravity drain. In regard to the treat- 
ment of the stump, 1 have been accustomed to tie off 
with catgut, burn the appendix off and bury the stump. 
I am convinced that it is better to simply cauterize 
the stump without burying it. This I have done in 
my last cases. I suppose everyone who has operated 
on a number of cases of chronic appendicitis must be 
impressed by the reflex symptoms caused by a diseased 
appendix. The digestive and general nervous dis- 
turbances caused by such a condition are very marked. 
The improvement in the nervous system and in the 
general health of the patient, after operation, is often 
surprising. It seems to me that not enough emphasis 
has been put on reflex symptoms caused by chronic 
appendicitis. 

The following are statistics of the last 100 cases of 
acute appendicitis, no interval cases included, oper- 
ated on at St. Luke’s Hospital New Bedford. Eight 
died, six general peritonitis. In each case the general 
peritonitis preceded the operation. Two general 
septicemia. Appendix removed in 89 cases. In 11 
cases not removed. In 37 cases wound closed at 
once without drainage. Last 50 cases of acute appen- 
dicitis operated on. One death. Patient sixty, poor 
condition, gangrenous appendix, general septicemia. 
No general peritonitis as shown by autopsy. In 43 
‘ases the appendix was removed. In 7 cases not re- 
moved. In 24 cases the wound was closed at once 
without drainage. Of these 24 cases 6 were operated 
on the first day of the disease, 7 on the second day, 5 
on the third day and in 6 the duration of the disease 
was unknown. 

Dr. Joun C. Munro: I have to-day carefully re- 
viewed all my cases of operation for appendicitis and 
I am growing more and more sceptical of the diagnosis 
of acute general peritonitis. I find that I have cata- 
logued only 13 cases as acute general peritonitis, and of 
these I should to-day reject 6 as not coming within that 
category according to my present ideas. Of the re- 
maining 7 cases a few are doubtful. 

The more I see of these severe, diffuse types, simu- 
lating or diagnosticated as general infectious peritonitis, 
the less do I meddle with them at operation. I have 
found in my own experience and I also find in analyzing 
the published reports of surgeons who are advocates 
of extensive irrigation that although the cases tempo- 
rarily improve, that is, those that do not die at once 
from the mechanical shock that irrigation is bound to 
produce, they are very liable to suddenly collapse and 
die in the course of a day or so. In other words, I 
believe that a peritonitis apparently general, but really 
quite localized so far as infectious quality goes, is made 
a bona flde general peritonitis by indiscriminate irriga- 
tion. I am positive that my results are better now 
that I am content with free local drainage without 
disturbance of the intestines more than is absolutely 
necessary. 

Furthermore, in cases seen after forty-eight hours 
from onset, where the clinical evidence goes to show a 
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general abdominal infection, I am more and more in- 
clined to resort to the so-called Ochsner treatment, 
watching the patient closely from hour to hour, and if 
after twelve hours there is no gain or the treatment is 
apparently inapplicable then I operate, but ordinarily, 
they do quiet down at once, and within a few days they 
are cases of local and not general or diffuse infection, 
they have made antitoxin of themselves sufficient to 
be of great help and an operation is easily and safely 
done. 

The cases that I dread most and that I hesitate to 
use this form of treatment in, are those where the 
family physician has administered large doses of 
cathartics so that the peristaltic action is not liable to 
subside under starvation. It is then safer to open and 
drain rather than wait. If this section can do no more 
than to impress on the general practitioner that the 
worst possible treatment of an appendicitis in the 
early stages is the administration of cathartics it will 
not have lived in vain. It is this method of treatment 
that makes general peritonitis in cases that should 
remain locally infected. 

Dr. Burrell has spoken about subphrenic abscesses. 
From a number of observations at operation and au- 
topsy, I believe that a larger proportion than the books 
recognize are direct extensions from hepatic abscesses. 
In other words, the late cases of which he makes men- 
tion are liable to follow such abscesses which are the 
results of portal pylephlebitis, a type of infection 
generally slow and insidious, whereas the subphrenic 
abscesses that come early are apt to be direct exten- 
sions of the infection through the _inter-peritoneal 
lymphatics. In the former class I believe that access 
is best gained directly through the abdomen, evacuat- 
ing the hepatic sources at the same time. 

A word with regard to enterostomy. I have only 
made use of it for distention of the small gut coming 
after operation on the appendix. I do not believe that 
it is indicated elsewhere and I prefer to use a rubber 
catheter rather than the rigid Mixter tube. 

I cannot indorse Dr. Stevens’ description of general 
peritonitis because I have seen too many cases with 
a localized infection, some of them fatal, that would be 
classed under general peritonitis according to his ar- 
rangement; while on the other hand I have seen genu- 
ine purulent peritonitis with normal pulse and 
temperature. 

Dr. E. W. Cusuina: To have a clear understanding 
of the frequency with which death follows appendicitis, 
when complicated by general peritonitis, it is requisite 
that the term ‘ general peritonitis’ be accurately 
defined. We may assume that general septic perito- 
nitis is meant and not merely an adhesion of peritoneal 
surfaces, such as may arise from various causes which 
are not dangerous. Those of us who did much abdomi- 
nal work before surgical technic was worked up to a 
satisfactory condition have a grim remembrance of 
general peritonitis as a condition in which all patients 
used to die, and neither drainage nor irrigation nor 
anything else could save them. There was not much 
pus but a well-marked condition of the intestines with 
injection of the vessels, loss of polish, and exudation of 
lymph and a seropurulent fluid. The mere fact that 
there is free fluid in the general peritoneal cavity, even 
if it is frankly purulent, does not necessarily imply that 
there is general peritonitis, and I think that it is fair 
to assume that in the cases which recovered the vital 
resistance of the patient was such that the peritonitis 
remained localized in the neighborhood of the appendix, 
while the rest of the peritoneal cavity, although bathed 
in the purulent fluid, withstood the infection. 

The ages of the patients are not given in the tables 
before us, but it would be interesting to know what the 





relation of age was to mortality. Children and young 
persons seem to have a greater power of resistance and 
therefore less mortality. It would appear that even 
during the short period of inflammation before the 
appendix is perforated the system of the patient is 
developing its powers of resistance, so that when rup- 
ture occurs, even although pus or serum is quite free in 
the abdomen, yet if drainage is furnished a considerable 
proportion of cases recover. We observe an analogous 
process in inflammations of the Fallopian tubes, for if 
the pus has been confined to the tube for a fortnight 
or so, even if it is spilled into the abdominal cavity 
during operation, the patient seems protected from 
general peritonitis by an acquired immunity. 

Dr. Frep T. Murpuy: I wish to report the results 
of some experiments on the drainage of the general 
abdominal cavity of cats. I have found that gauze 
wicks and cigarette drains are walled off from the gen- 
eral abdominal cavity in about eighteen hours, and 
glass tubes and rubber-tissue drains in about seventy- 
two hours. In my opinion these figures represent the 
maximum interval during which it is possible to 
drain the general abdominal cavity with the materials 
used, except in the case of a general purulent perito- 
nitis. The general purulent peritonitis may be drained 
for a longer time because the peritoneum has lost the 
power to form adhesions, but in this type of case drain- 
age of the general septic cavity has been found to be 
without value. Where the peritoneum has been 
irritated and has begun to form adhesions, as in the 
ordinary case of intra-abdominal infection, the drains 
are probably walled off much more speedily. 


Kiecent Literature. 


A Reference Handbook of the Medical Sciences, 
Embracing the Entire Range of Science and 
Practical Medicine and Allied Science. By 
various writers. A new edition, completely 
revised and rewritten. Edited by ALBERT H. 
Buck, M.D., Illustrated. New York: Wil- 
liam Wood & Company. 1904. 


The final volumes of this handbook, it is hardly 
necessary to say, maintain the exceptionally 
high standard set by the earlier volumes. In 
bringing this work to a successful conclusion, 
with the various complications which must have 
arisen in the course of its preparation, Dr. Buck 
deserves the highest degree of credit. In his 
final editorial note he acknowledges his indebted- 
ness to the various contributors, but it should 
be remembered that however essential the indi- 
vidual contributions may be, the work of arrange- 
ment is even greater. In general, as we have 
looked over each succeeding volume, we have 
been impressed with the evident care which the 
individual writers have taken in the preparation 
of their respective articles. The illustrations 
have often been by elaborate processes and much 
more numerous than in previous editions, colored 
plates and heliotypes being used where necessary. 
The book as a whole will no doubt stand as the 
best epitome of medicine in the English language. 
That a new edition will be called for as the prog- 
ress of medical science demands is hardly to be 
doubted. We commend the work as a most 
valuable book of reference. The final volume 
is concluded by an admirable index which adds 
much to the general usefulness of the books. 
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THE PRESENT STATUS OF CANCER 
INVESTIGATION. 

We have recently received the third annual 
report of the Caroline Brewer Croft Cancer Com- 
mission of the Harvard Medical School and the 
fifth annual report of the work of the Cancer 
Laboratory of the New York State Department 
of Health. As our readers are no doubt generally 
aware, vigorous and painstaking study has been 
prosecuted for several years at these two labora- 
tories on the question of cancer etiology. It is 
also generally known that the investigators of 
the two laboratories have arrived at very different 
conclusions on many phases of the subject. On 
the whole, the attitude of the Harvard investi- 
gators has been one of increasing discouragement 
in relation to the protozo6n origin of the disease, 
whereas in Buffalo the question is still exciting 
much interest and hope that through further 
investigation a solution of the problem may be 
reached. We naturally cannot at the present 
time determine which body of workers is in the 
right or how far their conclusions may be modi- 
fied by the investigations of the next few years. 
It is, however, of importance to note the prelim- 
inary conclusions which students of various 
aspects of the subject have reached. 

In the Harvard report five authors contribute 
communications. Dr. F. B. Mallory offers a 
contribution to the classification of tumors based 
in part on his latest investigations of certain 
fibrils revealed by recent methods of staining. 
This work is a valuable contribution to a rational 
classification, but it does not particularly con- 
cern the cancer question. Dr. R. B. Greenough 
discusses the nature of the cell inclusions of cancer, 
a subject upom which he has previously worked, 
and among others reaches the following conclu- 
sions: That typical cell inclusions are practically 





constant in cancer of glandular origin; that these 
inclusions are presumably vacuoles; that the 
vacuoles are chiefly a phenomenon of cell secre- 
tion, and that, in general, no reason exists for 
the interpretation of these appearances as of 
parasitic origin. Drs. Vose and Howe have 
studied the effects of the Roéntgen rays upon 
cancer, and conclude that the x-ray cannot be 
used strongly enough to effect destruction of any 
but the shallowest tumors without the production 
of a probably non-healable burn. Surgery should 
not be replaced by the use of the x-ray even in 
superficial conditions. Dr. E. H. Nichols’ con- 
tribution to this report contains the results of 
his work on the implantation of tissue and its 
relation to cancer. His conclusions are as follows: 


(1) Certain types of epithelium (epidermis), both 
adult and fetal, can be experimentally removed from 
their normal position and implanted into another part 
of the same animal, and under those circumstances 
can maintain their ‘ potentiality of growth,” retain 
their own peculiar character, and produce nodules 
analogous to dermoid cysts or more complicated tera- 
tomata. 

(2) In no case has any epithelium of a highly 
differentiated function been seen to maintain its power 
of growth or to proliferate. 

(3) The ‘ potentiality of growth ” is greater in the 
case of fetal than it is in that of adult tissues. 

(4) In no case has any infiltration of surrounding 
tissue of the transplanted epithelium been seen, nor 
any tendency to epithelial metastases. 

(5) Certain fetal connective tissues (cartilage) can 
be transplanted in the same way as epithelial tissues, 
and retain their “ potentiality of growth.” 

(6) Transplanted fetal tissues do not reproduce the 
stage of development at which they are transplanted, 
but tend to reproduce the ultimate stage of their normal 
development. 


In general, therefore, it may be seen that at 
present the opinion of the Cancer Commission 
of the Harvard Medical School is one of extreme 
skepticism regarding the recent claims made by 
certain students of the subject. The work 
leading to these conclusions has been most care- 
fully done and must unquestionably be given 
much weight in a final determination of the ques- 
tion. It is, therefore, of great interest to turn 
to the report of the Buffalo Laboratory, which 
takes a much more optimistic view of the pos- 
sibilities of work in the future along lines already 
laid down. 

The most significant article in this report is 
one on “ Cell Inclusions in Carcinoma” by G. N. 
Calkins, Ph.D., who a year or more ago was 
appointed consulting biologist to the laboratory. 
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It will not be questioned that Dr. Calkins is pecu- 
liarly fitted to render an opinion upon the mor- 
phological appearances observed in cells. He 
writes the most important contribution to the 
general subject, with careful analysis of his find- 
ings in a study of various growths. He finds, in 
general, that there are two main groups of inclu- 
sions in carcinoma, encapsulated and without 
capsules. Of the encapsulated inclusions he finds 
several forms which have been variously and 
erroneously interpreted as stages in the life history 
of protozo6n parasites. The non-encapsulated 
inclusions, he thinks, must be correctly inter- 
preted before any hypothesis is advanced. Finally, 
‘ he entertains the possibility at least that, even 
though few, the activity of parasites may be 
causative of tumor growth. This article is 
written in a most judicial spirit and without 
dogmatism. It apparently admits that the 
question is not yet wholly closed regarding the 
parasitic origin of cancer. 

Dr. Gaylord publishes a paper on the analogy 
between smallpox and cancer, in which he dis- 
cusses Councilman’s work and compares it with 
the appearances in cancer. Other papers, many 
of them of a chemical nature, follow in this report 
showing evidence of much painstaking work, 
which may in the future lead to results the im- 
portance of which are not yet evident. Dr. 
Roswell Park apparently sees much reason for 
continuing investigations already begun at the 
laboratory, and points out the advisability of 
physico-chemical study and work on practical 
questions looking toward immunity against the 
disease. As one looks over these two reports, 
different as they are in their general attitude 
toward the problem, one is impressed with the 
fact that comparatively little has been done, 
except in a negative way, toward the final solu- 
tion of the questions at issue. 


wifi 
— 


SURGERY OF THE NERVOUS SYSTEM. 

THE subject of surgery of the nervous system 
has had fewer painstaking students than its im- 
portance warrants. This has, no doubt, been due 
partly to the relative lack of material in divided 
hospital services, and partly to the less favorable 
outcome than pertains in other departments of 
operative surgery. It is, in general, leaving out 
the peripheral system, a somewhat discouraging 
field from a purely surgical standpoint. 

As is generally known, owing to the liberal 
policy of the Johns Hopkins Hospital, it has been 
possible for Dr. Harvey Cushing to control the 








neurological material coming to that institution 
and thereby to gain an experience in surgery 
of the nervous system which has been possible to 
few others. Dr. Cushing’s contributions to the 
general subject have unquestionably been pro- 
ductive of much good in attracting renewed 
attention to the possibilities of surgery in this 
part of the body. In a recent article, published 
in the Bulletin of the Johns Hopkins Hospital, 
Dr. Cushing summarizes his views formed during 
the last few years, and makes many suggestions 
which are worthy of wide publicity. In the first 
place he insists that the man who operates should 
have an actual interest in the neurological aspects 
of the case beyond the mere operative procedure 
required. He sees no reason why the same 
knowledge should not be expected of the operator 
on the nervous system as is expected of the 
operator on an abdominal tumor. We have no 
question that herein is expressed one of the chief 
difficulties in exciting general interest in this 
department of surgery. In the observations 
which follow we are not surprised to find that 
Dr. Cushing takes a somewhat radical view of 
the possibilities of surgical interference in a great 
variety of affections. He is in favor of operation 
upon gummata of the brain which give rise to 
focal symptoms before too prolonged a use of 
mercury and iodine. He suggests the possibility 
also of operations on various forms of hemor- 
rhage, both extra- and intra-cerebral which have 
usually been regarded as beyond surgical aid. 
Particularly in infants he thinks that birth 
hemorrhages should receive operative attention 
in view of the serious results of such lesions later 
in life. His experience in cases of apoplexy has 
hitherto been unfortunate, but he has hopes of 
relief even in these cases. In operations done 
for purely palliative reasons in cerebral tumor the 
wise suggestion is made that a silent area of the 
brain may better be chosen as the site for the 
trephine than the motor cortex, in order to avoid 
unnecessary paralyses. In cases of ° traumatic 
injury of the spinal cord operation is favored. 
except in those instances where there is evidence 
of complete transverse lesion of which he says, 
‘In these, operation can do no harm, but it is 
an unjustifiable ordeal for both patient and opera- 
tor.” The interesting work on the peripheral 
nerves which has lately appeared is also summar- 
ized in an entertaining fashion. 

We call our readers’ attention to this article 
as the best recent summary of the surgery of the 
nervous system as viewed by a special student 
of the subject who brings to his work, not only 
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much surgical skill, but also a corresponding 
neurological knowledge. We have no doubt 
that experience, tempered by judgment, will 
render possible far more satisfactory surgical 
results in the central nervous system than have 
heretofore been obtained. It is a matter of regret 
that others should not be given the same oppor- 
tunity which Dr. Cushing has had at the Johns 
Hopkins Hospital. 





COUNTRY BRANCH OF THE NEW YORK 
ORTHOPEDIC DISPENSARY AND 
HOSPITAL. 

Tuk feature of most interest in the Thirty- 
seventh Year Book of the New York Orthopedic 
Dispensary and Hospital, just issued, is the ac- 
count given of the new country branch of the 
institution. This is located at White Plains, 
Westchester County, and up to the end of the 
fiscal year the building and improvements had cost 
$117,767. To the original endowment of $250,000, 
the donor of the branch, Miss Watson, added dur- 
ing the year a gift of $35,000; and since the close 
of the fiscal year she has made a further gift of 
$54,000 to the endowment fund, besides $10,000 
to cover the overdraft on the building fund. The 
building (the present capacity of which is 50) was 
opened on July 5, and now has 39 patients in its 
wards. The same care is observed at the country 
branch in the surgical treatment of each patient 
as at the city hospital. This is rendered possible 
by having a staff of nurses and a resident surgeon, 
and by frequent visits from the surgeon-in-chief, 
Dr. Russell A. Hibbs. In his annual report, Dr. 
Hibbs states that the addition of this hospital 
to the working equipment of the institution 
makes it possible — in so far as its capacity will 
allow — to have under continued observation an 
individual cripple from the beginning of treat- 
ment all through the years necessary to a cure; 
the child starting first in the city hospital and 
upon reaching convalescence going to the country 
branch, to remain until cured. Here the impor- 
tant influence of pure air, sunshine and good food, 
in conjunction with appropriate surgical treat- 
ment, will, it is confidently expected, hasten the 
recovery of patients and make their cures more 
secure against relapses. Two teachers have 
already been engaged, and the work along the 
lines of the publie school system of education has 
been begun, while it is purposed to establish at 
an early date'a system of individual training, 
so that each child, on leaving the institution, will 
have regained his health and, besides, acquired 





sufficient knowledge of some useful occupation 
to make him self-supporting. Dr. Hibbs thinks 
that the education of a crippled child should be 
accomplished under the supervision of the sur- 
geon, and that this may be done without in any 
way sacrificing the suecess of his work. The 
two, surgeon and educator, should work together, 
the former always guiding the latter in the amount 
and character of the demands made upon the 
child in the promotion of his education. As a 
large proportion of the cases treated in ortho- 
pedic hospitals and dispensaries are those suffer- 
ing from joint tuberculosis, the strain upon the 
resources of the city institution will be relieved 
by the removal of such patients to the country 
branch, where the surroundings are such as to 
facilitate their recovery. In this way it will be 
possible to give proper care to those cases suffer- 
ing from non-tuberculous conditions, whose neces- 
sities are great and will respond rapidly to more 
thorough methods of treatment. Although the 
country branch has been opened for a short time 
only, the patients who have been treated there 
for the longest period show marked improvement, 
and this new departure would seem to represent 
a distinct and important advance in the realm of 
orthopedics. 


we 
— 


RETIREMENT AS MEDICAL 
EXAMINER. 

Dr. F. W. Draper’s retirement from the posi- 
tion of medical examiner of Suffolk County, after 
an arduous service of twenty-eight years, deprives 
the city of one of its most valued officials. It 
will be difficult to fill his place, but Dr. Draper 
has had the wise foresight to announce his inten- 
tion thus early, although his actual service does 
not expire until June 30, in order that there may 
be sufficient time for a deliberate choice of his 
successor. In his letter of resignation to the 
governor, Dr. Draper expresses himself as follows: 

“ After twenty-eight years of activity in a 
responsible and exacting line of official duty, I 
desire the relief which a change of service would 
bring, and I have long anticipated the leisure 
which a resignation at this time would effect. I 
have postponed the time when the change shall 
go into effect, in order that your Excellency may 
have adequate time for deliberate choice of my 
successor among available and desirable can- 
didates.”’ 

There will be no question that the leisure 
which Dr. Draper anticipates has been well earned. 
The type of public service which he has rendered 
is peculiarly exacting and for its best performance 
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demands the highest qualities of mind and char- 
acter, together with much technical skill. So 
far as we are aware there has never been the 
faintest criticism of his work from any source, and 
he now retires with the consciousness that he has 
done his difficult task to the eminent satisfac- 
tion of the public whom he has disinterestedly 
served. It is fitting that on the eve of his retire- 
ment he has published a book, embodying his 
wide experience of medico-legal matters, which 
should serve as a stimulus to his colleagues and 
successor. 

That a competent man will be found to carry 
on his work is not to be questioned. Such a man 
should be well versed in the technic of post- 
mortem examinations and, furthermore, should 
have those qualities of judgment and character, 
which alone can lend dignity to the office. 


aati 
> 


MEDICAL NOTES. 

DEATH OF A PHYSICIAN FROM MENINGITIS. — 
Another instance of direct infection from patient 
to physician has occurred in Philadelphia. Dr. 
A. B. Craig, while attending a fatal case of cere- 
brospinal meningitis, contracted the disease in a 
highly malignant form, from which he died, after 
a brief illness, on March 11. Dr. Craig was an 
assistant of Dr. W. W. Keen and a man of much 
promise. He was thirty-three years old at the 
time of his death and had been married but six 
months. 

BOSTON AND NEW ENCLAND. 


AcuTE INFEcTIOUs DISEASES IN Boston. — 
For the week ending at noon, March 22, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 23, searlatina 33, typhoid fever 3, 
measles 9, tuberculosis 44, smallpox 0. 

The death-rate of the reported deaths for the 
week ending March 22, 1905, was 19.61. 





Boston Morrauity Statistics. — The total 
number of deaths reported to the Board of Health 
for the week ending Saturday, March 18, 1905, 
was 233, against 253 the corresponding week of 
last year, showing a decrease of 20 deaths, and 
making the death-rate for the week 19.78. Of 
this number 128 were males and 105 were females; 
226 were white and 7 colored; 148 were born in 
the United States, 84 in foreign countries, and 1 
unknown; 53 were of American parentage, 147 
of foreign parentage, and 33 unknown. The 
number of cases and deaths from infectious dis- 
eases reported this week is as follows: Diphtheria, 
19 cases and 6 deaths; scarlatina, 24 cases and 2 





deaths; typhoid fever, 6 cases and 2 deaths; 
measles, 9 cases and 1 death; tuberculosis, 50 
cases and 24 deaths; smallpox, 0 cases and no 
deaths. The deaths from pneumonia were 37, 
whooping cough, none, heart disease 25, bron- 
chitis 6, and marasmus 1. There were 7 deaths 
from violent causes. The number of children 
who died under one year was 32; the number 
under five years 53. The number of persons 
who died over sixty years of age was 62. The 
deaths in public institutions were 66. 


DeaTH oF ExumerR H. Capren, LL.D.— We 
regret to announce the death of Elmer H. Capen, 
LL.D., President of Tufts College, which occurred 
March 22, from pneumonia. 


Dr. OsLER’s Successor. — We. are informed 
that there is no truth in the statement circulated 
in the daily press that Dr. William T. Council- 
man is to succeed Dr. Osler at the Johns Hopkins 
Medical School. 


BricgHAM WILL SustaInep.— The United 
States Circuit Court of Appeals has sustained the 
validity of the Brigham will, amounting to a fund 
of approximately six million dollars. The will 
provides for the erection of a hospital in the city 
of Boston. The plaintiffs in the action maintain 
that the use of the entire fund for this purpose 
was not authorized. This bill is now dismissed 
through order of the court. 


APPOINTMENT OF MeEpIcAL EXAMINER FOR 
MIDDLESEX. — Governor Douglas has appointed 
Dr. George L. West of Newton Centre, a Repub- 
lican in politics, medical examiner for the Seventh 
Middlesex (Mass.) District. Dr. West is a gradu- 
ate of the Harvard Medical School. He has 
practiced medicine in Newton and is a member 
of the staff of the Newton Hospital. 


ANTIVIVISECTIONISTS HAVE LEAVE TO WITH- 
DRAW. — It is announced that the petitioners 
for the bill recently introduced into the Legisla- 
ture for the control of animal experimentation 
in Massachusetts have been given leave by the 


legislative committee to withdraw. 
NEW YORK. 

A FREE Pusiic UNIversITy 1N BROOKLYN. — 
Before a gathering of thirty of the most promi- 
nent citizens of Brooklyn, invited to hear his 
views, Controller Grout recently advocated the 
establishment in Brooklyn of a free public uni- 
versity. In such a project he would have as a 
nucleus the Brooklyn Institute, the site, buildings 
and maintenance of which are provided by the 
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city. In his plan there would be included the 
Brooklyn Public Library and, if possible, such 
private institutions as the Long Island College 
Hospital, the Packer Institute, the Adelphi 
College, the Pratt Institute, and the Brooklyn 
Polytechnic. 


Bequest TO AuvuRAL Cuinic.— Mr. Frank 
Tilford, who was recently elected a member of 
the board of managers of the Manhattan Eye 
and Kar Hospital, has given $25,000 for an aural 
clinic in the new building which is to be erected 
for that institution. 


Census OF Horses anp Cows. — The Health 
Department has commenced taking a census 
of the horses and cows in the Borough of Queens, 
the work to include a careful inspection of the 
sanitary condition of all stables. Eighteen in- 
spectors have been detailed for the purpose, but 
as the borough has a territory of 147 square miles, 
it will probably take a number of months to com- 
plete their labor. 


DirricuLTy aT THE LyinGc-In HospiraL. — 
An unfortunate condition of affairs exists at the 
Lying-in Hospital, which was built through the 
liberality of J. Pierpont Morgan at a cost’of over 
$1,000,000. On account, it is said, of friction 
with the medical director, Dr. James W. Markoe, 
the entire visiting staff, eleven in number, has 
resigned in a body. The institution is credited 
with nearly 7,000 confinements annually. 


A Dinner TO Dr. Oster. — On March 11, a 
dinner in honor of Dr. William Osler was given 
at the University Club by the Charaka Club, a 
small organization of prominent representatives 
of medicine, art and literature in different cities, 
of which Dr. Osler has long been a member. 
Dr. S. Weir Mitchell of Philadelphia read a poem 
composed for the occasion, and a medal from the 
club was presented to the guest of honor. Dr. 
Charles L. Dana, the president of the club, acted 
as toast-master, and among the speakers were 
- Drs. George L. Walton of Boston and William H. 
Welch of Baltimure. 


PUNISHMENT FOR SALE OF ADULTERATED 
Miix. — A man convicted in the Court of Special 
Sessions of selling adulterated milk was recently 
sentenced by Justice Denel to ten days’ imprison- 
ment, and it is to be hoped that the example 
thus set will have more effect in deterring such 
offenders than the fines which have been hitherto 
imposed. An important departure has also been 
made by Justice Denel in arraigning and fining 





a member of a firm of dealers whose employee 
was found guilty of selling adulterated milk. 
The ground was taken that it is the duty of the 
milk dealer to see that the ordinance is not vio- 
lated by his agent, and if the prohibited act is 
done by the agent in the course of employment, 
the principal is criminally liable. 


First Pavition or New BELLEVUE Hospirtat. 
— At a meeting of the Board of Estimate and 
Apportionment held March 16, an appropriation 
of $850,000 was made for the construction of the 
first pavilion of the new Bellevue Hospital. This 
is to be located at the southeast corner of the 
grounds on the river front, and work upon it will 
be pushed, so that it may be completed at as 
early a date as possible. As it will have a ecapac- 
itv of 350 beds, it will serve to relieve greatly 
the present congested condition of the hospital. 
The various parts of the splendid new structure, 
the designs for which, it will be remembered, 
were prepared by the architectural firm of McKim, 
Mead & White, will be built in sections. The 
total cost will be nearly ten million dollars, and 
when completed the hospital will accommodate 
over two thousand patients. 


EPIDEMIC CEREBROSPINAL MENINGITIS. — On 
March 16, an appropriation of $5,000 was made 
by the Board of Estimate and Apportionment 
to pay the expenses of the special commission on 
epidemic cerebrospinal meningitis proposed by 
President Darlington of the Health Department, 
and the latter has appointed the commission as 
follows: Dr. William M. Polk, Dean of Cornell 
Medical College, Chairman; Dr. Walter B. James, 
Professor of Medicine in Columbia University; 
Dr. William P. Northrup, Professor of Diseases 
of Children in the University and Bellevue Hos- 
pital Medical College; Dr. Simon Flexner, Director 
of the Rockefeller Institute; Dr. Edward K. 
Dunham of the Carnegie; Dr. Joshua M. Van 
Cott, Pathologist to the Long Island College 
Hospital, and Dr. William K. Draper, Physician 
to Bellevue and the Scarlet Fever and Diphtheria 
hospitals. On March 17, 119 cases of the disease, 
which seems to be still on the increase, were 
reported to be under treatment at 11 hospitals 
in the city. Of eight patients at St. Mary’s Free 
Hospital for Children, four were from a single 
family. 

Bureaus OF Foop ANatyses. — Dr. H. D. 
Bigelow, assistant to Dr. H. W. Wiley, Chief of 
the Bureau of Chemistry of the United States 
Agricultural Department, has arrived in{New 
York to make an examination of the Bureau of 
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ood Analyses, preparatory to the probable 
establishment of similar laboratories in Boston, 
New Orleans and San Francisco. The New York 
bureau was started about six months ago as an 
experiment, and jn consequence of the facilities 
afforded by it importers receive their goods two 
or three days earlier than under the old system, 
when they were sent to Washington for analysis. 





Miscellanp. 
THE LIMITATIONS OF THE VALUE OF NITRO- 
GLYCERIN AS A THERAPEUTIC AGENT. 


H. P. Loomis has tested the effect of this drug 
on arterial pressure in patients by means of the 
sphygmanometer, and also in animals, and finds 
that high arterial pressure in man is not percep- 
tibly affected by it nor is dilatation of the blood 
vessels apparent. Some of the conclusions 
reached are as follows: The usual dose of nitro- 
elyeerin of 1-100 gr. is too small to produce 
any effect in pathological conditions; 1-50 gr. 
is a minimum dose. It is a perfectly safe drug 
to use. Even in large and repeated doses the 
author has never seen any ill effects. Its effects 
are very transient, as shown by the experiments 
on the dogs, and the ordinary dose of 1-100 gr. 
every four hours could not possibly have any 
effect on the arteries. Nitroglycerin is said to 
increase the quantity of urine in chronic Bright’s 
disease, but after keeping accurate records of the 
daily amount of urine passed, the author was 
never able to satisfy himself that any increase 
seen was due to this drug. In conditions due to 
arterial spasms, so-called, such as angina pectoris, 
migraine, asthma, nitroglycerin may be of benefit, 
in full doses often repeated, but not in arterial 
scleroris where the arteries themselves are more 


or less changed. — Medical Record, March 18, 
1905. 





HOSPITAL RECORDS. 


THE amended Massachusetts Senate Bill No. 
182, accompanying the petition of Francis D. 
Donoghue for legislation to require the keeping 
of records in certain hospitals, reads as follows: 

SecTIoN 1. Hospitals supported in whole or 
in part by contributions from the State or any 
municipality, and incorporated hospitals offering 
treatment to patients free of charge, and incor- 
porated hospitals conducted as public charities, 
shall keep records of the cases under their care 
and the history of the same in books kept for that 
purpose. 

Sect. 2. Such record shall be in the custody 
of the person in charge of such hospitals or insti- 
tutions, and shall be admissible as evidence in 
the Courts of the Commonwealth as to all matters 
therein contained. 





Sect. 3. Section 17, Chapter 35, of the revised 
laws shall not apply to records kept as above 
provided. 





Correspondence. 


EYE STRAIN AND SCOLIOSIS: A REJOINDER. 


Boston, March 17, 1905. 

Mr. Epiror. In your issue of March 9, there is a letter 
from Dr. George M. Gould of Philadelphia, in which he 
attacks certain statements made by me in regard to eye 
strain regarded as a factor in the production of scoliosis. 
I greatly dislike anything which smacks of medical con- 
troversy; but in justice to myself, I cannot allow this 
letter to remain unanswered. 

Dr. Gould says that he received no reply to his letter 
written “ about a month previous to March 24, 1904.” 
Although Dr. Gould did not receive a reply, I wrote and 
mailed one. In this reply, I told Dr. Gould the substance 
of my observations, and also told him that I was at that 
very time writing a preliminary communication on this 
subject, and that I had been working on the subject for 
several years. J told him that I was to read my paper 
before the New England Ophthalmological Society on 
March 8 (1904). I read the paper on this date, and it 
was published in your issue of March 24, 1904. A few 
days after the latter date, I was greatly surprised to hear 
that Dr. Gould had received no reply to his letter. I at 
once wrote to him, telling him that 1 had written to him, 
and told him what I had written to him in the first letter. 
I received a very pleasant reply from Dr. Gould, in which 
he kindly offered to give any assistance he could in the 
collection of cases. 

In my paper of Dec. 5, 1904, I said, ‘‘ My experience 
has led me to believe that an oblique astigmatic axis, by 
causing the patient to tilt the head to one side, to obtain 
clearer vision (a fact with which every ophthalmologist 
is familiar), induces a faulty attitude,’ ete. Dr. Gould 
quotes this, but adds the words, ‘‘ resulting in a lateral 
curvature.” It is evident to me that he did not see what 
Imeant. I meant that it was a familiar fact that patients 
with an oblique axis tilted the head to one side, but I did 
not intend to imply that it was a familiar fact that this 
tilting might give rise to a spinal curvature. If Dr. Gould 
so understood me, I cannot wonder that he demurred at 
my statement. 

It is true that, in my first paper, I did not state cate- 
gorically that an oblique astigmatic axis may induce lateral 
curvature, but I supposed that I implied the statement; 
for the paper begins as follows: ‘‘ Every ophthalmologist 
is familiar with the fact that astigmatic patients, when 
one or both axes are oblique, and patients having vertical 
heterophoria, are apt to tilt the head to one side in order 
to obtain clearer vision.” I meant to imply that anything 
which caused a tilting of the head might be a predisposing 
cause of scoliosis. The idea that an oblique axis might 
thus act was in my mind long before Dr. Gould wrote his 
letter. 

I did not quote Dr. Gould in my first paper because the 
case he had described was a case of torticollis plus lateral 
curvature. All the cases on which I had based my theory 
were of lateral curvature alone. I did not “ adduce 
illustrative cases” in my second paper because it was 
necessary to present a paper which could be read in less 
than ten minutes. Hence there was no time to do any- 
thing but outline my theory. 

I beg to assure Dr. Gould that I have acted in perfect 
good faith, and that I have had no intention of treating 
him with any unfairness or discourtesy. I have no desire 
to claim a priority to which I do not think myself entitled, 
and I greatly regret that I should have seemed to Dr. 
Gould to desire such priority. 

Respectfully yours, 


Henry W. Kinpurn 
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RECORD OF MORTALITY 


FoR THE WEEK ENDING SATURDAY, MARCH 11, 1905. 
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pal infectious diseases 
meningitis, diphtheria and croup, diarrheal diseases, whoop- 
ing cough, erysipelas, fevers and consumption) 845; acute 
lung diseases 797, consumption 45, scarlet fever 24, whooping 
cough 16, cerebrospinal meningitis 83, smallpox 8, erysipelas 
15, puerperal fever 20, measles 25, typhoid fever 34, diarrheal 
diseases 93, diphtheria and croup 46. 

From whooping cough, New York 5, Chicago 6, Philadelphia 
3, Providence 1, Lowell 1. From scarlet fever, New York 19, 
Chicago 1, Philadelphia 1, Baltimore 1, Boston 1. Melrose 1. 
From cerebrospinal meningitis, New York 76, Philadelphia 1, 
Soston 2, Worcester 3, Lowell 1. From smallpox, Chicago 
s. From erysipelas, New York 6, Chicago 1, Philadelphia 1, 
Baltimore 1, Boston 2, and Worcester, Holyoke. Chicopee and 
Marlboro, 1 each. From typhoid fever, New York 9, 
Chicago 8, Philadelphia 12, Baltimore 2, Providence 1, Boston | 
1, Everett 1. 

In the seventy-six great towns of England and Wales, with an | 
estimated population of 15,609,377, for the week ending March 4, | 
1905, the death-rate was 17.1. Deaths reported 5,123; acute dis- 
eases of the respiratory organs (London) 204, whooping cough 
105, diphtheria 86, measles 190, smallpox 1, scarlet fever 34. 

The death-rate ranged from 84 in Grimsby to 29.7 in 


Merthyr Tydfil; London 17.1, West Ham 16.8, Brighton 15.2,'M.D. Reprint. 


Southampton 18.6, Plymouth 18.4, Bristol 16.9, Birmingham 
16.3, Leicester 17.4, Nottingham 23.4, Birkenhead 13.9, Liver- 
pool 22.0, Wigan 18.1, Bolton 14.1, Manchester 18.4, Salford 
18.7, Halifax 12.5, Bradford 17.6, Leeds 14.6, Hull 15.6, Shef- 
| field 15.5, Neweastle-on-Tyne 19.3, Carditt 15.9, Rhondda 21.3, 
| Hornsey 10.5, Stockton-on-Tees 21.9. 

| METEOROLOGICAL RECORD. 

| For the week ending March 11, in Boston, according to 
| observations furnished by Sergeant J. W. Smith of the United 
| States Signal Corps: 

| 
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*O., cloudy; C., clear; F., fair; G., fog; H., hazy; S., smoky; 
R., rain; T., threatening; N., snow; —, below zero. ft Indicates trace 
of rainfall. g@~ Means for week. 


SOCIETY NOTICE. 

BostoON MEDICAL LIBRARY MEETINGS. — Boston Medieal 
Library Meetings in conjunction with the Suffolk District 
Branch of The Massachusetts Medical Society. Program of the 
Meeting of the Section for Surgery to be held Wednesday, 
April 5, 1905, at 8.15 p. M., at the Library, 8.the Fenway, John 
Ware Hall. Results in Non-traumatic Surgery of the Brain 
and Spinal Cord. This subject will include exploratory, palli- 
ative and radical operations for intra-cranial and intra-spinal 
lesions, either objective or functional. Especial efforts will be 
made to collect the results of cases operated on for abscesses, 
cysts, tumors, dural adhesions and for epilepsy (either the so- 
called idiopathic epilepsy or post-traumatic.) Operations for 
the immediate results of trauma, for meningitis, for hydro- 
cephalus and encephaloceles, ete., will be excluded. Observa- 
tions on the actual results obtained at the Massachusetts Gen- 
eral Hospital up to the present time: James J, Putnam. M. 

| D., and E. A. Codman, M.D. The Results at the Boston City 
Hospital: Wm. N. Bullard, M.D., and F. B. Lund, M.D. 


a | Three cases of Intra-spinal Tumors operated on by Dr. J. C. 


Warren. Reported by W. B. Odiorne. M.D. The Findings at 


—| Autopsy in Cases of Brain Tumor and their Bearing on the 


Selection of Operable Cases: 
sion, Dr. J. C. Munro et al. 


G. L. Walton, M.D. Discus- 


APPOINTMENT. 
| GEORGE V. N. DEARBORN, A.M. (Harvard), M.D., Ph.D. 


| 
| 
| 


Deaths reported, 3,738; under five years of age, 1,039; princi- | (Columbia), has been elected Professor of Physiology in the 
(smallpox, measles, cerebrospinal | Tufts College Medical and Dental Schools. 


BOOKS AND PAMPHLETS RECEIVED. 


Atlas and Epitome of General Pathologic Histelogy. By 
Docent Dr. Hermann Diirck, Authorized Translation from the 
German, Edited by Ludwig Hektoen, M.D. Illustrated. 
Philadelphia, New York, London: W.B. Saunders & Co. 1904. 

Gall-Stones and Their Surgical Treatment. By B. G. A. 
Moynihan, M.S. (Lond.), F.R.C.S. Illustrated. Philadelphia, 
New York, London: W. B. Saunders & Co. 1904. 

A Manual of Personal Hygiene. Proper Living upon a Physio- 
logic Basis. By American Authors, edited by Walter L. Pyle, 


A.M.. M.D. Second edition, revised and enlarged. Philadel- 
phia, New York, London: W. B. Saunders & Co. 1904. 


Suggestions as to Postnydriatic Refraction Tests. By George 
M. Gould, A. M., M.D. Reprint. 

Taine’s Ill Health. By George M. Gould, M.D. 

The Life Tragedy of John Addington Symonds. 
M. Gould, M.D. Reprint. 

Eyestrain and Civilization. 


Reprint. 
By George 


By George M. Gould, A.M., 
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@riginal Articles. 


THE RESULTS OF MEDICAL TREATMENT OF 
PEPTIC ULCER AT THE BOSTON CITY 
HOSPITAL. 


BY GEORGE G. SEARS, M.D., BOSTON, 
Visiting Physician, Boston City Hospital; Assistant Professor of 


Clinical Medicine, Harvard University. 

A REASON for presenting a brief analysis of the 
cases which have been under medical treatment 
at the Boston City Hospital is in part found in 
the special interest at present accorded to the 
subject, and in part in a desire to supplement 
the papers by Greenough and Joslin on gastric 
uleer at the Massachusetts General Hospital, 
and by Lund, Joslin and Murphy on the results 
of operation upon benign diseases of the stomach 
there and at the Boston City Hospital.? 

According to the former, 187 cases of gastric 
ulcer were admitted to the Massachusetts Hos- 
pital between 1888 and 1898, while at the City 
Hospital only 174 were found who had been under 
medical treatment since 1876 in spite of the 
much larger service at the latter institution. 
By adding 10 others in whom an open peptic 
ulcer was an accidental autopsy finding, no sus- 
picion of its presence having arisen during life, 
the total is raised to 184 cases. This marked 
difference in numbers is to a slight degree ac- 
counted for by the probability, since the general 
index of the latter institution is several years in 
arrears, that a number of cases,were overlooked in 
the wearisome search through the individual 
record books, but it may also be another illustra- 
tion of the recognized but. unaccountable pecu- 
liarity of geographical distribution of the disease, 
since one hospital is open to patients who are 
not residents of Boston, while the other receives 
but few who live outside the city limits. 

The records of the pathological department 
also show that it is a comparatively rare disease 
at the City Hospital, as but 29 instances (1.3%) 
were found among 2,127 autopsies done since 
1896, and of these 12 (40%) were located in the 
duodenum. 

At the Massachusetts 157 of the patients were 
females and 30 were males, while at the City 
32 were males and 152 females. Both give a 
smaller proportion of males than appears to be 
present elsewhere. ‘Twenty-five (80%) of the 
30 males at the City Hospital in whom the age 
was given, were over thirty, while only 46 (30%) 
: the 151 females exceeded it, as compared with 

63 and 30% respectively at the Massachusetts. 
Ninety (59%) of the females were between twenty 
and thirty. The youngest patient was three 
months, the oldest seventy years, both were 
females. 

A statistical summary of the symptoms pre- 
sented by the cases would add nothing to our 
present knowledge of the disease, but it may be 
recorded that in several instances the most serious 
accidents, hemorrhage and perforation, occurred 
without preliminary symptoms which had at- 
tracted the attention of the patient. Previous 





attacks, typical of ulcer, were noted in 35 cases, 
sometimes in repeated instances. 

The results of treatment were as follows: 
Discharged well, 42; relieved, 105; not relieved, 
9; not treated, 1; dead, 27. Only 13 of the latter 
could be justly attributed to the disease; the 
others succumbed to some acute or chronic 
affection having no connection with it, and 
should not fairly be classed among the unsuccess- 
ful cases. Fifteen of those discharged well or 
relieved are known to have been readmitted with 
recurrent trouble, of whom one returned begging 
for operative relief owing to the severity of her 
sufferings, and four came back with perforation, 
one of whom recovered after laparotomy. Com- 
bining those who returned with more or less 
serious symptoms with those discharged not 
relieved or dead, 37 cases (21%) are found in 
which medical treatment is known to have failed, 
at least in the first attempt, a proportion which 
would have been undoubtedly much increased 
if the present condition of all the patients were 
known. Hemorrhage was responsible for 6 
deaths (3.8%), 4 occurring in women and 2 
in men. The age was not given in one, but 
among the remaining 5 only 1, a woman of 
twenty-two, was under thirty-three. Death from 
perforation occurred in 4 cases (2.2%). 

The following statistics are quoted for the 
purpose of comparison. Of 187 cases reporte: 
by Greenough and Joslin, 82% were discharge d 
cured or reliev ed, 8% dead, and 9% under othe: 
headings; 3.7% ‘died of intl and 2.7% 
of perforation. Only 40% remained well for 
an average period of five years. Bramwell * 
gives the mortality among 156 cases in hospital 
and private practice as 6.2%, 1.2% dying from 
hemorrhage. Eight cases died from perforation, 
but as seven when first seen were moribund, the 
mortality from that cause while under treatment 
was less than 1%. Eighty-five were subse- 
quently heard from, some after a lapse of several 
years. Sixty-five were well, 15 were still suffer- 
ing, one was still under treatment, and four had 
died, but only one from ulcer. Relapse occurred 
in 37%. 

Schulz‘ gives the combined results in 291 
cases from the Breslau Clinic and the New Ham- 
burg General Hospital: 89.4% were discharged 
cured or relieved; 5.1% were unrelieved, and 
5.4% died, giving a total of 10.59% of unsuc- 
cessful cases. Three per cent had died from 
peritonitis, general or local, and 2% from hemor- 
rhage. One hundred and fifty-seven were fol- 
lowed from six months after discharge to many 
years. At the time of inquiry 53.5% were well, 
23.5% were suffering from slight symptoms, and 
15.4% from severe, 7.6% had died. Seventeen 
per cent of those who reported themselves as 
well, or as having but slight symptoms, had had 
relapses. 

Russell traced the after histories of 47 women 
who had been treated at the Birmingham Hos- 
pital, all but 17 having been followed for four 
years or more. Two had died, but only one from 
ulcer; 42.6% were well, but about one third of 
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them had had relapses. One patient recovered 
after operation. Forty-four and seven-tenths 
per cent were still suffering, either from repeated 
attacks with intervals of freedom, or from con- 
tinued pain. The condition of 6.4% was doubt- 
ful, but they were still dyspeptic. 

Wagner ° followed 25 cases for varying periods, 
but only 1 2 for as long as a year. He found 
that 18 739; ) remained well after intervals of 
six to twenty-seven months. 

Such statistics are of much greater value in 
estimating the results of medical treatment than 
those which deal only with its immediate effect, 
and- point to a gradually increasing proportion 
of failures the longer the cases are followed, 
which at the end of five years may rise to even 
60%. It is not surprising, therefore, that the 
surgeon, relying on the safety with which abdomi- 
nal operations may be done, and encouraged by 
the results obtained in other diseases, which until 
recently were the exclusive property of the physi- 
cian, should attempt to secure the success in 
this field which has been denied to purely medical 
means. 

He has proposed operation as a direct means 
of cure, to check hemorrhage, to prevent cancer- 
ous transformation, to relieve the effects of per- 
foration, and to overcome the mechanical obstruc- 
tion due to scar tissue, either inside or outside 
the stomach, produced by the ulcer. The last 
two considerations lie unquestionably within the 
province of the surgeon alone and ddmit of no 
discussion, but regarding the others opinion is 
still divided. 

Medicine has little to boast of when only about 
one half of the cases are well after a period of 
five years, and while surgery is justly proud of 
its technical skill, since its immediate results 
in competent hands are almost indentical with 
the medical, its true value cannot be fixed until 
it is known whether it brings a larger percentage 
of permanent cures. 

A search through all the available literature of 
the past few years furnished no evidence on the 
post-oper rative history which can be compared 
in statistical form with the post-medical, as the 
surgeons, in most instances, seemed more inter- 
ested in the technique of the operation and in 
promptly recording their cases than in supplying 
the only point which would make operation 
justifiable, the freedom of the patient from a 
recurrence of symptoms, insufficient time having 
elapsed before the cases were published. W hile 
success attended some cases for a number of 
months or even years, reports were found of 
repeated operations, as many as five on the same 
patient in a few instances, done by capable 
surgeons without benefit or even with positive 
harm, and of relapses which have occurred under 
conditions apparently the most favorable for 
cure, while the formation of a new ulcer in the 
jejunum, near the point of anastomosis, has 
been recorded in at least 18 cases as a direct 
consequence of the operation. Some of the 
causes of failure have been eliminated by improve- 
ments in technique, but until the best method 





of operating, which is still under discussion, 
has been determined, and until more complete 
statistics have accumulated, it is possible to take 
only a very conservative view. 

Investig rations regarding the effect of short 
circuiting on the functions of the stomach have 
given varying results. In eases of not too long 
standing dilatation has been reduced and the 
fistula seems to have acquired valve-like proper- 
ties, but hypersecretion and hyperacidity have 
not always diminished. A persistence or recur- 
rence of previous conditions seems to have con- 
tributed to failure after operation, as they have 
done when cases were medically treated, while 
the recurrence of relapse, even fatal, w hen the 

operation was apparently technically perfect as 
shown by autopsy In some eases, and the forma- 
tion of new ulcers, e. g., those near the site of 
anastomosis, in spite of a normal or subnormal 
acidity, point to the presence of conditions which 
the surgeon may not be able to reach. 

Surgical reports show that gastro-enterostomy, 
per se, is not a universal panacea for peptic ulcer 
and the wide difference between the mor tality 
rate of general hospitals, where each member of 
the staff contributes a small number of cases, and 
that of single surgeons does not encourage an 
indiscriminate resort. to operation. They “show 
further, from the inclusion among them of in- 
stances where operation was not ‘only needless, 
as no lesion was found, but even added to the 
discomfort of the patient, that careful diagnosis 
is as essential a preliminary to successful surgical, 
as to successful medical, treatment of gastric 
affections, unless it is held that chronic dyspeptic 
symptoms are a certain indication for the use of 
the knife, a proposition which these cases are 
sufficient to refute. 

While hemorrhage is reckoned among surgical 
accidents, the difficulty of locating the bleeding 
point or of employing any direct method of 
checking it, and the rarity with which it fails 
to respond to purely medical means, make it a 
matter of great practical moment w hen, if at all, 
active interference should be resorted to. Sur- 
gical statistics thus far show a high mortality 
rate in operations done for this cause, Rodman 
giving 37.5°% and Robson 60%, but in view of 
the desperate condition of most of the patients 
it was, perhaps, as satisfactory as could be ex- 
pected, yet even where the patient successfully 
survived operation it has frequently proved 
ineffectual, either in checking the bleeding or in 
preventing its recurrence, often with a fatal 
issue. 

Ko6rte reports a case where a bleeding ulcer 
was tied in which death took place nine days later 
from cutting through of the ligature and renewal 
of the bleeding, and a second which died from 
hemorrhage on the twelfth day after a gastro- 
enterostomy done to cure an ulcer which had not 
bled for several months. The bleeding came 
from an eroded branch of the left coronary artery. 
The operative result, as shown by autopsy, was 
all that could be desired. Krénlein, at the 
Thirty-first Congress of German Surgeons, re- 
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ported two cases who died of continued bleeding 
after operation. In a patient of Imredy’s’ in 
whom operation was performed for a narrowed 
pylorus, a severe hemorrhage took place twenty- 
one months later, either from the old or a new 
ulcer, and a similar accident in a case reported 
by Riis ® occurred within three months, though 
the general condition and digestive capacity had 
improved. Kocher lost two cases, two and 
twenty-four days after operation, and Kappeler ° 
one, six days after operation. A gastro-enteros-| 6 
tomy, either anterior or posterior, was done in 
these cases. Moullin *° reports two similar cases 
and speaks of a third, and concluded that gastro- 
jejunostomy will not stop hemorrhage. Rydy- 
gier " urges excision of the ulcer owing to the 
liability of the patient to even fatal hemorrhage 
after the performance of gastro-enterostomy. 
Moynihan, in an address before the American 
Surgical Association, makes the rather conserva- 
tive statement that in a few cases of hemorrhage, 
which may be both copious and recurring and 
threaten the life of the patient, operation may 
be advised, if so, gastro-enterostomy is the surest 
means. It is difficult to convince him that any 
of the surgical procedures (styptics, cautery, 
ligaturing of a villous patch) has had the smallest 
effect for good, and in some the bleeding has 
recurred after the operation and has determined 
the fatal result. A search for a bleeding point 
is futile, harmful and, in his judgment, unneces- 
sary. In another place he says that it is difficult 
to convince himself that surgical interference in 
some of the successful cases has not been a com- 
plication in what would otherwise have been an 
uneventful recovery, but the last word has not 
yet been spoken. Some of the German surgeons 
say that operation is not indicated during or 
immediately after a hemorrhage. 

While the condition of all the ten cases reported 
by Lund, Joslin and Murphy, in whom an opera- 
tion for gastric hemorrhage was done at the 
Boston City and Massachusetts General Hospitals, 
was desperate and recovery was hardly to be hoped 
for, the death of seven from subsequent hemor- 
rhage does not furnish encouraging evidence as 
to the value of surgical intervention in checking 
it. When the bleeding comes from so large a 
vessel, as occurred in two of the cases in the 
Boston City Hospital series, a gastro-enterostomy 
would have been useless unless the bleeding point 
had been secured, and in one case, at least, it 
Was so situated that it was not found at autopsy 
until the stomach was removed from the body. 
In cases where operation has shown a weeping 
surface w ithout actual localized points the rest 
given to the stomach by short circuiting might 
be of value, but the chances of spontaneous cure 
under proper medical treatment would seem 
excellent. It is a different problem when life 
is threatened by repeated small hemorrhages, 
which are to be looked upon as a symptom of an 
ulcer which refuses to heal, and after medical 
means have failed an appeal to surgical aid seems 
_the only justifiable course. 

While cancer shows a special predilection for 





the stomach, the importance of the part played 
by ulcer in its etiology is variously estimated. 
Kollmar, after a critical review of the literature, 
found but 14 cases which he considered authen- 
tic instances of cancerous degeneration, and calls 
it a very exceptional circumstance, while 
Zenker believes that almost all carcinomata are 
secondary to ulcer. The proportion beginning 
in that way is reckoned at 3% wy Haberlin ,” 
Fenw ick, Plange and Berthold; 4% by Wollmans; 

0 by Rosenheim and Hauser; 9% by. Lebert 
nt 14% by Sonicksen. Moynihan considers an 
estimate of 10% as the limit which an examina- 
tion of between 60 and 70 cases in Leeds would 
allow. He has personally seen but one in which 
there was undoubted microscopic evidence of it. 
Mayo says that there was a history of ulcer in 
60% of their malignant cases, but the malignant 
degeneration may have developed years after the 
ulcer had healed. Since operation without exci- 
sion of the ulcer, or the more extensive procedure 
proposed by Rodman, cannot, eradicate the scar 
which in such eases as Mayo’s is supposed to have 
served as the starting point, and since the com- 
plication is apparently not common, the avoidance 
of this danger can only exert a secondary influ- 
ence in determining operation. 

The following conclusions, for whose general 
character our present limited knowledge of the 
end results of surgical treatment must be the 
excuse, may be formulated: 

(1) That the strongest argument so far pre- 
sented in favor of the surgical over the medical 
treatment of peptic ulcer is the failure of the 
latter. 

(2) That the danger to the patient from opera- 
tion in skilled hands is not greatly increased, the 
immediate results of both medical and surgical 
treatment being about the same. 

(3) That the future interest to the clinician 
lies, not in hearing of the prowess of the surgeon, 
recorded in long series of successful operations, 
but in learning their end results. Until they are 
known conservatism seems the proper course, 
but when medical treatment has failed, as shown 
by the recurrence of repeated small hemorrhages, 
or the persistence of other symptoms, a resort to 
operation is legitimate and justifiable. 

(4) That the ‘surgical treatment of hemorrhage 
is of questionable utility, since in many cases it 
has continued, or first appeared, after operation, 
and in some, at least, of the successful ones it is 
doubtful if operation had any influence for 
good. 

(5) That the interests of the patient will be 
best served, when doubt arises as to the advis- 
ability of operation, if the decision is not left to 
the physician or surgeon alone. Only by their 
co-operation will it be possible to avoid either the 
sacrifice of life from unnecessary delay, or the 
performance of useless or even harmful opera- 


tions. 
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ANGIO-NEUROTIC EDEMA: REPORT OF A 
CASE OPERATED UPON DURING AN 
ABDOMINAL CRISIS.* 


BY FRANCIS B. HARRINGTON, M.D., BOSTON, 
Visiting Surgeon to the Massachusetts General Hospital. 


Definition. — Angio-neurotic edema is a disease 
which is characterized by local edematous swell- 
ings, more or less limited in extent, and of tran- 
sient duration. These swellings appear upon 
various parts of the body, such as face, hands, 
arms, legs, genitals, buttocks and throat. In 
several instances patients have died of edema of 
the glottis. 

Associated with the superficial edema are nearly 
always seen gastric disturbances, — colic, nausea, 
vomiting, and sometimes diarrhea. 

There is a strongly marked hereditary tendency. 
Several instances of this have been reported, the 
most remarkable of which is that of Osler who 
traced the disease to five successive generations 
of the same family. The disease begins in early 
childhood and recurs only at rare intervals during 
the first few years. As the patient grows older 
the recurrences grow more frequent until attacks 
are suffered nearly every week. In brief, the 
above is a rough picture of the disease as described 
by Osler and other writers. 

Etiology.— It is closely allied with several 
other neurotic disturbances, such as_ urticaria, 
purpura, erythema, etc. In fact, in certain 
patients, the neurosis seems to show itself under 
various manifestations which are classed as sepa- 
rate diseases, as they appear, according to the 
symptoms complex. 

Angio-neurotic edema is the term which applies 
in those cases where edema is present. This 
edema is of sudden onset and usually shows a 
constant tendency to attack special parts of the 
body. In some individuals it is characteristic 
of the disease to start in the fingers, and in others 
in an eyelid, ete. 

The precipitating causes of an attack may 
include any temporary disturbance of the organ- 
ism, as indiscretions in diet, exposure to cold, 
or exertion. It has been shown, however, that 
the disease has a proclivity to return at definite 
intervals of less and less duration, whether or not 
excited by outside influences. Matas has reported 
a well-known case in which this periodic occur- 
rence was of such regularity that it simulated 
malaria. 

Pathology. — The pathology of the disease is 
apparently simple. There is supposed to be a 
sudden great increase in the permeability of the 
vessels allowing serum to exude into the tissues. 
There has been but one thorough study of the 
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visceral lesions, which was made by R. S. Morris.? 
In one of his cases the stomach tube, which was 
used to relieve intractable vomiting, brought up 
a good-sized piece of the stomach mucosa. Micro- 
scopical section of this tissue showed a marked 
infiltration of all parts of the mucous membrane 
with edema. There are three previous cases 
with severe abdominal disturbance in which 
laparotomies have been performed in angio- 
neurotic edema,— by Sutherland, Burrows and 
MacRae, respectively. In the first two, limited 
areas were discovered in the small intestine which 
were the seat of moderate-sized extravasations 
of blood and edema. 

Symptoms. — The symptoms may be divided 
into two general types: the superficial skin mani- 
festations and the various visceral disturbances. 
The earliest attacks are mild and are limited to 
swelling of the skin in various regions. A typical 
attack may begin with itching and redness at the 
point where the swelling is about to appear. A 
finger will then suddenly begin to swell until it 
is so surrounded by splint-like support of edema 
that it is impossible to flex the joints. The edema 
may last for a few hours and then subside, or 
it may extend to the forearm and reach even to 
the elbow. At its height the swelling is firm and 
elastic to the touch, and only when it begins to 
subside can pitting be obtained upon pressure. 

For the first few years the manifestations are 
limited to the skin, when gradually abdominal 
symptoms become prominent. The abdominal 
symptoms may be due either to gastric or to 
intestinal lesions, or to both. Colic, vomiting, 
diarrhea and occasional passage of blood are the 
usual symptoms. The pain ordinarily begins in 
the epigastrium and spreads over the abdomen. 
It is a generalized pain and does not radiate to 
the shoulder blade or other diagnostic localities. 
At first the painful attacks may show themselves 
once a month and disappear after a few hours and 
without further disturbances, but later in the 
disease, nausea and vomiting supervene in each 
attack. The pain is probably due to inter- 
ference with the functions of the stomach and 
intestines by the edematous deposit. 

Beside the two broad classes of symptoms just 
mentioned, there are various deviations from the 
common type, when more vital organs become 
affected by the edema. The brain, kidneys, 
heart may each undergo such an exudation with 
the serious resulting symptoms which accompany 
the derangement of vital organs. 

The idea of this report, however, is not a com- 
prehensive study of angio-neurotic edema, but 
to describe a case which was operated upon during 
an abdominal crisis. 


REPORT OF CASE. 


M. O., age twenty-six; single; factory girl. She had 
been in the Massachusetts General Hospital four times, 
twice in the surgical and twice in the medical services. 

The first symptoms which brought her in were 
strongly suggestive of gallstones, but her subsequent 
story shows that undoubtedly the condition was an 
abdominal crisis in angio-neurotic edema, 


2 Am. Jour. of Med. Sciences, November, 1904. 
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The family history is defective as yet, but no other 
case of edema can be discovered among her relatives. 

Previous history. — The first attack came on fifteen 
years ago. The swelling came in the hands and the 
feet where it was closely confined. As usual no pain 
accompanied the skin lesions. She has been having 
these attacks ever since at decreasing intervals, the 
lungest periods of freedom being three months. During 
the last few years, however, she has never passed more 
than two weeks without undergoing an attack. At 
present the swellings are no longer confined to the 
hands, but extend up to-the elbows, though in the feet 
the edema never reaches above the ankle. Her face is 
less frequently affected, but now and then is deeply 
edematous from the eyes downward, even to the clavi- 
cle. The face looks round at such times, the lips are 
large, and eating is attended with great difficulty, while 
swallowing liquids causes nausea. She has never yet 
been dyspneic. The head swelling reaches its height 
in about one day, the lips puff up quickly and remain 
so for four or five days. In this disease the edema acts 
exactly as it does under other circumstances, 7. e., the 
exudation comes rapidly in tissues, which are loosely 
constructed, as the lips, while in denser tissues like the 
fingers and the toes, the swelling has a comparatively 
gradual onset and a more rapid subsidence. 

Besides the regions mentioned above, the patient has 
noted swelling over the scapulz, buttocks, and in the 
breasts. The abdominal pain is not well defined, but 
extends across the lower half of the abdomen without 
radiating into the back or the shoulder. Such attacks 
usually persist for twenty-four hours and are also 
marked by nausea, vomiting and headaches. The 
vomit is liquid and green, never bloody, and one to two 
quarts at a time. She has never been jaundiced, but 
is constantly troubled with gas and distress after meals. 
Her bowels are regular, never bloody. 

The urine during an abdominal attack shows the 
following: 

Color, normal; reaction; acid; sp. gr., 1,022; alb., 
slight trace; sediment, rare hyaline cast. 

The stomach contents after test meal: 

Free hydrochloric acid, .01%; total acidity, .018%; 
no lactic acid, few Boas bacilli and yeast spores; 
stomach capacity, 44 oz. 

After consultation with Dr. H. F. Vickery, who 
had made a diagnosis of angio-neurotic edema, it was 
decided that exploratory operation was justifiable 
because of the duration and the severity of the abdomi- 
nal symptoms. The patient was informed that no 
definite lesion might be found as no definite diagnosis 
of the abdominal symptoms had been made. She 
gladly accepted the suggestion of abdominal explora- 
tion. 

On Oct. 28, 1904, the patient was operated upon by 
me during an attack of abdominal colic. The stomach 
walls and each abdominal organ were carefully exam- 
ined, but nothing explanatory could be discovered, 
except the intestinal condition. There was a good 
amount of clear free fluid among the intestines and 
filling the pelvis. The intestines themselves were 
engorged with blood, and so red that a mild peritonitis 
was at first suspected. There were no hemorrhagic 
areas in the intestinal walls, but at a point within a 
short distance of the ileo-cecal valve, a cylindrical 
enlargement of the ileum 23 inches long was brought 
to light which entirely surrounded the gut, increasing 
the bowel circumference to twice its ordinary size. 
The swelling was evidently in the bowel wall, elastic 
to touch and did not pit upon pressure. It can be 
easily understood how such an infiltration could derange 
peristaltic action of the intestine. The lower border 


of the stomach was about half an inch below the umbil- | 190 





icus, and the pylorus admitted the tip of the index 
finger. The appendix seemed somewhat thickened and 
was removed, but at examination it was found to be 
normal. The engorgement of the intestines and the 
free fluid were explained by the violent peristalsis 
brought on in the effort to force down the lesion which 
was actually in the intestinal wall. There was no 
distention above the lesion since the finger could be 
easily passed into the swelling at either. end. 

She had a comfortable convalescence, though some 
colic attended the first movement of the bowels after 
operation. An attack of skin swelling came on before 
her discharge, but otherwise she has not suffered any 
unpleasant sequel. 


Osler has written most instructively on this 
subject. In the American Journal oj the Medical 
Sciences, May, 1904, ‘‘ On the Surgical Importance 
of the Visceral Crises in the Erythema Group of 
the Skin Diseases,” he says, “ The possibility of 
mistaking these visceral crises for appendicitis 
or intussception or obstruction of the bowel, and 
handing the patient over to the surgeon for opera- 
tion, is by no means remote.” He relates three 
cases which were operated upon, and says “‘ The 
practical lessons to be drawn from these three 
cases in which laparotomy was performed are 
first, that with children with colic the greatest 
care should be taken to get a full history, which 
may bring out the fact of previous attacks, either 
of the skin lesions, of arthritis, or of intestinal 
crises; and secondly, to inake the most careful 
inspection of the skin for angio-neurotic edema, 
purpura, or erythema.” 


> 


OBSERVATIONS ON PNEUMONIA WITH A 
REPORT OF TWO FATAL CASES OF EXTRA- 
PULMONARY SUPPURATION. SUGGESTIONS 
FOR TREATMENT.* 

BY DANIEL E. KEEFE, M.D., SPRINGFIELD, 
Visiting Physician to Mercy Hospital, Springfield, Mass. 
As tending to illustrate some of the complica- 
tions of pneumonia, I present a very brief report 
of the two following cases: 





W. W., age forty-eight, married, of slight build and 
nervous temperament, born in England; a house painter. 
Was admitted to my service at Mercy Hospital Feb. 
17, 1903. History negative, urine negative. Illness 
began four days previously with chill; pain in nipple 
region, right side. On examination he was found to 
be suffering with pneumonia of the lower lobe, which 
ended by crisis six days later. About this time a 
discharge from both ears was noticed, most profuse on 
right side; complained of pain on pressure over the 
mastoid and soon became delirious, though from crisis 
he had been perfectly clear and normal in his mentality. 
I called attention of specialists, who attended him 
daily, but on account of free drainage thought no 
operative interference indicated. His condition grew 
steadily worse and three days before death a painful 
swelling appeared over the sterno-cleidomastoid on 
right side. Death occurred March 19, or one month 
and two days after his admission. Autopsy performed 
by Dr. E. H. Guild eight hours after death. The mas- 
toid cells were infiltrated with pus, the dura imme- 
diately superjacent was intensely congested and oozing 


* Read before the Hampden District Medical Society, October, 
4, 








364 BOSTON MEDICAL AND SURGICAL JOURNAL 





[MarcH 30, 1905 





blood, the sternomastoid in the middle third was 
reduced to almost a bag of pus, and from the abscess 
the pus had burrowed a passage through the center of 
the muscle to its points of attachment. ‘The only 
micro-organism isolated from the pus was the staphy- 
lococcus. 

CaselIl. T. J., age fifty-one, single, born in England, 
actor. Admitted to Mercy Hospital, March 19, 1902, 
with lobar pneumonia. Father died of tuberculosis; 
mother of fever. He had nervous prostration and 
indigestion three years previously. Illness was ushered 
in by chill on the 14th of March, which was repeated 
on the 15th and 16th. Cough, expectoration of ‘* brick 
dust sputum ”; pain on right side, temperature on 
admission 101° F., pulse 110, respirations 30 per minute. 
On fifth morning after admission temperature 101.5° F., 
pulse 120, respirations 50. On the evening of this 
day occurred the crisis, temperature going below a 
hundred, pulse 100, respirations to 30, and he seemed 
assured of a speedy and happy convalescence. He 
began to complain of pain over parotid gland, which 
became red and swollen, and three days later fluctua- 
tion being discovered an opening was made by Dr. 
I.. A. Prefontaine for the evacuation of the pus. How- 
ever, notwithstanding free stimulation he died. No 
autopsy obtainable. C. J. Aldrich, J. E. Tally and 
T. C. Morris have each reported one case, that of the 
last being fatal, Dr. J. M. Miller reported two cases 
ending in death. These, with the one here reported 
make six cases of parotitis complicating pneumonia, 
four of which were fatal. 


To any reflecting physician the question must 
frequently occur, What is pneumonia? Is it, 
like smallpox, malaria or syphilis, a definite entity 
or a complexus of symptoms, ever varying with 
its etiological factors, their kind, quantity and 
virulence, as well as the organic resistance of the 
individual? In other words, is pneumonia a 
general fever with local lesions in the lungs, or a 
local inflammation, having a symptomatic or 
inflammatory fever, — the lung fever of the older 
writers? Is it invariably the result of diplococcic 
infection, or may it result from infection by one 
or more other micro-organisms? The pendulum 
of medical opinion has, of late years, swung 
towards the idea that it is a general disease. 
There are, however, many of our most careful 
and accurate observers who do not subscribe to 
this belief. On the contrary, they, like L. Becho 
and others, stoutly maintain that pneumonia is 
usually a local disease. Like many other local 
processes, it may, under certain circumstances, 
become a general bacillemia, or septicemia, or 
remain, as it frequently does, to the end, a local 
disease. Granting for the sake of argument, that 
it is usually a general infection, it seems pertinent 
to ask what of the atypical cases? What of the 
typhoid fevers with consolidated lungs or a pleu- 
ritis? Of the pneumonias having other causation 
than Frankel’s pneumococcus; of the pneumonias 
without lung consolidation, and having as lesions 
a septicemia, an endo- or peri-carditis, a suppurat- 
ing knee joint, or a terminal meningitis? What 
of the traumatic pneumonias, cases of which have 
been reported, by Bloch, Aufrecht, Pezerat, and 
others, and where we have no way of explaining 
their existence, but by reduced resistance and 
latent microbism? You will remember how 





important was the rdle assigned by the older 
writers to cold in the causation of pneumonia. 
In this, as in many things, we may profitably 
emulate the astuteness of our predecessors, for, 
notwithstanding the discovery of the etiological 
relations of the micrococcus lanceolatus, cold 
still maintains an intimate and important rela- 
tionship causal to pneumonia. This it accom- 
plishes in the same manner as does traumatism, 
namely, by reducing the organic resistance, 
local or general, thus giving an opportunity to 
the micro-organisms leading a latent and harm- 
less existence in the upper air passages, to extend 
the field of their activities unmolested by organic 
resistance. Wells thinks cold acts by causing 
a paretic state of the laryngeal and bronchial 
reflexes, permitting aspiration of pneumococcus- 
laden particles of mucus and other fluids from 
the upper respiratory passages to the lungs, — 
another way of expressing the same idea. A 
study of large numbers of autopsy records would, 
undoubtedly, establish the fact that in a great 
majority of cases pneumonia is a general fever, 
caused by the micrococcus of Frankel. In a 
respectable minority, however, it is, from the 
beginning to the end, a local inflammation of the 
lungs of varying causation. These local cases 
are more frequently met with than may be sup- 
posed, for they do not usually come to autopsy. 

To make these facts more impressive, let me 
remind you that cases of pneumonia have been 
reported, having for their causation one or more 
of the following micro-organisms, singly or 
in association: pneumococcus, pneumobacillus, 
Klebs, Loeffler, Pfeiffers influenza, typhoid, the 
colon bacilli and the strepto- and staphylo-coccus. 
Per contra, the diplococcus has figured in the 
causation of pneumonia, bronchitis, pleuritis, 
peritonitis, appendicitis, endo- and peri-carditis, 
keratitis, cellutitis, meningitis, arthritis and 
others. I may mention in passing, that “six 
or more papers have been published on micro- 
coccic arthritis during the past eighteen months.”’ 
These infectious joint lesions, whether resulting 
from the diplococcus, influenza bacillus, typhoid 
bacillus or the pus cocci, would seem to mark the 
passing of inflammatory rheumatism as an entity, 
and also of uric acid and lithemia, as its prime 
etiologic factors. Do not understand me as inti- 
mating that all this formidable list of diseases 
were primary, for, indeed, they were mostly sec- 
ondary, though Cole has reported a case of pri- 
mary pneumococcic arthritis, no pulmonary in- 
flammation being present. Others have made 
similar reports on this, and other diseases, but 
space would not permit of their reproduction here. 
It must be admitted that failure to find other 
organisms in any case constitutes only negative 
evidence of their non-existence, for they may 
have been present at some other period of the 
disease. We are assured, however, that careful 
search was made, and none others found than 
those reported That it may be more readily 
apparent how pneumonia may in the one case 
remain to the end a local disease, and in the other 
become a general infection of varying intensity, 
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| shall mention briefly a few points in the anatomy 
of the lung. The lung consists of an aggregation 
of lobules, each being a miniature lung, having 
its own artery and vein. These vessels have no 
anastomosis, and the lobules have no communi- 
cation with each other. These lobules consist of 
microscopic air cells and intercellular passages 
or air sacs, having a diameter of 1-200 to 1-70 
of an inch. They are connected with the air by 
means of bronchioles, having a diameter of 1-50 
to 1-30 of an inch. . They are bound together 
by a very delicate cellular membrane, the inter- 
vesicular and intercellular membrane. The pul- 
monary capillaries ramify upon the walls of the 
air cells and intercellular passages, under the 
epithelium or mucous membrane of which are 
lymph vessels, communicating with glands and 
with the pleura. This isolation of the lobules 
makes it easy for one or more of them to be shut 
off from the air on the one side and the circulation 
on the other. For example, a dose of virulent 
micro-organisms is inhaled, and finds lodgement 
in one or more adjacent lobules, an inflammation 
is lighted up, the irritated bronchi pour out an 
extra quantity of mucus, fibrin and cells. The 
nature of the infection, the fever, the more easy 
absorption of the more liquid portion, or some 
unknown agency, causes an increase in the vis- 
cidity of the exudate to such a degree that it 
cannot be expectorated, and the lumen of the 
tube is occluded. As a consequence of this all 
air, and with it all danger of additional infection 
from the upper air passages, are excluded. Going 
part passu with this, an exudation is being 
poured out by the blood vessels into the vesicular 
and intervesicular portion of the lobules of fibrin, 
red and white cells, and liquor puris. This exu- 
dation augmented by the exfoliated epithelial 
cells of the parts distends the air cells and alveo- 
lar passages to such an extent that they in turn 
press upon the blood and lymph vessels, causing 
stasis and ending with more or less clotting of 
the contained blood. Resulting from these 
processses, this portion of the lung is completely 
shut off from the circulation on the one side and 
from the air on the other. 

The contained micro-organisms cannot receive 
fresh accessions from without, and cannot them- 
selves escape into the blood, so we have, to all 
intents and purposes, a local inflammation, pure 
and simple. Such are our light, our abortive 
pneumonias. When the inflammation has sub- 
sided we usually find the micro-organisms dead 
and the exudate sterile. When this imprison- 
ment does not take place with sufficient prompt- 
ness and completeness, some escape by way of 
the blood vessels or lymphatics, and indeed this 
is what usually obtains. We have then an 
extension of the inflammation, a greater or less 
degree of toxemia, a more prolonged illness, in 
short, a general disease. In still other cases, 
where either by reason of the more complete 
failure of imprisonment, larger dosage, excessive 
virulence or low resisting power on the part of 
the patient, one or all, the infection becomes so 
rapidly disseminated and so overwhelming that 





we have a severe and, probably, fatal toxemia. 
It frequently happens in such cases, that the 
infecting micro-organisms escape into the cir- 
culation so rapidly that, in their passage through 
the lungs, they inflict no injury, but exert their 
work of destruction upon the blood and upon 
any organ or part where they find lessened local 
resistance. Thus may be rationally explained 
the variations in the intensity, extent and dura- 
tion of pneumonia. Thus, also, is shown the 
fallacy of drawing conclusions as to the results 
of any plan of treatment in a limited number of 
cases. 

It is much to be regretted that our ability to 
treat it successfully has not kept pace with our 
greater knowledge of its etiology, and our better 
conception of its pathology. However, the 
reasons for this are neither so far to seek, nor so 
strange as they might seem at first thought. It 
should be remembered that all the micro-organ- 
isms entering into causal relations with pneu- 
monia produce, as the result of their activities, 
the same toxemia, the same septic conditions, 
and the same serous,-purulent or fibrinous exu- 
dates. Finally, they attack the same organs 
and parts, giving us by their symptomology but 
little ground for their differentiation. 

A few words on the presence of the pneumococ- 
cus in the blood, and its significance in pneumonia 
in this connection may prove interesting. In 
a study of 229 cases, by various observers, it 
was found that 99 times, being 43+% several 
others have obtained the pneumococcus in the 
blood in lobar pneumonia, some like Prochaska 
in nearly all cases; most like Cole in 30% of 
eases. All of the nine out of the 30 cases in 
which Cole found the pneumococcus ended fatally, 
and the micro-organism was found only during 
short periods before death, — three days to seven 
hours. Sylvestrini, Sertoli and Baduel have 
frequently found this micro-organism in the 
blood, and are in substantial agreement that, if 
numerous, they indicate a grave infection, and 
frequently a fatal termination. Pani thinks 
their presence an indication of the imminence 
of death. F. W. White considers their presence 
in the blood, in most cases, gives a very unfavor- 
able prognosis. On the other hand, Berghius 
finds them inconstant in the blood, but when 
found they do not add to the gravity of the prog- 
nosis. 

Without going more deeply into this subject, 
but having due regard for the authors quoted, 
as well as many others consulted, and also as the 
result of my own reflections on the subject, I 
feel justified in concluding that the presence of 
the diplococcus in the blood gives evidence of 
the failure of their isolation in the lungs. Had 
their imprisonment been successful, they would 
not have escaped into the blood, at least not in 
large numbers. So, too, as the first battle of the 
leucocytes takes place principally in the infected 
lung, the appearance of the pneumococci in the 
blood indicates that the leucocytes were worsted, 
and hence we are not to have an abortive pneu- 
monia, but an illness of some duration and grav- 
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ity. Their appearance also is evidence of ar inci- 
vidual resistance not of the highest order. If 
they appear in large numbers, and of great viru- 
lence, especially, if late in the disease, we may 
expect an overwhelming toxemia, and probably 
a fatal ending, as there is either a new accession, 
or the complete breakdown of organic resistance. 
If finding more than one kind of germ at the 
same time, symbiosis, the one frequently increases 
the virulence of the other, and increases the grav- 
ity of the prognosis. 

Leucocytosis. — Its importance in the prognosis 
of pneumonia: Leucocytosis may be taken as 
the measure of the resistance which the healthy 
organism offers to a recent attack, or invasion 
of micro-organisms, and also as an expression of 
the disturbance caused by their activities, which 
activities are represented usually by the height 
of the fever. In pneumonia, leucocytosis is 
present in all but very slight attacks, virtually 
local ones, where, as in the aged, the debilitated 
and those suffering from chronic disease, the 
resistance is very feeble and inefficient. It may 
be absent in certain blood states, as leukemia, 
and in cases where a leucocytosis has been but 
recently present, and where, by reason of an 
overwhelming dose and virulence of the attack, 
the organic resistance is paralyzed. It seems 
unnecessary for me to cite any authorities on this 
subject, for all concede the presence of this phe- 
nomenon in pneumonia. So true is this, that 
taken with the diminishing chlorides in the urine 
one could almost diagnose pneumonia without 
seeing the patient. Therefore, the only question 
for discussion is its proper interpretation. Lim- 
beck first noted the fall in the number of leuco- 
cytes at or just before the crisis, and the absence 
of this phenomenon in pseudo-crisis. He drew 
the important deduction that leucocytes precedes 
and is part of the inflammatory exudate, whether 
interstitial or pleuritic, and that non-exudative 
diseases are not accompanied by this phenomenon. 
It appears very early in the course of pneumonia, 
simultaneously with the chill, having been re- 
peatedly observed on the first day of the disease. 
Indeed, 25,000 have been counted within four 
hours after the chill. The maximum increase is, 
according to Hayem, Klein and Biegansky, found 
just before the crisis. In fatal cases there is often 
a continuous increase, but this must be due in 
my opinion to new accessions of the infecting 
germs. It is on this principle I would explain 
the fatal cases with high leucocytosis reported 
by Dr. C. F. Withington. Sometimes they are 
high at first, but steadily diminish as the patient 
grows worse. In many fatal cases there is no 
leucocytosis. Rapid extension of the inflamma- 
tion, by involving more lung tissue, complica- 
tions and amount of the exudation also contribute 
to the variations in leucocytosis. We may con- 
clude, therefore, as follows: 

(1) Cases of low leucocytic count ending in 
recovery may. be explained by assuming the 
imprisonment of the micro-organisms as before 
mentioned, the disease remaining virtually a 
local process. 





(2) Absence of leucocytosis in the early period 
of a severe attack speaks for large dosage of 
virulent micrococci overwhelming the resistance 
or, of vitiated constitution, lowered resistance, 
and is of unfavorable prognosis. 

I cannot conclude this paper without a few 
remarks on treatment, premising that I have 
neither the time nor inclination to enter into the 
details nor to discuss all the methods proposed. 

On perusal of most of the recent papers on 
lobar pneumonia the surprising thing to me is 
that so little attention is given to the treatment 
of the congestive stage. For it is in this stage, 
if in any, that we may hope to accomplish results. 
From the old reducing or anti-phlogistic treat- 
ment of tartar emetic, mercury and bleeding, I 
fear we have gone to the opposite extreme of 
digitalis, ammonia and whiskey,—one fully as 
pernicious as the other; and regarding the first 
or congestive stage, the latter is much more 
reprehensible. What physician here on being 
called to a case of congestion of any kind, unless 
it be the passive congestion of old age or debility, 
would ignore counterirritation and depressants? 
But this is actually what most are doing with 
reference to pneumonia. In this matter of 
counterirritation in pneumonia the textbooks 
are sadly out of tune, one advising their use in 
the stage of resolution and thinking them of no 
use in the primary stage. The other reeommend- 
ing them for the pleuritic pain only, whereas, 
their rational use is like cupping and leeching for 
their derivative effect, to draw blood to the 
superficial arterioles and capillaries, the object 
being relief to the over-filled pulmonary capil- 
laries. Be it remembered that the congestion 
of the first stage of pneumonia is very different 
from the congestion accompanying the edema 
usually present in the two remaining stages, — 
the one being the active congestion that precedes 
and accompanies all inflammations; the other 
is passive and due to obstruction to the return 
blood to an over-full heart, and to loss of the 
propelling power of the lung by reason of its loss 
of elasticity. Whatever justification there may 
be for stimulation in the latter condition it is 
perfectly indefensible in the former. Let me 
impress upon you, then, with all the earnestness I 
posesss, do not use digitalis or stimulants in the 
first stage of pneumonia. I say this with the full 
knowledge of and notwithstanding the methods 
and claims of Petresco and his followers, and of 
the supposed germicidal effects on the pneumococ- 
cus ascribed to digitalis by Maragliano. The 
first stage is where our closest attention and active 
treatment are not only justifiable, but demanded. 

Appreciating the lowered arterial tension in 
pneumonia, a choice of two methods of treatment 
presents itself. The one homeopathic to the ex- 
isting vascular condition, and consisting of vera- 
trium, aconite, and I may include the too fre- 
quently discarded blood letting, tartar emetic and 
mercury ; for the last three, though the old stand- 
ard remedies of the so-called allopaths are really 
homeopathic to the existing condition, for they 
still further reduce the vascular tension. On the 
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other hand, treating it allopathically, we have 
digitalis, aleohol and ammonia which increase 
arterial tension. My preference is most decid- 
edly for the former. Taking, then, into consid- 
eration, the condition, habits and age of our 
patient, and assuming that we are called at a 
sufficiently early period of the attack, our treat- 
ment should be as follows: 


NEW METHOD OF TREATMENT. 


During my service at the hospital it has for 
some years been my custom in treating unilateral 
pneumonias to give virtually no medicine. The 
patients are instructed to lie, not on the affected 
side as they are prone to do, but by means of 
pillows they are supported, and kept on the side 
of the sound lung, thus favoring the emptying of 
the vessels of the lung by means of gravitation, 
while ice is applied to the affected side. This 
idea is original With myself, and the results seem 
to justify its adoption, though the number of 
cases is too small to serve as a basis for any posi- 
tive conclusions.!. The medicinal treatment, es- 
pecially the first stage, should consist of: (1) One 
active purge; (2) wet or dry cups or leeches; (3) 
free use, all over affected lung, of as strong counter- 
irritants as can be comfortably borne; (4) vera- 
trum viride to bleed the lungs into the abdominal 
and general capillaries, or the direct abstraction 
of blood from a vein followed, if need be, by infu- 
sion. For the remainder of the disease we are 
virtually powerless. 

There may be a moment when a dose of digi- 
talis, ammonia or whiskey may do good, but I 
have not been able to find it, and most assuredly 
it is not before the latter part of the second or 
third stage; a few doses of morphine may be 
indispensable in pleuro-pneumonia. Plenty of 
fresh air should be admitted, but the body cover- 
ing should be sufficient to promote perspiration 
and dilatation of the superficial capillaries. 

In conclusion I would say there is one thing we 
owe to ourselves, to our profession, and our pa- 
tient, that, after adopting a plan of treatment we 
pursue it fearlessly to the end, so that our obser- 
vations will have some value in teaching us to 
exercise charity in forming a judgment on the 
results of our confréres, and that we ourselves and 
our professional brethren may profit by the results 
of our good work. 


4 
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SCLAMPSIA. 


BY WARREN R. GILMAN, M.D., WORCESTER, MASS, 


_ Ec ampsi does not occur often, — about once 
in one hundred and twenty-five cases, — but it 
is so serious and dangerous a complication that 
discussion of its cause is always in order. This 
has been an interesting field for speculation and 
scientific investigation for many years; and, 
while we have a clearer view of the matter than 
was possible twenty years ago, we are still far 
from a complete understanding of it. I wish 
to review briefly the prominent theories as to 


1 Time and space would not pono of my going into the physical 
and physiological! reasons in all their details on this occasion. 








the causation of eclampsia which have been held 
in the past, and to stute what seems to be the 
best working theory at the present time. 

The pathological changes which take place are 
now quite clearly recognized and we are able to 
state what is likely to be found at the post- 
mortem examination of any case of eclampsia. 
The prominent and almost constant findings are 
as follows: Changes in the kidneys varying be- 
tween an acute nephritis with necrosis of renal 
epithelium, and a moderate parenchymatous 
degeneration. In the liver, multiple hemor- 
rhages, small areas of necrosis and thrombi in 
the portal veins. In the heart, parenchymatous 
degeneration. In the brain, punctate hemor- 
rhages and points of necrosis about thrombi in 
the vessels. 

The symptoms of eclampsia and the results of 
urinary analysis very naturally led to the con- 
clusion that the disease was an acute inflamma- 
tion of the kidneys; and for many years this was 
the accepted belief. When important and con- 
stant changes in other organs were demonstrated, 
it became evident that the disease was something 
more than a nephritis, and that the changes in 
the kidneys were only a part of its manifestations. 

The areas of ncrcosis in the liver are found so 
constantly that it is plain they also are a part 
of the morbid process. These hepatic lesions 
are not found in ordinary cases of nephritis; 
indeed, they are so characteristic of eclampsia 
that many observers have believed them to be the 
cause of eclampsia. It is more reasonable to 
look upon the changes both in liver and kidneys 
as the manifestations of a disease whose actual 
cause is not yet demonstrated. 

Convulsions, which are the most prominent 
symptom of eclampsia, have suggested that the 
cause of the disease is some affection of the ner- 
vous system. It is a well-recognized fact that 
the nervous system of the pregnant woman is 
much more irritable or unstable than normal. 
This is also true of many animals, having been 
demonstrated by experiment. Anemia of the 
brain was at one time suggested as the cause of 
the trouble, but this condition is not often found 
at autopsy.’ Helm! thinks the disease the result 
of an increased cerebrospinal tension. He cites 
one case which recovered after the removal of a 
small amount of fluid by lumbar puncture. 
Henkel? used lumbar puncture in sixteen cases. 
Four cases died. There are well-marked and 
quite constant changes in the brain; but no 
affection of the nervous system would also ac- 
count for the changes found in the liver, kidneys 
and heart. 

The observation that eclampsia occurs more 
frequently in cases of hydramnios and multiple 
pregnancy suggested the theory that the disease 
was caused by pressure upon the kidneys and 
ureters. The pathological changes do not sup- 
port this theory, however; and the pressure 
symptoms noted in other kinds of intra-abdominal 
tumors do notresemble the symptomsof eclampsia. 


1 British Medical Journal, May, 1903. 
2 Zentralblatt fiir Gynaecologie, Nov. 12, 1904. 
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When it was proved that bacteria played an 
important réle in the causation of many diseases, 
their relation to eclampsia was investigated with 
great care, and it was hoped that at last the real 
cause of the disease was to be demonstrated. It 
was suggested that there was an infection origi- 
nating in the uterus; that bacteria gained ad- 
mission to the uterus and thence invaded the 
system. The pressure of the growing ovum upon 
the uterine wall facilitated absorption of the 
bacteria; when the uterus was emptied and pres- 
sure removed, absorption no longer took place. 
Careful work by competent men who have tried 
to demonstrate bacteria in the blood, urine and 
tissues of eclamptics has been negative in result 
up to the present time. 

Recent work shows that the freezing point of 
the blood and urine of eclampties is the same as 
that of normal women. It has also been proved 
that the blood does not coagulate more readily 
than normal; this refutes the theory that the 
thrombi found in various organs are due to 
increased coagulability of the blood. 

The theory that eclampsia is caused by a 
poison generated within the body was first 
advanced about 1888. Experiments upon ani- 
mals seemed to show that the blood and urine 
of eclamptics were poisonous; and the theory 
of auto-intoxication was strongly supported. It 
was claimed finally that the blood of an eclamptic 
was much more poisonous than the urine, because 
of the retention of the poison in the blood. In 
normal pregnancy, the poison being excreted in 
the urine, it was found that the urine was more 
toxic than the blood. Investigations continued 
through a number of years raised doubts as to 
the truth of the early conclusion, and the results 
of experiments did not agree. Within a few 
years Stewart and others have shown that the 
toxic effect produced by the injection of urine 
and blood is due to bacteria which gain admis- 
sion at some step of the experiment. They find 
that sterile urine and blood may be injected with 
impunity. Various products of metabolism — 
urea, ammonia, carbamic acid, acetone — have 
been held to be the cause of eclampsia. Each 
one in turn has been investigated, and the ver- 
dict is that no single one of them is the sole cause. 
Zweifel,? in recent investigation of the whole sub- 
ject, concludes that the cause of eclampsia is 
some organic acid capable of oxygenation and 
readily changeable into various compounds. He 
finds lactic acid to be poisonous, and says it is 
not formed in the metabolism of a healthy person. 
He thinks the infrequency of eclampsia in certain 
parts of Germany may be explained by the fact 
that in these districts the people drink freely of 
wines containing tartrate of sodium and potas- 
sium, which prevent the formation of lactic acid. 
We know that lactic acid is often found in the 
stomachs of patients suffering from a well-defined 
variety of dyspepsia. It is not a product of 
normal digestion or metabolism, but it is very 
doubtful if it ean be shown to be the cause of the 
eclampsia of pregnancy. 


3 Reported in American Journal Medical Sciences, August, 1904. 





Removal or death of the fetus has a favorable, 
often a curative, effect upon eclampsia. In view 
of this fact, many men have sought the cause of 
eclampsia in the placenta and fetus. The syn- 
eytial cells which are often found in the pul- 
monary and hepatic capillaries were regarded as 
a possible factor. But these cells are found also 
in normal cases, and for that reason are probably 
of no significance. It has been suggested that 
the toxemia results from the inability of the 
mother to eliminate the products of metabolism, 
both of her own organism and of the fetus. 
Some writers have claimed that the intoxication 
begins in the fetus and secondarily affects the 
mother. Pathological changes in the fetal organs, 
similar to those found in the mother, have been 
demonstrated frequently. These observations 
seem to show that both mother and fetus suffer 
from the same disease, but prove nothing as to 
its cause or origin. Bandler advances the theory 
that the placenta is a gland which throws out a 
poison through the syneytial cells. The effect 
of the poison is inhibited by the action of the 
ovaries. When, for any reason, the ovaries are 
incompetent, the poison takes effect and pro- 
duces eclampsia. ‘ 

During the past two vears the function of the 
thyroid gland in relation to pregnancy has been 
under careful observation. It has been known 
for many years that the gland enlarges in a 
certain number of cases during pregnancy, and 
statements to that effect are found in textbooks. 
Now that it is suspected that the functional 
activity of the gland may play an important réle 
in maintaining health during pregnancy, we find 
it stated that the gland is usually enlarged at 
this time and that its activity is increased. We 
know that cretinism and myxedema result from 
loss of function of the gland, and that similar 
conditions sometimes follow destructive opera- 
tions on the gland. The fact that the gland 
takes on an increased activity during pregnancy 
is looked upon as an indication that an increased 
amount of iodothyrin is needed at this time to 
maintain health. A few experiments on cats 
seem to show that destruction of the gland is 
followed by eclampsia when pregnancy occurs. 
Hergott has reported a case of labor with eclamp- 
sia in a cretin. 

Nicholson says: “ It is evident that the real 
significance of the pre-eclamptic stage is that it 
points to a breakdown of some part of the defen- 
sive mechanism. Furthermore, this breakdown 
is the result of some inadequacy of the thyroid 
gland or parathyroid glands whereby the pro- 
cess of nitrogenous metabolism, instead of result- 
ing in the formation of urea, ceases with the pro- 
duction of intermediate substances which, when 
absorbed, excite the symptoms of toxemia. In 
this way the degree of toxemia of pregnancy 
comes to be dependent directly or indirectly upon 
the quality or quantity of its thyroid secretion. 
The thyroid gland may, therefore, be given a 
primary réle in the causation of eclampsia.” In 
twenty-five cases of eclampsia, Lang finds no 
enlargement of the thyroid in twenty. Linn 
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reports two cases of threatened eclampsia treated 
with thyroid extract. In one case there was an 
increase of urine and urea, with no convulsions. 
In the other case no improvement was noted. 
Sturmer had a mortality of 12% in 41 cases of 
eclampsia treated with thyroid extract; the 
mortality in 369 cases not treated with the 
extract was 28%. Since he also used morphia 
and saline infusions in the series of 41 cases, we 
cannot feel sure that the good result was due 
entirely to the thyroid extract. Hergott grants 
that thyroid inefficiency may be the cause of 
eclampsia in some cases. Thomson‘ suggests 
that the parathyroids may be the important part 
of the gland, and that they, rather than the 
thyroid itself, secrete an antitoxin for poisons 
generated in the gastro-intestinal canal. Gley 
suggests that the parathyroids are of more im- 
portance than the thyroid proper in relation to 
eclampsia. 

The theory that an increased activity of the 
thyroid gland is needed in pregnancy is based 
upon the assumption that there is some toxin 
in the circulation whose action is to be inhibited. 
Although we are unable to name the specific 
cause of eclampsia, it is plain that the investiga- 
tions of the past twenty years have cleared up 
the matter to a considerable extent; and we are 
able to say that eclampsia is due to the presence 
in the body of substances resulting from faulty 
nitrogenous metabolism. The eliminative organs 
are unable to dispose of them, and the ductless 
glands, whose secretions may be to some extent 
un antitoxin, are also unequal to the increased 
demand upon their activity. It is plain that a 
less pronounced degree of toxemia exists in a 
large number of cases which never reach the 
eclamptie stage. In these cases it is fair to 
assume that the eliminative organs and the duct- 
less glands have been able to counteract in some 
degree the toxic substances. The matter of 
nitrogenous metabolism has been studied by 
Chittenden; and the results of his experiments 
upon healthy men which he has recently pub- 
lished are of great value. Fats and carbo- 
hydrates, when oxidized in the body, form prod- 
ucts which are harmless and easily eliminated. 
The amount of nitrogenous food eaten by the 
average Man or woman is far in excess of what is 
needed. The result is incomplete metabolism 
and auto-intoxication by the halfway products 
like ammonium carbamate. (The _ pregnant 
woman is apparently more easily affected by 
these poisons, and it is probable, also, that the 
ability to completely digest nitrogenous food is 
somewhat impaired. 

The question which most interests the practic- 
ing physician is how to recognize toxemia early 
and prevent its development into eclampsia. 
Unfortunately, there is no single symptom or 
test which may be relied upon. Careful obser- 

vation of the patient’s health and examination 
of the urine during the latter half of pregnancy 
are necessary if he wishes complete assurance of 
safety. The subjective symptoms — indigestion, 


* New York Medical Journal, Nov. 19, 1904. 





headache, nausea, disturbance of vision, mental 
lassitude — are of the greatest importance as signs 
of toxemia. Zeal in making tests of the urine 
should never lead one to omit the older and 
equally important matter of keeping these symp- 
toms under observation. It may be possible, 
but it rarely happens, that a patient. actually 
comes to the eclamptic stage without giving warn- 
ing through such symptoms. 

The condition of the urine is certainly one of 
the best indications of how thoroughly nitro- 
genous metabolism is being carried out; but 
there is some uncertainty among practitioners 
as to what sort of an examination of the urine 
is demanded, and how often it should be made. 
Little ® says that reports of many writers show 
that eclampsia sometimes occurs when albumin 
has not been found in the urine; and also that 
albumin is present in many cases which never 
develop any symptoms of eclampsia. He, him- 
self, finds albumin in 40% of all pregnant women. 
This is in agreement with observations of other 
men; and it is certain that the mere presence of 
albumin, especially in small amount, is not an 
indication that eclampsia is imminent. It may 
well be an indication of a slight degree of toxemia. 
It is not safe to conclude that eclampsia cannot 
occur because no albumin is found, and again, 
one need not expect eclampsia whenever a small 
amount isfound. But I believe that the presence 
of a considerable amount is always a sign of 
danger. There is no doubt that eclampsia some- 
times occurs when the urine has been free from 
albumin up to a few days before the attack; but 
it is my impression that albumin is always present 
at the time convulsions occur. 

The results of urinary analysis in a large num- 
ber of cases show that the excretion of urea is 
diminished, as a rule, in eclampsia; and it is 
generally believed that the degree of toxemia 
corresponds with the diminution of urea excreted 
in twenty-four hours. If we accept the theory 
that the toxemia of pregnancy is the result of 
faulty nitrogenous metabolism, we expect to 
find a diminution of urea. This expectation is 
realized in a large proportion of cases, and we 
come to the conclusion that the quantitative 
test for urea is of great importance. John Cooke 
Hirst ® dissents from the popular belief in the 
great importance of the urea test. He thinks 
the amount of albumin present in the urine a 
better guide. He says he has many times seen 
eclampsia develop when the amount of urea was 
not in the least diminished, and has seen women 
whose excretion of urea was far below the normal 
mark go through a normal pregnancy and labor. 
Edsall’? says the amount of urea excreted in 
normal cases varies very much. He calls atten- 
tion to the importance of considering the amount 
of nitrogen ingested, before drawing conclusions. 
Chittenden’s experiments prove the wisdom of 
this observation. Zweifel finds albumin increased 
in proportion to the diminution of urea. The 
large majority of men believe that the diminu- 


5 Journal of Obstetrics, er 1904. 
6 American Medicine, May 3, 1 
7 Journal of Obstetrics, uly, 1903. 
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tion of urea is a sign of danger and is closely 
related to the cause of eclampsia. Granting that 
neither the test for albumin nor the quantitative 
test for urea is, by itself, a safe guide, we can say 
that both tests, together with the subjective 
symptoms of the woman, enable us to tell whether 
toxemia is present; and, if present, to estimate 
quite accurately its severity. Beside these im- 
portant tests there are two others, each of which 
may give a little additional information as to the 
patient’s condition. 

The blood pressure rises as the toxemia in- 
creases, and is high in all cases of threatened 
eclampsia. 

Lobenstine * finds an average leucocyte count 
of 10,600 in fifty normal cases in the ninth month 
of pregnancy. In fourteen cases of eclampsia, 
the count varied between 16,000 and 50,000 on 
day of delivery. He believes the leucocytosis is 
caused by the toxemia and is more marked as 
eclampsia threatens. 

In a hospital ward it is possible to make fre- 
quent examinations of the urine, and to observe 
symptoms ; but in priv ate practice it is impossi- 
ble to give every patient such careful attention. 
The man who has a large obstetric practice among 
“women who pay small fees has a difficult problem 
to solve. Fortunate, indeed, it is that eclampsia 
oceurs in so small a number of cases. The im- 
portance of furnishing a specimen of urine for 
examination, and of reporting symptoms at 
stated times should be impressed upon every 
patient; then the patient who fails to report 
herself, as directed is responsible for the physi- 
cian’s ignorance of her condition. 

The specimen of urine sent for examination 
should be accompanied by a statement of the 
amount of urine passed in twenty-four hours. 
The albumin test is simple and satisfactory. 
The quantitative test for urea is not simple and 
is not made as a routine practice by most men. 
I doubt if it will ever be so made. I believe that 
an estimate of the total solids excreted in twenty- 
four hours is fully as valuable as the urea test, 
and may be substituted for it. The total amount 
of solids excreted may be found by multiplying 
the number of ounces of urine passed in twenty- 
four hours by the last two figures of the specific 


gravity, and adding 10% of the result. This 
gives the amount of solids in grains. We may 


expect a woman to excrete about nine hundred 
grains of solids in twenty-four hours. 

The amount of urea or the total solids excreted 
is not an exact measure of nitrogenous meta- 
bolism; but it is the best at our command. By 
using this simple test for the total solids we are 
able to make a very satisfactory examination of 
the urine in a few minutes. 

Each physician must decide for himself just 
how much attention he ought to give his patients; 
but he must not forget that eclampsia can be 
prevented in nearly all cases if he keeps himself 
informed as to the subjective symptoms and 
makes a proper examination of the urine as often 
as may be necessary. 

8 American Journal Medical Sciences, August, 1904. 





Clinical Department. 


NEUROFIBROMA. (DISEASE OF 
RECKLINGHAUSEN.) 


BY EDITH R. MEEK, M.D., 


A CASE OF 


BOSTON. 


THE patient first presented herself for treatment at 
the Skin Clinic of the Pope Dispensary in November, 
1903. She is a Jewess, born in England, forty years 
of age. 

On the left shoulder are three tumors, dumb-bell- 
like in shape, joined together and measuring in length 
64 inches. Scattered over back, buttocks, thighs, 
breasts, and legs are nodules varying in size from 
French pea to the size of an English walnut and even 
larger; some are single, others grouped. The color of 
the skin over the nodules is of different shades; over 
some it is light pink; over others, of a purplish hue. 
The growths in all number 44. 

The consistency of the tumors varies; the smaller 
ones, when taken between the fingers, feel like a raisin; 
the larger ones are harder. Scattered over the skin 
surface are numerous small pin-head-sized pigmenta- 
tions. On the inner surface of the right arm can be 
felt a number of small sub-cutaneous nodules; owing 
to the large amount of adipose tissue which the patient 
has, it is impossible to learn much by palpation. 

Extending almost around the head is a band varying 
in width from 2 to 24 inches, where there is almost an 
entire absence of hair; the hair just over the center of 
the forehead and at the back of the neck is present. 
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For the eye conditions I am indebted to Dr. Ella 
Dexter. The patient shows choroiditis, beginning 
atrophy of the optic nerve and internal strabismus. 
Owing to the kindness of Dr. Blanche Denig, I am able 
to report that in the right vaginal wall there are two 
small round tumors. 
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The patient complains of severe, paroxysmal, radiat- 
ing pain in the nodules and extending down right arm. 
This condition is aggravated by exposure to cold, 
mental emotion or movement. Intense pain is the 
disturbing feature of the disease. She also complains 
of severe pain in right side, cramps in arms and legs, 
and failing sight. She is of a highly neurasthenic 
temperament. : 

The patient gives the following history: She was 
married at the age of sixteen; the first nodule appeared 
on the right shoulder during her first pregnancy, and 
steadily increased in size. 

During each succeeding pregnancy (but never in the 
interim) new growths appeared; the pregnancies were 
ten, occurring in the following order: 

First pregnancy: Child, a boy, born at the seventh 
month, is now a comparatively strong, healthy man. 
Second pregnancy: Miscarriage at fourteen weeks. 
Third pregnancy: Three and one half years later, boy 
born; patient claims child weighed twenty pounds; 
ailing from birth; died third week of convulsions. 
Fourth pregnancy: One year later, daughter born; 
child healthy. Fifth pregnancy: Miscarriage at 
eleventh week. Sixth pregnancy: Three years, five 
months later, boy born; child healthy. Seventh 
pregnancy: Twenty-two months later, boy born; child 
healthy. Eighth pregnancy: Two years, two months 
later, girl born; child is not of average intelligence. 
Ninth pregnancy: Two years later, boy born; child 
feeble-eminded. Tenth pregnancy: Two years later, 
boy born; child in good health. 

At first the patient suffered no discomfort from the 
growths, but as they increased in size they became 
very painful until at time of appearance at clinic the 
patient was almost entirely deprived of the use of her 
right arm. 

Family history: It was possible to examine the 
mother of the patient and two daughters. The mother 
showed, scattered over the entire body surface of the 
skin, small pigmented spots. The mother is of a neu- 
rasthenic temperament. Scattered over the skin of 
the daughter’s body were a number of pigmented spots 
nearly as large as a French pea. The child also shows 
internal strabismus. She is not of average intelligence. 
Another daughter, a girl of seventeen, was examined. 
The skin is normal in appearance. She complained 
of nervousness, saying that at times she could hardly 
restrain herself from screaming. One of her sons has 
been sent to a home for the feeble-minded. 

A specimen of one of the growths was excised and 
sent to Dr. T. J. Leary of Tufts Medical School, for 
examination. The following report was returned: 
‘Tumor consists of irregularly arranged bundles of 
fibrous connective tissue and occupies the sub-cuta- 
neous tissue invading the corium. In most situations 
the upper portion of the corium can be differentiated 
as a less dense and more faintly staining layer. The 
tissues of the new growth are, as a whole, more cellular 
than in a fibroma durum, but in places the fibrillar 
masses are thick, with few cells. In some foci the 
strands show marked hyaline changes. The new 
growth is traversed by capillaries whose course is 
marked out by small cell (lymphoid and plasma) infil- 
tration, together with epitheloid cell formation. The 
growth is in parts arranged about nerve fibers whose 
course is outlined by a cellular sheath and round cell 
infiltration. In places the deeper portions of the hair 
follicles have been cut off from their continuity, giving 
rise to very cellular epithelial nests. The variation in 
the character of the tissues of the growth, the infiltra- 
tion of the peri-vascular tissues with small round cells, 
and the cutting off of portions of the hair follicles by 





constriction, all suggest an inflammatory origin. The 
cell masses appear in places to be arranged about nerve 
fibers. The growth should probably be classed as a 
neurofibroma. 


Adrian in his article, “Die Multiple Neuro- 
fibrimatose,”’! gives three groups; of these he 
says: ‘“‘ These three groups belong to one disease 
and are only modifications of one and the same 
process.” The following are the three groups 
which he gives: (1) The multiple soft fibroma of 
the skin, the size of which may be from micro- 
scopical to the size of a head. 

(2) This group may appear simultaneously 
with the multiple skin fibroma, or independently, 
as tumors in the deeply-situated nerve branches; 
they may be distributed upon the trunk itself, or 
upon all the branches of the plexus; or, finally, 
may appear upon all the different nerves of the 
body, spinal, cerebral, aad sympathetic. 

(3) Plexiform neuroma, so called by von Ver- 
neuil, or Rankenneuroma, by von Bruns. New 
formations appear upon the smaller or larger 
parts of the trunk; sometimes several plexi are 
involved; sometimes the fibrous process appears 
upon central and peripheral branches; so that 
we have the picture of a diffuse neurofibroma, 
or an elephantiasis neuroma. 

He says further that the histogenetic unity of 
the different forms has been emphasized and 
their origin from the nerve connective tissue 
proven in the work of v. Recklinghausen, and 
that the name of “Disease of Recklinghausen ” 
is much preferable to any of the following: “ Neu- 
rofibromatose généralisée,” ‘“ Fibromatose pig- 
mentaire,”’ ‘ Neurofibromatose pigmentaire,” 
‘“‘Dermofibromatose bi-pigmentaire ” (Feindel), 
“Dermofibromatose pigmentaire”’ (Chauffard). 

Teindel gives the following division of symp- 
toms: 

(1) Skin tumors. (2) Nerve tumors. (3) Pin- 
head pigmentations. (4) Placque pigmentations. 

If one or more of the symptoms fail there is 
naturally a different clinical picture shown, and 
these cases which have been studied by Feindel, 
Oppenheim and Thibierge, are given the name of 
“ Formes incomplétes ou frustes de la Maladie 
Recklinghausen.” 

Thibierge includes even cases without skin and 
nerve tumors, and bases his diagnosis solely on 
the skin pigmentation and a series of psychical 
disturbances; he says the term “‘ Neurofibroma ” 
should not be used; that ‘‘ Maladie de Reckling- 
hausen ”’ is preferable, and gives, as his reason, 
that the name “ Neurofibroma ” is not correct, 
since it makes of one element of the disease 
an element which might occasionally fail, its 
characteristic feature. It is also incorrect for 
another reason, the possible absence of nerve 
fibers in the tumors. Under these conditions, 
it would be right to give a name to the disease, 
which would not be based upon anatomical 
characteristics which might not be present, but 
to call it by the name of the author who has con- 
tributed most to the knowledge of the disease. 

1 Recklinghausen’sche Krankheit. 
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Chauffard and von Jehl consider two different 
forms under the name of fibromatose pigmen- 
taire, which name includes two of the cardinal 
symptoms and distinguishes two different ana- 
tomical varieties. 

(1) “ Neurofibromatose pigmentaire,”’ in which 
the fibroma proceeds from the perineurium and 
is accompanied by many nerve fibers 

(2) “ Dermatofibromatose pigmentaire,’’ in 
which the fibroma is exclusively cutaneous and 
of doubtful origin. 

According to Feindel, these three factors are 
concerned in its etiology: (1) Congenital factor. 
(2) Hereditary factor. (3) Family factor. He 
says: “‘ The congenital factor is always present, 
the hereditary frequently, and the family here 
and there. The congenital factor, though ac- 
cepted by most authors as one always present, 
cannot always be proved with certainty. Not 
every congenital disease has symptoms neces- 
sarily at birth. Different cases show different 
phases of evolution of the disease at different 
periods of life; one tumor may be congenital, and 
other tumors and symptoms appear in later 
periods of life. It is acceptable to think that 
there is a congenital predisposition, and that 
after birth unknown causes influence the con- 
genital factor and promote the formation of 
pigmented spots; that the congenital cause 
remained latent until some new influence came to 
its aid, and in this way a fibroma appeared.” 

In case reported by Feindel the first nodule 
appeared after a pregnancy; the patient was 
seventeen; in the following sixteen years no new 
tumors appeared ; two later pregnancies produced 
each time new fibroma. From this interesting 
observation Feindel concluded that pregnancy 
favors the production of the new growths. And 


this is proved in a case of W. Wolff; the tumors| t 


became much more numerous during pregnancy 
and the color of the tumors was deeper. 

The causes given which influence the congenital 
factor are: (1) Trauma. (2) Influence of ex- 
treme cold. (3) Chronic irritation of the skin. 
(4) Psychical influences. (5) Overwork. (6) 
Puberty. (7) Menapause. (8) Pregnancy. (9) 
Influence of alcohol. (10) Infectious diseases. 

SYMPTOMS. 


Two groups of symptoms are given by Iand- 
owski: (a) Cutaneous tumors. (b) Nerve 
tumors. (c) Skin pigmentation. 

Functional symptoms of secondary importance: 
Painful cramps, vague disturbances of sensibility, 
progressive impairment of intelligence. 

Landowski claims that the cardinal symptoms 
are: (a) Tumors of the skin. (b) Tumors of 
the nerves. (c) Skin pigmentation. 

Feindel says the most important symptom is 
the skin pigmentation, which may occur as pin- 
head or placque pigmentation. 

Cases of disturbance of the sight caused by brain 
pressure have been reported by many authors. 
Adrian reports a case of absolute blindness 
occurring in boy of thirteen. 

-Henneberg and Kock report two cases; first 





ease, neuritis optica of both sides; second case, 
atrophy of nerves with complete blindness. 

Concerning the diagnosis, Adrian says: “ In 
most cases it is easy, but it may also be very 
difficult ; if the cardinal symptoms fail, one would 
searcely think of making a diagnosis from the 
secondary symptoms, such as functional, psychi- 

eal, trophic or vasomotor disturbances, notwith- 

standing the fact that they were very pronounced ; 
but if these existed with a cardinal symptom, 
such as skin pigmentation, even if there were a 
complete absence of skin and nerve tumors, 
this diagnosis would be made. These cases are 
the “formes incompléte ou frustes” of the 
disease of Recklinghausen. 

The case under consideration presented almost 
a perfect clinical picture: Skin tumors, possibly 
nerve tumors of right arm, tumors of vaginal 
wall, pin-head pigmentation ‘of the skin, disturb- 
ances of sight, cramps of arms and legs, and 
severe pain in right side. 

The family history is also of importance. The 
highly neurasthenic temperament of entire family ; 
the pin-head pigmentation on the mother’s body, 
the large, pigmented spots on the daughter's 
body; also the affected eye muscles, and impaired 
intellect of child; finally, the fact that one son 
is confined in a home for the feeble-minded. 





Medical Progress. 
PROGRESS IN PATHOLOGY. 


REVIEW OF RECENT WORK ON THE PATHOLOGY 
OF ARTERIAL DISEASE. 
BY JOSEPH H. PRATT, M.D., BOSTON. 
SYPHILIS is generally recognized as an impor- 
ant factor in the production of ordinary arterio- 


_|sclerosis, but it has been maintained by most 


pathologists that there is no distinct and definite 
form of syphilitic aortitis which can be distin- 
guished either macroscopically or microscopally 
from ordinary arteriosclerosis. 

Relatively little attention has been paid in 
England or America to the relation of syphilis 
to aortic disease, but it has been much studied 
of recent years in Germany. Osler, was the 
first American to note the existence of a 
definite type of sclerosis, localized and nodular, 
occurring in syphilitics. In 1898, two cases of 
localized aortic sclerosis ‘‘ of probable syphilitic 
origin ’’ were reported from his clinic by Pen- 
rose.!. Microscopical examination revealed severe 
mesarteritis in both cases. 

The occurrence of undoubted gummata in the 
walls of the aorta is very rare. Gummata of the 
pulmonary and cerebral arteries were described 
many years ago, but the existence of gummata 
of the aorta was assumed per analogiam until re- 
cently, when, according to Chiari, undoubted cases 
have been observed by Kalindéro and Babes, and 
Fabris. Chiari? has recently written an admir- 
able account of the development of knowledge 
in regard to syphilitic disease of the aorta which 
is here presented in abstract. 
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Contrary to the teaching of most pathologists 
Heller of Kiel has for nearly twenty years main- 
tained that the form of aortitis produced by 
syphilis is quite different from ordinary endar- 
teritis chronica deformans, with which it has been 
confounded. Syphilitic aortitis is claimed by 
Heller to have gross and microscopic characteris- 
tics which distinguish it. The first paper on 
this subject by the Kiel school was published in 
1885. It was a study of peculiar lesions in the 
arch of the aorta occurring in a young man of 
twenty-five. There were pronounced syphilitic 
alterations in various organs. Ten years later 
the same author, Doehle, reported two addi- 
tional cases of syphilitic aortitis. | Macroscopi- 
cally the ascending arch of the aorta was thick- 
ened and the inner surface furrowed. There was 
no calcification and no ulceration. In the first 
case he found foci of round cells and granulation 
tissue in the media. A similar histological pic- 
ture was found in the cases reported in the second 
paper. Near the areas of granulation tissue the 
media was in part necrotic; here and there giant 
cells were seen. Corresponding to the furrows 
on the inner surface of the aorta were bands of 
sear tissue extending from the adventitia to the 
intima. The intima was unequally thickened. 
The adventitia showed evidence of severe inflam- 
mation. Its vessels were surrounded by granu- 
lation tissue containing giant cells. The vasa 
vasarum were in part closed by thickening of 
their intima. Doehle stated that a syphilitic 
aortitis could be recognized macroscopically by 
the stellate, puckered scars and the grooves on the 
inner surface. Philips found that out of 59 
syphilitics autopsied in the Kiel Institute from 
1885 to 1892, mesarteritis syphilitica of the aorta 
was present in 16, or 27%. Backhaus in . 1897 
reported seven cases of mesarteritis syphilitica 
of the aorta occurring in men between the ages 
of twenty-five and fifty-seven years. He em- 
phasized, as had Doehle, the diagnostic importance 
of macroscopically demonstrable furrows on the 
inner surface of the aorta. In the media he found 
circumscribed areas of necrosis with foci of leu- 
cocytes and connective tissue proliferation. On 
account of the central necrosis present in some of 
these areas he regarded them as gummata. He 
looked upon the changes in the media as charac- 
teristic of syphilitic aortitis. The thickening of 
the intima which was often present he held to be 
secondary to the lesion in the media. Two 
additional cases of mesarteritis syphilitica of the 
aorta, both complicated with endaortitis chronica 
deformans, were published from Heller’s labora- 
tory by Moll and Isenberg. 

Heller, in 1899, presented the result of his 
observation and study of syphilitic aortitis before 
the Deutsche Pathologischen Gesellschaft. He 
stated that the degenerative and proliferative 
changes in the media are primary. Later scar 
tissue is formed which leads to a furrowing and 
puckering of the intima. The thickening of the 
intima is secondary. There is no tendency to 
atheromatous ulceration as in the case of ordinary 
arteriosclerosis of the aorta. The vasa nutritia 





may be completely obliterated by sclerosis of the 
adventitia. Luetic aortitis is frequently com- 
bined with primary endarteritis chronica defor- 
mans, but the pathological anatomy of the two 
types is quite different. Heller maintained that 
syphilitic aortitis is a frequent cause of aneu- 
risms. 

Simon, another pupil of Heller, reported, in 
1900, a case of severe syphilitic aortitis with 
many areas of round-cell infiltration, giant cells, 
and circumscribed necrosis in the media. 

Crooke observed in a syphilitic, aged thirty 
years, a girdle-shaped area of fresh endaortitis 
which occluded the orifices of the coronary artery. 
There was no tendency to atheromatous degener- 
ation. Microscopically a marked inflammatory 
infiltration of the media was found. Belfanti 
reported a somewhat similar case. The mouths 
of the coronary arteries were partly occluded by a 
sub-acute aortitis. The subject was a thirty- 
seven-year old syphilitic. Marked alterations in 
all three coats of the aorta distinguished the 
process from common endarteritis. 

Abramow observed an inflammatory infiltra- 
tion of the media with thickening of the intima 
in a case of aortitis associated with a cylindrical 
aneurism of the arch occurring in a luetic indivi- 
dual. Heiberg of Christiania, as early as 1876, 
asserted his belief in the intimate relationship 
between lues and aortic aneurisims, and in the 
existence of syphilitic arteriosclerosis. In 1892, 
he pointed out that syphilitic aortitis is limited 
to certain portions of the aorta and that the 
affected areas are quite sharply localized. All 
the coats of the aorta are involved, but the 
media suffers most. Puppe of Berlin described, 
in 1894, cases of severe mesarteritis which he 
thought were probably syphilitic in origin. 

The description of syphilitic aortitis by Rasch 
conforms closely to that given by Heller. Irreg- 
ular wrinkling and furrowing of the internal 
surface is a characteristic feature. The intima 
is white or dirty gray in color. Calcification may 
take place if the disease occur in old people. 
Microscopically a productive mesarteritis is 
found. Rasch calls the condition fibrous aortitis. 

Straub reported, in 1899, that he had found 
syphilitic aortitis in 69 out of 84 cases of general 
paresis. Among 71 subjects who did not have 
paresis, the condition was present in 7, and these 
seven were all syphilitics. 

Still more recently Benenati and Heine have 
observed cases of pronounced syphilitic aortitis. 
All were characterized microscopically by de- 
struction of the media. Heine described areas 
in the media which he regarded on histological 
grounds as gummata. Chiari notes that Bollin- 
ger and Kaufmann express themselves in favor 
of Heller’s views in the new editions of their 
textbooks. 

Chiari found syphilitic aortitis in more than 
half of the leutic subjects he examined and in 
47% of all the cases of paralysis progressiva, 
31 in number. As is well known, syphilis is the 
important factor in the etiology of general 
paresis. Syphilitic aortitis forms a definite 
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pathological picture, quite different from ordinary 
endaortitis. As indicative of the character of 
the disease process and its primary involvement 
of the media, Chiari proposes the name of “ pro- 
ductive mesaortitis.” The specific form of arte- 
rial disease differs both in gross and microscopic 
appearance from ordinary arteriosclerosis of the 
aorta, with which it is certainly frequently com- 
bined in the same individual. 

Common arteriosclerosis is due to a variety of 
toxins of which probably the syphilitic poison 
is one. The complete scientific demonstration 
that mesaortitis productiva is of syphilitic origin 
cannot, of course, be given until the virus of 
syphilis is discovered. Chiari does not deny that 
an aortitis with the same anatomical picture may 
occasionally be due to causes other than lues, 
and cites the experimental studies of Lewaschew, 
who produced an arteritis of similar anatomical 
character in the legs of dogs by long continued 
stimulation of the sciatic nerve. When mesaortitis 
productiva is present one is always right, how- 
ever, in regarding lues as the most probable 
cause. In mesaortitis productiva there is less 
tendency for the diseased intima to undergo 
degeneration than in ordinary arteriosclerosis. 
The thickening of the intima compared with that 
of the media and adventitia often appears sur- 
prisingly slight and in early stages of the disease 
may be entirely absent. Furrows and small 
depressions on the inner surface of the aorta 
give a characteristic appearance. The process 
regularly involves the ascending arch of the aorta. 
By extension it may involve the aortic valves or 
the transverse and descending arch of the aorta. 
The abdominal aorta is rarely affected. Micro- 
scopically the changes in the media are the most 
striking. Throughout the media are inflamma- 
tory foci consisting of round cells, granulation 
tissue or connective tissue. In the affected areas 
the blood vessels are greatly increased. Giant 
cells are also present; some resemble Langhans’s 
giant cells, others have more the character of 
foreign body giant cells. Here and there in the 
media are evidences of necrosis. In the adven- 
titia around the vasa vasorum are foci of round 
cells and granulation tissue, or thick fibrous 
tissue. Endarteritis proliferans of the vasa 
vasorum frequently exists. 

Chiari does not employ the designation “ gum- 
matous aortitis,’’ because in none of his cases was 
there pronounced caseation in the inflammatory 
areas of the aortic wall. 

An advanced stage of mesaortitis productiva 
may be found in young individuals. More of 
Chiari’s cases occurred in the fourth decade than 
in the fifth or sixth. It is an important affection 
as it leads to aneurism formation and may cause 
death directly by closure or narrowing of the 
orifices of the coronary arteries. 

The relation of syphilis to arterial disease has 
been carefully and critically studied by Benda.*® 
He concludes that the small and medium-sized 
arteries as well as the aorta are frequently the 
seat of tertiary syphilitic processes. The abdom- 


_«. (inal portion of the aorta is almost immune. 





Lesions of the main arterial trunks are most fre- 
quent at their points of origin from the aorta. 
Syphilitic disease of the small and middle-sized 
arteries stands in intimate connection with syphi- 
loma of the surrounding organs, from which the 
process involves the arterial wall by extension. 
The adventitia and media become gummatous, 
while the reaction of the intima to the luetic 
process results in a true obliterating endarteritis. 
The gummatous infiltration rarely invades the 
intima. The infiltration consists of leucocytes, 
lymphocytes, epithelioid and giant cells. It 
tends to undergo necrosis. The disease of the 
aorta thoracica described by Doehle as syphilitic 
aortitis and by Malmsten as sclerogummous 
aortitis is of luetic origin. It is, however, no 
florid syphilitic inflammatory process, but is 
essentially a scar formation. It is the remains of 
a syphilitic process combined with non-syphilitic 
inflammations and nutritional disturbances of 
the vessel wall. Syphilitic aortic sclerosis is the 
name applied by Benda to this condition. The 
process, leading to the scar formation, consists 
in the development of granulomata, which vary 
in size from some visible only with the micro- 
scope to others as large as a pea. The disease is 
an actual gummatous process. 

Syphilis of the smaller arteries does not lead to 
the formation of aneurisms. The obliterating 
endarteritis which regularly develops tends to 
prevent it. For this reason the small aneurisms 
which form on the arteries of the muscles and 
viscera (periarteritis nodosa) are probably not of 
syphilitic origin as has been claimed. 

Benda asserts that the sclerotic stage of aortic 
syphilis is of no greater importance in the produc- 
tion of aneurisms than ordinary arteriosclerosis. 
Both conditions by increasing the rigidity of the 
aorta enhance the danger of rupture. The stage 
of gummous inflammation, however, is highly 
favorable to the formation of aneurisms. The 
inflammatory infiltration and necrosis weakens 
the wall of the aorta so that it is dilated and torn 
by the blood pressure. According to the extent 
of gummatous destruction, circumscribed or 
diffuse aneurisms result. In rare instances im- 
mediate rupture occurs. Luetic aneurisms in 
which the specific process has reached an inactive 
stage can be transformed by sudden inflamma- 
tion or traumatism into chronic progressive aneu- 
risms which cannot be distinguished from 
aneurisms of non-syphilitic origin. Benda be- 
lieves that syphilis plays an important réle in the 
etiology of aneurisms. Statistical studies have 
had great influence in spreading the theory of the 
syphilitic origin of aneurism. Welch found that 
66% of the cases of aneurism studied by him 
were in syphilitic individuals. Malmsten gives 
80%; Heller, 85%; Pansini, 84%; Rasch, 82%; 
Etienne, 69%; C. Gerhardt, 53%; Lichtenstein, 
39%; A. Fraenkel, 36%; v. Hansemann, 18.75%. 


SYPHILIS AND ANEURISM. 


Marchand ‘ disputes the assertions of Heller 
that ordinary arteriosclerosis plays no part in 
the origin of aneurisms, and that while arterio- 
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sclerosis is a disease of old age, aneurism occurs 
most freqeuntly in earlier life. Marchand points 
out that the majority of the 28 cases of aortic 
aneurism which came to section in his pathologi- 
cal institute at Leipsic between the years 1900 
and 1903, occurred in the fifth and sixth decen- 
nia. Only 3 of the 28 cases were undoubtedly 
syphilitic; four of the other cases probably had 
lues. Marchand recognizes two chief types of 
aortic sclerosis. One corresponds to the picture 
of ordinary arteriosclerosis, while the other has 
a more callous quality. This he designates the 
callous (schwielige) form of arteriosclerosis. It 
corresponds in its general gross and microscopical 
features with Heller’s syphilitic aortitis. Mar- 
chand denies that the disease is a specific process 
histologically. He regards ordinary arterioscle- 
rosis as the cause of the majority of aneurisms. 
He admits that the so-called callous form of 
arteriosclerosis is particularly favorable to the 
production of aneurisms, and that this form in 
many cases is due to syphilis. 

Heller® states that all statistical studies show 
that aortic aneurisms occur during the prime of 
life. Marchand’s conclusion that aneurism is a 
disease of old age is based on far too small a num- 
ber of cases. Benda is mistaken in his opinion 
that syphilitic aortitis of the type described by 
Doehle, is a stationary condition. It is not the 
end result of syphilitic inflammation, but a chronic 
progressive syphilitic disease. The furrows on 
the inner surface of the aorta are due to the 
action of blood pressure as well as to the contrac- 
tion of sear tissue. 

Marchand ° says in a later paper that he does 
not doubt that the localized disease of the thoracic 
aorta which recently has been so sharply sepa- 
rated from ordinary arterioclerosis and regarded 
as a luetic affection is a definite disease quite 
distinct from ordinary arteriosclerosis. Owing to 
danger of sudden death through occlusion of the 
coronary arteries or ‘the production of severe 
myocardial disease by partial obstruction of the 
coronary arteries, this recently recognized form 
of aortic sclerosis possesses peculiar interest to 
clinicians. The clinical features have been well 
described by Curschmann. Marchand has ex- 
amined many cases without finding pronounced 
caseation. Since seeing Benda’s specimens, how- 
ever, he admits the existence of gummous aortitis. 
He concurs with Chiari that the callous form is also 
luetic. The inflammatory changes are so marked 
that the term “ aortitis ” should be employed. 

Marchand holds that ‘‘primary” fatty or athero- 
matous degeneration is intimately linked with 
the sclerosing processes; hence the term “ arterio- 
sclerosis”’ is not sufficiently inclusive. He sug- 
gests in its stead “ atherosclerosis,” or, if pre- 
ferred, ‘‘ sclero-atherosis.” 

After an extensive critical study of the litera- 
ture, Bonnet’ concludes that syphilis is the usual 
cause of aortic aneurism. It alters profoundly 
all three tunics of the aorta. 

Arnsperger® analyzed the cases of aneurism 
in Erb’s clinic. Only two of the 37 cases were in 
women. No less than 65.7% of these presented 





evidence of syphilis, and in 48.6% undoubted 
syphilis existed. Luetic antecedents were pres- 
ent in 95% of the sacculated aneurisms, and in 
only 26.6% of the diffuse aneurisms. Seven of 
the individuals were in the fourth decade, thir- 
teen in the fifth, twelve in the sixth and only 
three in the seventh. Arnsperger concludes that 
lues plays a very important part in the etiology 
and pathogenesis of aortic aneurism. 

Abramow ® has studied five cases of “so- 
called ” syphilitic aortitis analogous to those 
described by Doehle, Backhaus and Chiari. He 
does not regard the process as specific for lues. 
In none of his cases were gummata present in the 
aortic walls. 

v. During * recently published an excellent 
summary of recent studies on syphilitic diseases 
of the circulatory organs. Luetic lesions of the 
vessels occur in all stages of syphilis. Brisiadecki 
concludes from his investigations that all syphi- 
litie processes take their point of departure from 
the vessels. Rieder and Hoffman have described 
changes in the veins. Ehrmann’s studies of the 
lesions in the lymph vessels are not yet com- 
pleted. An obliterating phlebitis occurs in 
syphilis as Greiff and Nonne have shown, and 
a meso- and periphlebitis as Rieder has pointed 
out. 

Numerous communications in the literature bear 
witness to the value of iodine in cardiac insuffici- 
ency, arteriosclerosis, angina pectoris and aneur- 
isms. The favorable results are explained by 
the fact that these conditions are so frequently 
syphilitic. It has been so convincingly shown 
by Heller that the majority of cases of aneurism 
occurring in Kiel are of luetic origin that Quincke, 
director of the medical clinic in the university of 
that city, employs a mercurial and iodine therapy. 
in cases of aneurism even when the anamnesis does 
not point clearly to a pre-existing syphilis. This 
practice has frequently been attended with success. 

v. Diiring uses the term “aortitis syphilitica”’ 
in preference to the synonyms employed by 
Chiari and others. 

When an aorta, the seat of aortitis syphilitica, 
is held to the light the grooves and other depres- 
sions on the inner surface are seen to be aneurisms 
in der Anlage. Microscopical study shows that 
the media over these thinned areas are deficient; 
and it is the media that gives strength to the 
aortic wall. 

Runeberg " is convinced by his studies that 
luetic lesions of the heart are more common than 
has been taught. 
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Kieports of Societies. 


SOCIETY OF THE 
OF NEW YORK. 
SraTeD MeetinG HED JAN. 31, FEB. 1 and 2, 1905. 
The President, Dk. Hamitton D. Wey, in the Chair. 


First Day, JAN. 31, 1905. 


MEDICAL STATE 


PRESIDENT’S ADDRESS. 


Dr. Hamitron D. Wey, Elmira, said that one year 
ago it had been expected that by this time the existing 
differences in the medical profession would have been 
obliterated, and he urged upon the profession of the 
the State thoughtful consideration of the report of the 
Joint Committee of Conference representing the Medical 
Association and the Medical Society of the State of 
New York. It was the intention of the present meet- 
ing to correct the legal errors of procedure so that in 
the future they would stand on firm legal ground. He 
spoke of the valuable results obtained in the treat- 
ment of incipient tuberculosis at the State Hospital at 
Raybrook for the treatment of incipient tuberculosis, 
and said that these results ought to direct the attention 
of the public to the importance of early treatment in 
this disease. He said that as the next meeting would 
be the centennial meeting of the society he thought it 
should be celebrated in some appropriate manner. 
He recommended that local affiliated societies be 
strengthened as far as possible and some effort be 
made to secure representation from the eight counties 
which were not affiliated. He also recommended the 
abolition of the delegate system and eligibility of all 
members in good standing in the county societies. 


REPORT OF COMMITTEE ON CONFERENCE. 


Dr. H. L. Eisner, Syracuse, the chairman of the 
committee, after reviewing the history of the work of 
amalgamation, said that there were 6,655 members of 
county medical societies and 694 members of county 
medical associations desirous of having the amalga- 
mation effected. There were but 77 members of the 
association who failed to ratify the agreement. The 
committee endorsed the suggestion of the President 
regarding the abolition of the delegate system. 

Dr. D. B. St. Joun Roosa offered a resolution which 
was unanimously adopted to the effect that the com- 
mittee on consolidation be continued in service. This 
committee consisted of Drs. Henry L. Elsner, Abraham 
Jacobi, Albert Vanderveer, George Ryerson Fowler, 
and Frank Van Fleet. 


REPORT OF COMMITTEE ON HYGIENE. 


Dr. Joun L. HEFFRON, Syracuse, as chairman, said 
that this committee recommended a national law for 
the purpose of securing pure food, that the use of wood 
alcohol in beverages should be forbidden by law, and 
in case of violation the offense should be punishable 
as manslaughter, that the governor should appoint a 
committee to see that proper sanitary methods were 
used by railways in cleaning cars at both ends of runs, 


REPORT OF COMMITTEE OF STATE BOARD OF MEDICAL 
EXAMINERS. 


Dr. Lew, Secretary of the Board, reported that since 
the board had been established there had been in all 
8,583 candidates, of whom 6,828 were successful and 
1,755 unsuccessful. There had appeared before the 
Homeopathic Board 23, 21 of whom were successful 
and 2 unsuccessful. There had appeared before the 
Eclectic Board 21 candidates, of whom 9 were unsuc- 





cessful. Dr. William Warren Potter was elected to 
serve as president of the board until Aug. 1, 1906, and 
Dr. M. J. Lewi as secretary. 


DERMATITIS SEBORRHOICA AND ITS RELATION TO 
ALOPECIA AND OTHER CONDITIONS. 


Dr. L. Duncan Butkiey, New York, related his 
clinical experience with this disease. He gave an 
analysis of 755 cases of dermatitis seborrhoica and 608 
cases of alopecia. He said that although the micro- 
organism causing alopecia had not yet been agreed 
upon he thought the disease to be of parasitic origin. 
He spoke of the many variations in the local treatment 
of dermatitis seborrhoica and thought that more 
attention should be paid to diet and internal treatment 
as was done in cases of eczema. For the scalp he rec- 
ommended a lotion of resorcin, aleohol, glycerin and 
rose water, though in some cases resorcin and chloral 
hydrate in equal parts gave better results. He stated 
that 10% of all cases who consulted dermatologists 
were dermatitis seborrhoica and referred to the other 
affections with which it might be confounded. 

Dr. Ratpw A. McDoNNELL, New Haven, Conn., 
said that the fund of clinical material which Dr. Bulkley 
had at his disposal entitled his views to first considera- 
tion, and that his ability as a prescriber was well known. 
He was impressed by two features of the paper, — the 
small attention paid to the internal treatment of the 
condition and the relatively large importance accorded 
to the treatment of the falling of the hair. There was 
an unbroken sequence of diseases recognized as belong- 
ing to disturbed conditions of the gastro-intestinal 
tract, as seborrhea, acne vulgaris, eczema seborrhoicum, 
acne rosea, etc. He believed it was an utter impos- 
sibility to cure cases of acne rosea or vulgaris without 
some attention to the dietary. He called attention to 
the large number of cases of falling hair treated by 
good ‘men by external remedies without good results. 
He thought that advances in the treatment of this 
condition should be along the line of internal medi- 
cine. Various germicides had been rubbed into the 
skin since the earliest days, but nothing had been done 
towards getting to the bottom of the difficulty, 7. e., 
attention to intestinal fermentation. 


TO WHAT EXTENT ARE CYCLOPLEGICS NECESSARY 
DETERMINING THE REFRACTION OF THE EYE AND 
IN THE PRESCRIBING OF LENSES. 


IN 


Dr. FRANK VAN FLEET, New York, in his paper said 
that he confined himself to the refraction of the eye, 
including the ciliary muscle, upon which he believed 
the determination of the entire subject depended. If 
the ciliary muscle was paralyzed while attempts were 
being made to correct defects of vision one was working 
on an erroneous basis, as the eye was in an abnormal 
condition. The fact that symptoms which seemed 
referable to defects of the eye did not cease when lenses 
were fitted was not proof positive that the lenses were 
not properly fitted. He did not think that cycloplegics 
were necessary in making ophthalmic examinations. 
Cocaine might be used if it was desirable to dilate the 
pupil. The dilatation of the iris and relaxation of the 
ciliary muscle following the first contraction caused 
by the bright light of the ophthalmoscopic mirror was 
usually sufficient to permit one to estimate the amount 
of error. In cases of hypermetropia with asthengpic 
symptoms he corrected the amount of manifest error 
and increased the strength of the lens as circumstance 
required. The correction of manifest hypermetropia in 
a person with asthenia who has never worn glasses 
gave relief and comfort. If, however, relief was not 
obtained a cycloplegic should be resorted to. In simple 
myopic astigmatism a glass which represented the 
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full amount of the error usually proved satisfactory. In 
simple hypermetropic astigmatism this might or might 
not be the case. He said that he used atropine in 
mixed astigmatism quite frequently. In children he 
paralyzed the accommodation with atropine in cases 
of myopia at least every six months, protecting the 
eye with colored glass until the disease no longer mani- 
fested a tendency to increase. Good results were 
obtained by the use of atropine in intermittent stra- 
bismus convergence. In cases of eye strain in older 
persons atropine accomplished much by enforcing rest. 
He thought that the occasions for the use of cyclople- 
gics in the refraction room were rare. 

Dr. W. E. LamBert, New York, said that recently 
a man who had given much time to the study of this 
matter had stated that it was impossible to estimate 
the error of refraction in any one case without the use 
of some cycloplegic. Many present at the reading of 
that paper had disagreed with the view taken. Dr. 
Lambert said that he believed in the use of cycloplegics 
when they were indicated, but thoroughly disapproved 
of their abuse, especially in the case of drugs which 
were dangerous. He spoke of the dangers of atropine 
and cocaine. The fact that glaucoma could be caused 
‘by these drugs was sufficient reason for avoiding them. 
Again, one should not forget the discomfort to the pa- 
tient caused by their use. He did not think that Dr. 
Van Fleet had sufficiently emphasized the shadow test 
in determining errors of refraction; he considered this 
test to be most reliable and valuable if properly under- 
stood. Astigmatism was shown by the shadow test 
and it would indicate what cylinder the patient would 
take. It was very important in cases of refraction to 
determine accurately the amount of astigmatism. He 
said that the optometry bill that was before the legis- 
lature made it evident that the dangers attendant upon 
the use of atropine and other cycloplegics and the 
prescribing of glasses should be made known in their 
endeavor to defeat that bill. He spoke of two cases 
that he had seen, one in which an optician prescribed 
glasses telling the patient that he had three lesions 
when no such lesions existed, but the patient had opac- 
ity of the cornea. A second patient had glasses fitted 
for presbyopia when he was suffering from neuro- 
retinitis and hemorrhages. 

Dr. Lucten Howe, Buffalo, pointed out that we 
were becoming more conservative and that it was 
not now considered necessary to use atropine, although 
in certain cases it was good. Atropine could not be 
relied upon as one never knew just how much be was 
putting into the eye. He believed the discs should be 
used. When a certain amount of atropine had been 
introduced into the eye we did not know what kind of 
an eye or what kind of a ciliary muscle we had to deal 
with. He said that we should work on a physiological 
basis, and when atropine was introduced inte the eye 
there could not be normal vision. He related some 
experiments that he had made on soldiers at Fort 
Porter which convinced him that strong solutions were 
not necessary in order to note the behavior of the 
ciliary muscles. The tablets of atropine made by 
Wyeth he said were exceedingly useful. He empha- 
sized the fact that even when the minimum dose was 
introduced into the eye we were not dealing with a 
normal eye, although accommodation did relax as in 
the normal eye. The condition of the ciliary muscle 
was to be learned and this must be worked out, as he 
believed it would be in time. 

Dr. D. B. St. Jonn Roosa of New York believed 
that, in this country, we were trying to be too exact 
in the adjustment of glasses. Nature did not make 
two trees exactly alike, nor did she make the fingers 
of one hand like those of its fellow. He did not believe 





that this exactness in determining the power of the 
ciliary muscle was at all needed. A man wanted glasses 
in order to enable him to see. Many men came to the 
oculist simply to be sure that the glasses had been 
properly adjusted, and this was the reason Dr. Roosa 
had come from one extreme of the pendulum to the 
other. Formerly it was taught that accommodation 
must be completely paralyzed, but a reasoning sense 
now was shown in this matter of the adjustment of 
glasses. After referring to the use of the ophthal- 
mometer and retinoscope, he said that many thought 
atropine to be necessary in determining errors of re- 
fraction, and he was glad to learn that level common 
sense was now being displayed in adjusting glasses, 
and that it was now being realized that Nature did not 
require or expect such perfect organs. 

Dr. ABRAHAM JAcoBI of New York said that the 
use of atropine had been spoken of in connection with 
internal strabismus; if internal strabismus occurring 
in children was referred to he looked upon it as a misfor- 
tune, for one should wait a few months before resorting 
to the use of atropine in these cases until this disparity 
between the eyes corrected itself, as it would do in the 
majority of cases. It would occur in the same way 
that the disparity between the flexors and extensors 
of the lower extremity would in the course of time. 
There was no doubt in his mind that this disparity 
between the internal and the external rectus muscles in 
young babies would equalize within a few months. He 
asked Dr. Van Fleet if atropine was recommended for 
the purpose of correcting internal strabismus in babies. 

Dr. FRANK VAN FLEET replied that young children 
were referred to and not young babies. 


RHEUMATISM AND THE EYE MUSCLES. 


Dr. Francis VaLK, New York, stated in his paper 
that the uric acid diathesis might affect the ocular 
muscles, not a paresis, producing certain symptoms 
similar to those of muscular asthenopia. These symp- 
toms could be shown by the findings of the tests for the 
muscular rotation of the eyeballs under fusion and ver- 
sion. In the uric acid diathesis one or both lids 
might be restricted in all directions of rotation of the 
eye. The treatment of these conditions should be more 
general than local, and it was important not to regard 
the manifestations as local. 

Dr. A. Epwarp Davis of New York said he was very 
much pleased to have been able to hear the paper 
which was somewhat out of the ordinary. He said he 
had not recognized these cases except in few instances 
where there was a limited motion of the eye and di- 
plopia, etc. He reported one case in which nothing 
bearing on the cause could be learned except that the 
patient bad been subjected to severe fright. This 
patient had a divergent squint and well-marked facial 
paralysis on the left side. After being examined very 
carefully she was referred to the throat clinic, but no 
paralysis of the soft palate was found. Then she was 
examined by the nose specialist and nothing abnormal 
found there. Then she was sent to the nerve specialist 
and the conclusion was arrived at that the child was 
somewhat hysterical. The patient was now in the 
hospital and under no treatment whatever. Inside of 
one week the diplopia disappeared, the facial paralysis 
disappeared and the child was to-day practically well. 
The only thing in the history was the fright. This 
case he thought might possibly be included among the 
eases Dr. Valk spoke of, although he was inclined to 
believe it was truly a hysterical manifestation. With 
regard to the contraction of the visual field he could 
not account for it unless the optic nerve was at fault. 
Where there was a manifest diplopia he believed the 
field of vision should be taken. 
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THE SIMULATION OF APPENDICITIS BY CHOLELITHIASIS. 


Dr. GeorGe G. Lempr, Albany, reported a case in 
which almost classical symptoms of appendicitis were 
presented and all the manifestations seemed to be in 
the right lower quadrant of the abdomen. At opera- 
tion the appendix was found to be normal but a large 
number of gallstones were found in the right upper 
quadrant. It seemed impossible in some cases to make 
a differential diagnosis, but as operation was necessary 
in either event the decision had to be made by explor- 
atory laparotomy. 


ARTERIO-SCLEROSIS AND THE NERVOUS SYSTEM. 


Dr. B. C. LovELAND, Syracuse, called attention to 
the fact that some of the earliest manifestations of 
arterio-sclerosis revealed themselves in the nervous 
system and if discovered the progress of the disease 
might be retarded. When such symptoms were noted 
there should be a readjustment of diet, and an avoid- 
ance of excessive physical or mental effort. Stimulants 
seemed to predispose to the condition. If high arterial 
tension was present the amount of water ingested 
should be limited, otherwise a liberal amount of water 
should be insisted upon. The iodides should be admin- 
istered, especially the vellow iodide of mercury in } to 
4 er. which was least likely to cause stomach disturb- 
ance. Aconite and the nitrites might be given for 
months to keep the arterial tension low. 


LOSS OF VISION FROM DISUSE OF THE EYE, AMBLYOPIA 
EX ANOPSIA. 


Dr. D. B. St. Joun Roosa, New York, said that this 
loss of vision from disuse often occurred in cases of 
squint, where one eye was not equal to the other in 
visual power. The image became gradually neglected 
and the eye consequently lost its power of seeing. It 
was quite commonly believed that vision was never 
fully recovered in these cases. Dr. Roosa, however, 
related the case of a man who has lost vision in his 
right eye and used his left for all seeing purposes, when 
an accident deprived him of the sight of the left eye. 
He gradually regained the use of the right eye although 
he had been practically blind since his childhood. 
There were a few such instances in literature. 

Dr. Frank VAN FLEET of New York said that it 
was less strange perhaps than it seemed on the face of 
it that two minds working along the same channel 
should have the same thoughts. The trite saying that 
“there was nothing new under the sun,” he said, was 
exemplified in the statements made by Dr. Roosa. 
He had never been able to convince himself that ambly- 
opia was necessarily the result of disuse of the eyes. 
When one looked at an object two images were formed 
and the perception of these took place in the brain. 
If two images were formed in the brain, as well as in 
the eyes, he thought it naturally followed that there 
must be some force in the brain which caused vision 
of these two objects and, therefore, amblopia was not 
a correct term to use in speaking of the condition as 
applied to the eye, but the amblyopia was the result 
of some cerebral condition. He believed it possible 
for some people to develop visual centers in the brain 
which otherwise would not be developed. In his 
early youth Dr. Van Fleet was left handed, but by 
education he acquired the use of his right hand until 
he forgot how to write with the left hand. This was 
to him a very peculiar thing and, in his work, he some- 
times forgot whether he was using the right or the left 
hand. This applied to the brain in vision as well as 
in other parts of the body. He said he believed it 
was possible not to develop this center. He could 
conceive how a condition might exist wherein it was 
impossible to overcome amblyopia, whether it existed 





from birth or was acquired. He had seen cases, he 
had no doubt, in which he knew that such development 
was impossible. 

Dr. Lucien Howe of Buffalo was struck by the fact 
that comparatively little was positively known regard- 
ing this subject. Those cases which were of central 
origin were seen in which vision could not be improved. 
He reported a case similar to the one Dr. Roosa re- 
ported. With regard to the treatment of strabismus 
he said that while the general impression was that 
division of the muscles was the proper thing to do 
followed by the education of the other eye afterwards, 
the first was easy but the second was not. The stere- 
oscope offered an advantage in which the vision of the 
good eye was made less and to such an extent that the 
patient could not help using the bad eye. Therefore, 
he believed that the treatment of strabismus became 
an important point and should not be underestimated. 

Dr. Francis VaLk of New York said the paper 
brought up the question as to whether there was such 
a thing as congenital amblyopia. He believed there 
was. In other words there were certain people born 
with a degree of blindness which could not be recovered 
from. He said he had seen a number of such cases. 
The case reported by Dr. Roosa was unusual because 
it occurred under certain conditions in which one eye 
vision was completely lost. He recently had seen a 
case that was unquestionably amblyopic in both eyes. 
The patient had always used both eves, always able 
to fix them upon the object and, so far as he remem- 
bered, always with the same vision. Examination of 
the eyes some eight years before showed vision as it 
was to-day. Yet this patient was a barber and per- 
formed his work by the sense of touch. Unquestion- 
ably this was a case of loss of vision, without squint 
or conception of the image, the patient not being able 
to see at all. He believed this was a case of congenital 
amblyopia. 

Dr. A. Epwarp Davis of New York ‘said he had 
examined the patient reported by Dr. Roosa. He said 
he had under his care a patient, twenty-five years of 
age, who only used one eye and who had binocular 
single vision. Another case he had that had been 
operated upon when a child and whose eyes were not 
perfectly straight. He saw him twenty years after 
the first operation. After the use of the stereoscope, 
he got the use of both eyes again. He was out of his 
care for three years when he was found to be in his 
original condition. 


BILIARY DRAINAGE IN OPERATIONS ON THE GALI 
BLADDER AND BILIARY DUCTS. 


Dr. Evcrne A. Smitx of Buffalo related in detail 
some twenty-five cases of biliary disease that he had 
operated upon during the past two years. where drain- 
age of the biliary region had given most satisfactory 
results. He thought that drainage lessened the ten- 
dency to relapse and to persistence of low grade symp- 
toms. In some cases the discharge of bile was exces- 
sive, reaching 16 to 30 oz. in twenty-four hours. Deaver 
held that biliary cirrhosis was due to biliary obstruc- 
tion, and if this was true drainage served to prevent 
damage to liver tissue and enabled the organ to throw 
off offending substances. He preferred cholecystos- 
tomy to cholecystectomy; in the latter the mortality 
was 6% while in the former only 2%. In his series 
of 25 cases there had been but two deaths. 


REPORT OF A CASE OF VASO-MOTOR DISTURBANCE CAUSED 
BY EXPOSURE TO SUNLIGHT. 


Dr. SamMuEL B. Warp of Albany reported a case of 
erythema and urticaria, with a condition resembling 
neurotic edema caused by exposure to the sun. There 








Vou. CLI, No. 13] 


BOSTON MEDICAL AND SURGICAL JOURNAL 


379 





was a history of muscular rheumatism. There was no 
purpura and no nephritis, digestive disturbance with 
much formation of gas, but no colic. 

Dr. AnranaM Jacori of New York spoke of a pa- 
tient whom he had kept on nitrate of soda for months; 
she could not take nitro-glycerin. He gave her 
1-200 gr. of nitrite of soda which she could take 
and with relief. 

Dr. E. Woop Ruaatess of Rochester reported the 
case of a young girl who was in apparent good health 
except that she was constipated and she had irregular 
menstruation. During the past two years when in 
the cold air an eruption similar to urticaria appeared, 
but was confined to the face which became slightly 
flushed. This condition would last so long as she was 
exposed to the open air. When she returned to a warm 
room the condition gradually disappeared. Some 
authorities had stated that the condition was not 
symmetrical, but in the patient it was symmetrical. 
He regarded it as a vasomotor neurosis. 

Dr. B. O. Kinnear of Clifton Springs said that the 
condition might be central in origin. In many cases 
by applying cold water over the spine one could over- 
come the excitement of terminal points of nerves. In 
some cases the actinic rays caused an erythema in those 
cases in which the nerve centers were hyperemic. 
Slight excitement would induce a hyperemia, then a 
congestion, changing to eczema, ete., In various cases. 
He suggested that perhaps such remedies like ergot, 
or bromide of potassium might possibly be of benefit 
in these cases. 

Dr. FrepEric C. Curtis of Albany believed that 
these cases were cases of idiosyncrasy. One of the 
most curious things that occurred in one’s medical 
experience he thought to be concerning urticaria result- 
ing from some: local irritation; some believed it was 
a neurosis and some did not. Some were affected 
by mosquitos, some by fleas, and some by sleeping 
between sheets. There was but one remedy and that 
was ‘‘ Avoid the cause.” 


SYMPOSIUM ON CEREBROSPINAL MENINGITIS. 


PATHOLOGY AND BACTERIOLOGY OF CEREBROSPINAL 
MENINGITIS. 


Dr. W. T. Councitman of Boston said that this 
disease deserved this the name of meningo-encephalitis 
on account of the connection of blood vessels and 
lymphatics. The inflammation involved not only 
the serous membranes of the brain, but also the brain 
itself. The way in which infectious agents gained 
access was not definitely known. Infection might 
take place by the blood or bv extension from some 
other organ. All of the cord and brain might be 
affected, but usually the cord was more affected. 
Bacteria of pyogenic nature, as diplococcus intracel- 
lularis meningitidis, pneumococcus and streptococcus 
might produce acute meningitis. In acute cases the 
first of these was found to be present in every instance, 
but it was rarely found in cases of a chronic nature. 
There had been four epidemics of cerebrospinal menin- 
gitis in Massachusetts since 1809, the mortality ranging 
from 20% to 75%. In the Boston City and Massa- 
chusetts General hospitals there had been 61 autopsies 
since 1898, in 13 the diplococcus meningitidis was 
found; in 8 the disease seemed to be due to the same 
cause although cultures did not show the presence of 
this organism. The diplococcus had a feeble vitality 
and was difficult tostudy. Statistics showed a gradual 
decline in the number of cases in recent years. He 
thought the diplococcus intracellularis to be respon- 
sible for primary cases. According to statistics every 
case in which the pneumococcus or streptococcus was 
found by spinal puncture had been fatal. It seemed 





evident that these micro-organisms were more severe 
on the tissues of the central nervous system than the 
diplococcus of cerebrospinal meningitis. Epidemics 
seem to occur at more or less regular intervals although 
sporadic cases were constantly occurring. During 
epidemics the disease seemed to be especially virulent. 
The micro-organism has a tendency to die out quickly 
on any kind of a culture medium. In the laboratory 
it is very difficult to grow the organism successfully. 
As a rule it has but little effect on the ordinary labora- 
tory animals. 


SYMPTOMATOLOGY AND DIAGNOSIS. 


Dr. H. L. Eisner, Syracuse, said the cerebrospinal 
meningitis was endemic in his locality. There had 
been 175 deaths from this disease in Syracuse during 
the past eleven years and 499 had been reported as due 
to meningitis. There had been an epidemic within 
the last two years, and curiously no cases were admitted 
to the hospital during the epidemic, while at other 
times an occasional case turned up. While cerebro- 
spinal meningitis usually occurred in the homes of the 
poor it was also found under favorable sanitary con- 
ditions. It very rarely affected adults. Some ten 
years ago an epidemic of the disease occurred on board 
the U. 8. S. Minneapolis and, although there were 
1,450 men on board the vessel, which was supposed 
to accommodate only 500, only 23 men became infected 
and of these only 6 died. It rarely attacks those over 
forty years of age and one attack is supposed to give 
immunity. It frequently happened that other infec- 
tive diseases ran their course alongside of cerebrospinal 
meningitis and seemed to bear some relation to it, as 
acute anterior poliomyelitis, Landry’s paralysis, etc. 
Mental worry and fatigue seemed to be a predisposing 
cause of the disease. Sometimes it was not confined 
to the central nervous system, but produced metastatic 
lesions, especially in the joints. The pneumococcus 
has been found in the joints in many instances. Ker- 
nig’s sign was present in a majority of the cases, though 
he did not regard it as pathognomic. He thought that 
its early presence taken in conjunction with certain 
brain symptoms might permit an early diagnosis. 
Lumbar puncture was an important diagnostic help. 
It used to be considered that the appearance of the 
fluid gave important information, but it was now known 
that this was not to be relied upon. The finding of 
the diplococcus intracellularis demonstrated the diag- 
nosis without a doubt. 

(To be continued.) 


_ 





Kiecent Diterature. 


First Principles of Otology. A Textbook for 
Medical Students. By Aubert H. Buck, M.D., 
New York City, Clinical Professor of Diseases 
of the Ear, College of Physicians and Surgeons, 
Medical Department of Columbia University, 
New York; Consulting Aural Surgeon, New 
York Eye and Ear Infirmary and the Presby- 
terian Hospital. Second edition. New York: 
Wm. Wood & Co. 1903. 

Undergraduate medical students require a 
book which shall give them in small space the 
essentials of otology, and the present volume 
seems to fill this demand. Designed primarily 
for the use of the author’s students, it has met 
with such favor that it has seemed desirable that 
the students of other medical schools should also 
have the privilege of using this second edition. 
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THE OCCUPATION OF NURSING. 

On Friday of this week a conference is to be 
held in this city to consider the question of torm- 
ing an association of those interested and actively 
engaged in advancing the cause of nursing. It 
is hoped that through the formation of such an 
association more uniform methods of training, 
higher standards of education, more effective 
cooperation between the medical profession and 
nursing and more serviceable relations between 
nurses and those needing their services may be 
brought about. It is announced that Dr. R. C. 
Cabot will deliver an address upon “ The possible 
uses and benefits of the proposed association.” 
A long list of representative names, headed by 
President C. W. Eliot, is appended to the circular 
which announces the aims of the meeting. 

If this meeting fulfils even a part of the object 
which it has set itself of fundamentally improving 
the art of nursing it will have justified the efforts 
of its promoters. The tendency of the past few 
years has been toward greater codperation among 
nurses, and completer organization. With this 
has naturally come an increasing sense of the 
dignity of the calling, until it is now insisted in 
some quarters that nursing must hereafter be 
termed a profession. Whatever our personal 
opinion may be regarding the justification for 
this change of attitude, we are convinced that 
whatever tends to improve nursing as an art is 
to be encouraged, and whatever on the other 
hand tends to obscure this element should meet 
with the warmest condemnation. It is a matter 
of small consequence whether a body of women 
band themselves together as a profession, or 
under some humbler title, provided they do not 





lose sight of the object for which they exist, 
namely, simple nursing of the sick. 

Just inso far as the organization which meets 
this week insists upon this practical matter as 
the corner stone of its work, it will be of benefit. 
If it can sueceed in still further impressing upon 
nurses the extraordinary difficulty of the calling 
they have chosen, and the high qualities of mind 
and character demanded for its successful accom- 
plishment, it will be weleomed and encouraged 
by the medical profession. If, however, and here 
we see a positive danger, the main issue is 
lost sight of in organization and theory and insist- 
ence on more training, when more training is not 
needed, we cannot see in it a source of progress. 
What physicians wish is good nurses, and 
if nursing is to be a profession it must supply 
good nurses. If this can be better done by 
organization, no one can possibly object; if organi- 
zation tends towards a neglect of the individual 
patient, let us return to the simpler methods. 
These are matters for the nurses themselves to 
decide. 

The problem is a simple one to state. How 
are we to secure trustworthy, tactful, sufficiently 
trained nurses? How is the physician to be 
protected, and to protect his patient against bad 
temper, lack of judgment, carelessness, and 
tactlessness or worse, on the part of the nurse? 
Are we to expect from the nurses’ organization a 
censorship which will reduce to a minimum the 
possibility of entrance to their calling of women 
unfitted by education and temperament for the 
exacting work which it entails? or are these 
fundamentals to be forgotten in the broader 
questions which now seem to be pushing toward 
the front? If our doubts grow insistent at times, 
it is not without reason. Nursing is drudgery, 
and, so far as we can see, always will be. If the 
drudgery can be lightened, so much the better, 
but women undertaking nursing should fully 
appreciate the facts as they are before they have 
injured both themselves and their calling by 
failure when the actual test comes. The modern 
nurse is often sufficiently well trained in the 
mechanical part of her art, when she falls lament- 
ably short of the qualities which render her 
possible in a sick room. What we now need is 
tact, and willingness to work, and common sense, 
perhaps difficult qualities to instil, but none the 
less essential. We trust, if the association to 
which we have alluded is formed, that it will 
give a share of its attention to these prosaic mat- 
ters, and recognize the pitfalls into which it may 
easily fall under the present policy of expansion. 
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REPORT OF THE CRAIG 
EPILEPTICS. 

WE have for several years looked to the Craig 
Colony as an example of the best and most pro- 
gressive work in the colony treatment of the 
epileptic in this country. The eleventh annual 
report of this colony for the year ending Sept. 
30, 1904, is in our hands, and bears ample evi- 
dence of the spirit of research as well as the im- 
proved methods of care for the bodily wants of 
the inmates. The population has naturally 
changed more or less from year to year. The 
year under consideration showed a total of 893 
with a preponderance of males over females of 
upward of one hundred. In spite of this large 
number who were resident at the institution in 
September of last year, there were nearly seven 
hundred seeking admission, a commentary both 
on the increasing popularity of this method of 
care and of the deplorable need of increased ac- 
commodation. A protest is, however, entered 
against the treatment of idiot and imbecile epilep- 
ties at the colony. It is maintained that for this 
class the system is not desirable and that other 
provision in a separate institution should be made 
for this most helpless portion of the epileptic 
population. “The colony system should stand 
only for epileptics capable of enjoying and deriv- 
ing benefit from its many advantages,” is the 
attitude assumed by the management. 

It is an unfortunate fact that the appropriation 
granted by the state has been insufficient to ac- 
complish needed improvements. [or the past 
two or three years the appropriations have been 
cut to the lowest possible figure, reaching last 
year the smallest in the history of the colony, 
$13,000. The report of Dr. W. P. Spratling, 
Medical Superintendent, is of great interest as 
showing what may be done under decided dis- 
advantages toward the development of a great 
charity. During the eight and a half years of 
the existence of the colony fifty-seven houses, 
capable of accommodating a thousand patients, 
have been constructed, and an enormous amount 
of work done toward improvement of the land 
and development of the farms. Dr. Spratling 
takes a somewhat more hopeful view than that 
ordinarily entertained regarding the treatment 
and possible cure of the epileptic. He states, 
in spite of the chronic character of the disease as 
it usually appears at the colony, that 54% of all 
epileptics admitted have been cured. He men- 
tions one case entering the colony after having 
been an epileptic for sixteen years, during which 


COLONY FOR 


seizures, who was discharged recovered in 1898, 
after two and a half years’ treatment. This 
patient has remained perfectly well up to the 
present time. Dr. Spratling dogmatically states 
that epilepsy belongs to the curable diseases, and 
he speaks from an experience which few others 
have had. This is encouraging, and in itself justi- 
fies what is being attempted for the relief of 
this class of patients. 

A portion of the general report, to which many 
will turn with interest, is that of the resident 
pathologist, Dr. B. Onuf. When Dr. Onuf under- 
took the pathological work at the colony, the 
laboratory and its equipment was insufficient. 
This has in great measure been rectified, and, 
although more room is still needed, facilities are 
adequate for the detailed study which Dr. Onuf 
has set himself to carry out. Naturally, small 
results have as yet been obtained, but it is clear 
from a perusal of this report that no pains are to 
be spared in making the most thorough-going 
pathological investigations of the material at 
his disposal. We shall look with interest to 
future reports for the progress of this work, which, 
so far as we are aware, is nowhere in this country 
being undertaken in so painstaking a fashion as 
at the Craig Colony. 

The work being done at this institution, as well 
as at the colony in Massachusetts, is sure to be 
productive of most valuable results. These 
results have already begun to show themselves 
in the increased interest which the study of 
epilepsy is arousing, and in the ¢linical and, to 
a less degree, pathological conclusions which 
have already been reached. 


in 
> 





PRESIDENT ROOSEVELT’S ADDRESS AT THE 
JNITED STATES MEDICAL SCHOOL. 

PRESIDENT ROOSEVELT has entered a somewhat 
new role in addressing the graduates of the 
United States Medical School at Washington on 
matters pertaining to their profession. The 
address is characteristic and reiterates many 
matters which are of much importance to the 
profession of medicine. After eulogizing the 
family doctor, the President drew attention to 
the fact that physicians entering the navy will 
have an opportunity to study tropical disease 
denied to their stay-at-home brothers. A matter 


which no doubt struck an answering chord among 
his hearers was that every effort should be 
made by the Government to provide adequate 
means for the prosecution of this and other 





he had had between fifty and sixty thousand 
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demned in no uncertain words the tendency to 
complain of results and yet fail to provide ade- 
quate means of obviating such results. The 
responsibility of providing for a satisfactory 
medical service rests with the people, and their 
representatives, and to the people and those 
representing them should be given the blame when 
failure comes, if such provision be not made. Evi- 
dently the President spoke feelingly, and with a 
keen remembrance of the miserable failures in the 
medical service following and during the Spanish 
war. It is also clear that he places the blame 
where it justly belongs, not upon the medical men 
themselves, but upon the system of which they 
were the victims. Within a few days, we have 
received from the War Department two large 
volumes on the ‘ Origin and Spread of Typhoid 
Fever in United States Military Camps during 
the Spanish War of 1898,’’ prepared under the 
direction of the Surgeon-General of the United 
States Army by Drs. Walter Reed, Victor C. 
Vaughan and Edward O. Shakespeare. No 
doubt this is a valuable contribution to the study 
of typhoid fever, but it offers a somewhat melan- 
choly commentary on the President’s words to 
which we have just alluded. The address in 
general should have proved most stimulating to 
those about to enter on their medical work, appeal- 
ing as it did not only to the medical side of their 
calling, but also to their larger relations to the 
Government. 


_— 
> 





MEDICAL NOTES. 


Dr. RupotpH Matas. — The colleagues and 
students of Dr. Rudolph Matas, professor of 
surgery at Tulane Medical School, New Orleans, 
celebrated Sunday, March 19, the twenty-fifth 
anniversary of his graduation from that school, 
by the presentation of a handsome silver service. 


BOSTON AND NEW ENCLAND. 


Acute Inrectious DiIsEAsEs IN Boston. — 
For the week ending at noon, March 29, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 23, scarlatina 32, typhoid fever 5, 
measles 10, tuberculosis 47, smallpox 0. 

The death-rate of the reported deaths for the 
week ending March 29, 1905, was 18.9. 


Boston Mortauity Statistics. — The total 
number of deaths reported to the Board of Health 
for the week ending Saturday, March 25, 1905, 
was 209, against 237 the corresponding week of 
last year, showing a decrease of 28 deaths, and 








making the death-rate for the week 17.75. Of 
this number 106 were males and 103 were females; 
200 were white and 9 colored; 119 were born in 
the United States, 89 in foreign countries, and 1 
unknown; 39 were of American parentage, 140 
of foreign parentage, and 30 unknown. The 
number of cases and deaths from infectious dis- 
eases reported this week is as follows: Diphtheria, 
25 cases and 4 deaths; scarlatina, 41 cases and no 
deaths; typhoid fever, 3 cases and 1 death; 
measles, 10 cases and no deaths; tuberculosis, 47 
cases and 27 deaths; smallpox, no cases and no 
deaths. The deaths from pneumonia were 36, 
whooping cough, none, heart disease 23, bron- 
chitis 6, and marasmus 1. There were 5 deaths 
from violent causes. The number of children 


who died under one year was 32; the number 


under five years 44. The number of persons 
who died over sixty years of age was 64. The 
deaths in public institutions were 62. 


New Mepicat ScHoou ror DartmMouts. — It 
is announced that a new medical school for 
Dartmouth College is to be constructed in place 
of the one now in use, which dates back upwards 
of one hundred years. It is said that the cost 
of the new building will be $30,000, much of 
which has already been raised among the alumni. 


NEW YORK. 


Dratu oF A Nourse. -— Miss Blauvelt, for the 
past six months a nurse in the Harlem Hospital, 
died on March 20, from cerebrospinal meningitis, 
contracted apparently from patients suffering 
from the disease whom, she had been nursing in 
the hospital. 


CrowpING OF BELLEVUE Hospitrau. — On 
March 20, there were 1,041 patients in Bellevue 
Hospital, the largest number recorded in the 
history of the institution. The congestion at 
the hospital has been in a measure relieved by 
the four tent-covered pavilions recently placed 
on the grounds. These accommodate 112 pa- 


tients, and the total capacity at Bellevue is now 
1,100 beds. 


New MAnunatTtan Eye AND Ear INFIRMARY. — 
Ground for the new Manhattan Eye and Ear 
Hospital in East 64th Street was broken on 
March 23 with public exercises. Mrs. Agnew, 
the widow of the late Dr. Cornelius R. Agnew, 
to whom the institution owed its existence, re- 
moved the first shovelful of earth, and Dr. Andrew 
H. Smith made an address in which he reviewed 
the history of the hospital. The ground for the 
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new building cost $125,000, and the estimated 
expense for the building, fully furnished and 
equipped, is $600,000. There are to be sixty 
rooms for private patients and accommodations 
for 150 ward patients, in addition to large out- 
patient departments. 


CEREBROSPINAL MENINGITIS COMMISSION. — 
The cerebrospinal meningitis commission ap- 
pointed by President Darlington met at the 
Health Department building on March 21 and 
organized. A second meeting was held on the 
24th, at which clinical reports were received. 
The bacteriological work of the commission is 
being carried on at the Carnegie Laboratory, 
the laboratories of the Rockefeller Institute and 
the Long Island College Hospital. Prof. T. 
Mitchell Prudden of the College of Physicians 
and Surgeons has been appointed consultant to 
the Commission. 


ARREST OF A FRAUDULENT PRACTITIONER. — 
Dr. R. N. Mayfield has been arrested and held 
in $2,500 bail on the charge of practicing medi- 
cine under an assumed name, that of Prof. Robert 
Koch of Berlin. The arrest was caused by the 
Medical Society of the County of New York, 
acting through its counsel, who accused him of 
having signed the name of Dr. Koch to a letter 
given to a woman detective employed by the 
society. In an affidavit the latter states than on 
Feb. 3, she called at the office of Mayfield, who 
said he was Professor Koch. He pronounced 
her in the first stages of consumption and stated 
that the charge for treatment would be $15 a 
month, in advance. She paid $2 down and said 
she would return later in the month to pay the 
balance. 


CONVICTION OF AN ABORTIONIST. — The Appel- 
late Division of the New York Supreme Court 
has unanimously approved the judgment of the 
Court of General Sessions in the case of Dr. 
Edward E. Conrad, the advertising abortionist 
who was convicted of an attempt to perform a 
criminal operation. Conrad, it will be remem- 
bered, was tried before Recorder Goff, and was 
sentenced to state prison for not less than one 
year nor more thantwo. The case was instituted 
by the County Medical Society, and the conviction 
was brought about by means of a trap which had 


been arranged by its counsel, detectives being 


present in the apartment where the operation 
was to be performed. The defense was that as 


the defendant had been lured into the commission 


of the alleged overt acts he could not be punished 


Miscellanp, 


—_—_—— 


THE AGE LIMIT AGAIN. 


JupGiNG from a recent editorial in the British 
Medical Journal, our contemporary and the Eng- 
lish people in general have taken the Osler epi- 
sode with calmness, if not with an entire agreement 
in the conclusions reached by Dr. Osler. We 
append a part of our contemporary’s comments: 


Our American cousins, who are obsessed by the fixed 
idea that the Britisher is impervious to humor, seem 
to have taken the matter too seriously; if the English 
novelist could have foreseen what was to happen, he 
would doubtless have followed the considerate example 
of Artemus Ward and guarded against misunderstand- 
ing by adding, “ This is a goak.” 
On the general question we agree with Dr. Osler that 
in the case of physicians and surgeons to hospitals, 
military and naval officers, heads of administrative 
departments and officials of all kinds, a limit of age is, 
as a general rule, beneficial. If we consider only the 
individual, nothing is more pathetic than the veteran 
who lags superfluous on the stage; but regarded from 
the wider outlook of the public interest, nothing can 
be more mischievous than the retention of positions of 
authority by men whose minds have become fixed by 
long habit in a mold of routine and tradition. It 
would be well if the example of the French professor 
who preferred to leave his chair rather than fall out of 
it were more widely followed. But if the arbitrary 
limit fixed by Professor Osler were adopted as a hard 
and fast rule of public life the realm of intellectual 
achievement would be incaleulably the poorer. The 
world, in the spiritual as well as the political spheres, 
is largely governed by men who, under Professor Osler’s 
rule, should have been compulsorily retired long ago, 
and in all departments of literature, art and science, 
work of the highest value has been and is being done 
by men whose tale of years exceeds threescore. 
Professor Osler’s statement that all the best intellec- 
tual work is done by men under forty is not by any 
means borne out by facts. Goethe, indeed, said that 
no man got a new idea after forty, but this hard saying 
is absolutely contradicted by experience. To Dr. 
Osler’s dogmatic assertion we oppose an equally positive 
statement by an oracle of at least equal authority. In 
his speech on copyright delivered in the House of Com- 
mons in 1841, Macaulay said: “ It is the law of our 
nature that the mind shall attain its full power by slow 
degrees; and this is especially true of the most vigorous 
minds. Young men, no doubt, have often produced 
works of great merit; but it would be impossible to 
name any writer of the first order whose juvenile per- 
formances were his best. ‘That all the most valuable 
books of history, of philology, of physical and meta- 
physical science, of divinity, of political economy, 
have been produced by men of mature years, will 
hardly be disputed. The case may not be quite so 
clear as respects works of the imagination. And yet 
I know no work of the imagination of the very highest 
class that was ever, in any age or country, produced 
by a man under thirty-five. Whatever powers a youth 
may have received from nature, it is impossible that 
his taste and judgment can be ripe, that his mind can 
be richly stored with images, that he can have observed 
the vicissitudes of life, that he can have studied the 
nicer shades of character. How, as Marmontel very 
sensibly said, is a person to paint portraits who has 
never seen faces? On the whole, I believe that I may, 
without fear of contradiction, affirm this, that of the 





therefor. 








good books now extant in the world more than nineteen 
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twentieths were published after the writers had attained 
the age of forty.” 

This is in accord with the fact — which can scarcely 
be denied except by those who love paradox more than 
sober truth — that the intellectual powers do not reach 
the stable equilibrium of full and harmonious develop- 
ment till the age of forty or even later. 


i 
> 


DR. WILLIAM W. IRELAND’s FIFTIETH 
ANNIVERSARY. 

Dr. Wittiam W. IRELAND was _ presented, 
March 4, on the occasion of the fiftieth anniver- 
sary of his medical graduation, with an illuminated 
address and a pocket book with a sum of money. 
The ceremony took place in the Library of the 
Royal College of Physicians, Edinburgh. Dr. 
Playfair, President of the College, was in the 
chair, and there was a large attendance of medical 
men from all parts of the country. Dr. Clouston 
made the presentation. 

The following is a copy of the address: 





You entered your profession at an epoch when 
modern medicine was laying its foundations on a scien- 
tific basis. Your teachers in the University of Edin- 
burgh were men of the highest gifts, and, catching their 
spirit, you have yourself worked hard for the advance- 
ment of medicine and the abatement of human suffer- 
ing in many important ways. Severely wounded at 
the outset of your career in gallantly doing your duty 
during the Indian Mutiny, and suffering from the effects 
of that wound ever since, you have not taken life easily 
or spared yourself the fatigue of special brain effort. 
In literature, in science, and in history you have made 
your mark on your time. You have opened up a new 
path in biography by your application of medico- 
psychology and studies in heredity in the elucidation 
of the lives of men who have made history. Showing 
how well you hit the mark, one of those studies of an 
Emperor of Russia was excluded from circulation in 
that country. These studies were not only scientific, 
but were also vivid and interesting to all intelligent 
readers. “ The Blot upon the Brain ” and “ Through 
the Ivory Gate ” will, we feel assured, hand down your 
name to coming generations. 

In that department of medicine which you have made 
especially your own you have built up a world-wide 
reputation. The ‘ Mental Affections of Children ” 
is our standard work on developmental defects of the 
mind. Combined with your practical work in this 
department at Larbert, that book makes the profession 
of medicine and humanity your debtor. Your original 
papers on mental and nervous disease and on many 
other departments of medicine, scattered in many 
journals, are all of much interest and value. Your 
numerous translations and abstracts of important 
papers in foreign journals have been of great use to 
your readers, and showed that you were willing to under- 
take even the drudgery of science on their behalf. 
Many foreign scientific societies have shown their 
appreciation of your work by conferring on you their 
honorary membership. 

Your life has been one of steady effort. Your stores 
of knowledge, through your extensive reading, have 
always been willingly placed at the disposal of your 
professional brethren. To few of their profession could 
they go with such a certainty of help for valuable 
references, ‘ 

Above all those merits, your personal character, 
combining modesty and genial humor, earnestness and 
truthfulness, have won our respect and affection. We 





desire most cordially to express to you our wishes for 
a long and happy life of still further usefulness. We 
believe that you will always enjoy the happiness of the 
man who “ keeps himself simple, good, sincere, grave, 
pera, a friend to justice, considerate and strenuous 
in duty. 





Correspondence, 


AN ATTEMPT TO OBTAIN A USEFUL READY- 
MADE SHOE. 


Bosron, March 20, 1905. 

Mr. Eprror: The custom of wearing shoes is so universal 
among the western civilized nations that anything that 
promises to make less prevalent the all too common shoe 
deformities is worthy of consideration. 

As Dr. Bradford said at a recent medical meeting, when 
shoes were under consideration, “‘ The requirements of 
modern society demand different styles of shoes as well 
as varieties of clothing.” A shoe suitable for an evening 
function would be a vicious walking appliance, and vice 
versa, a proper walking or working shoe would hardly be 
tolerated in the drawing room. Fashion will perhaps 
always dictate the evening shoe, but surely Reason may 
have a voice in shaping the footwear in which the greater 
number of hours are spent, in which nearly all the ex- 
ercise is taken, and by which foot deformities are most 
readily produced. 

There have always been sporadic lasts which have been 
less vicious than the commoner shapes, and which occa- 
sionally have had positive merit. They have usually 
been manufactured by concerns of only local reputation, 
and have often been transitory forms, which, after a year 
or two of advertising or a season or two of failure, have 
been given up by the manufacturer and unobtainable by 
the physician. 

That there is a place, however, for a shoe which from 
the manufacturer’s point of view shall not be so ugly as 
to be unsalable, and from the physician’s point of view 
shall be built on such anatomical lines as to be as far as 
possible non-deforming, is undoubted. 

The need for such a shoe is felt most keenly in an ortho- 
pedic clinic, and the requests are so frequent that the 
demand seems unquestionable. Custom-made shoes on 
good lines are still possible to the affluent, though exceed- 
ingly difficult to obtain. Ready-made shoes in non- 
deforming and _ respectable-looking shapes are nearly 
impossible to persons of limited means. Compromise on 
the more unessential points on the part of the physicians 
and an apparent willingness on the part of the manu- 
facturers to listen to considerations other than those 
purely mercenary has resulted in the production of a 
series of lasts that represent a step toward the solution of 
the problem. 

The number and the character of the men who have 
been interested in the conferences with the manufacturer 
and the last maker clear the scheme at once from any 
suggestion of mercenary profit on the part of any of the 
physicians. 

The project had its inception in the following manner: 

One of the members of the firm of the Sorosis Shoe Com- 
pany was a patient with a mild grade of beginning flat 
foot. A light plate was successful in relieving annoying 
symptoms. A properly-made shoe would probably have 
accomplished the same result, but no such shoe was avail- 
able. Personal considerations always stimulate more 
than need for general reform, and a series of conferences 
with many of the orthopedic physicians in Boston was 
held. It was an attempt to determine whether on the 
part of the doctors there was any unanimity of opinion 
as to essential features of non-deforming shoes, and if this 
was found to exist, to discover whether the manufacturer 
could produce such a shoe and put it on the market at a 
comparatively low price. 

A unanimity of opinion on essential points was found 
to exist among the physicians, and the manufacturer 
considered the business end possible. <A series of lasts 
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was produced and submitted. Various changes were 
made, and finally a shoe resulted that seemed better than 
ordinary ready-made shoes. A circular letter was now 
sent to most of the orthopedic physicians in the eastern 
cities, and the representative of the company given cards 
of introduction to these men. As far as possible the 
suggestions made were incorporated, and while no endorse- 
ment was asked or received, the attempt seemed to meet 
with general favor. These shoes have been given the 
practical trial of constant wear by some of the doctors 
and many of the hospital nurses, and in the main have 
proved satisfactory. 

The company have offered to put this shoe on the mar- 
ket, and what is of far greater importance to keep it on 
the market unchanged, except with the approval of the 
physicians who have been interested in planning its lines. 
It is not yet even theoretically perfect, and it is hoped 
that future changes may improve it as the demands of use 
make these evidently desirable. If this concern keeps 
its promise the wide distribution of the company’s stores 
will put a useful shoe within the reach of many. 


The attempt to obtain such a shoe is perhaps worth. 


reporting in order that the medical public may know at 
first hand how much or how little truth there is in any 
advertising which this firm may put out. The future 
alone will tell whether a want has been partially supplied 
or whether this last will follow most of the preceding good 
ones and either be discontinued or so altered as to lose 
such good points as it possesses. 

It is to be distinctly understood that this letter neither 
directly nor indirectly implies a criticism of several other 
good lasts which with the help of various orthopedic men 
have been put on the market. - Perhaps Boston has been 
especially fortunate in this respect. The value of this 
attempt seems to us to lie in the fact that if it proves 
adequate, this last or a better one will be obtainable at 
2 moderate price in nearly all sections of the country and 
in some of the foreign cities. 

Very respectfully yours, 


Robert B. Oscoop, M.D. 


= 
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THE CLINICAL DIAGNOSIS OF DIPHTHERIA 
IN BOSTON. 


HeaALTH DEPARTMENT. BACTERIOLOGICAL LABORATORY, 
. Boston, March 27, 1905. 

Mr. Epiror: The publication in the JourNat’s 
columns, Dee. 15, 1904, page 554, of an article by me on 
the average error in the clinical diagnosis of diphtheria 
in Boston hag led to a rather widespread misapprehen- 
sion, due in part to my failure to specifically forestall 
that misapplication of the figures given which I find has 
actually been made by many persons. 

I stated that our records showed an error in the clini- 
cal diagnosis of diphtheria, such that about 38 per cent 
of the cases reported as diphtheria on clinical grounds 
alone are not really diphtheria at all. 

The misapplication of this innocent statement which 
I have since found commonly made is to the effect that 
38 per cent of the fotal cases reported as diphtheria in 
Boston are not really diphtheria, which is of course quite 
wrong. 

The real facts are that from 70 to 80 per cent (vary- 
ing from year to year) of the total cases reported as 
diphtheria are so reported on positive cultures obtained 
at the Boston Board of Health Laboratory or at the 
South Department. ‘ 

It is therefore only the remaining 20 to 30 per cent 
(those reported on clinical grounds alone) of the total 
reported cases to which the 38 per cent discount can be 
applied; and this 38 per cent of 20 to 30 per cent is 7 
to 12 per cent. 

Since the difference between the right and the wrong 
way of using the 38 per cent discount is in the neighbor- 
hood of one third of the total cases reported, the cor- 
rection of this misapprehension through your columns 
seems well worth while. 

Very sincerely yours, 


H. W. Hitt, M.D., 
Director of Bosion Bacteriological Laboratory. 








RECORD OF MORTALITY 
FOR THE WEEK ENDING SATURDAY, MARCH 18, 1905. 























s Q | 
= | és » | Percentage of deaths from 
aS |s 8 : 

Sa |Si28\ 2] e.|4 : 

es S) a. ° 5 3 |,8 

CITIES, S8 | 33\/78| 84 84) 5S) 3 isk 
oes ed Qpy = > = a So\| a |e nD 
as BaiSo/833/ o3| 38] & Bas 
° = 36° o| $0/5°9| = |\gh2 
we |g |88|85| 83/23] b ge” 

|} 80} Soi asl & 8 
New York . .| 3,908,644 1,526 | 436/ 27.57) — | 2.22| .52| 4.72 
Chicago . . - | 1,990,750 | 557 | 184 | 24.41 18.48; 1.97/| .36 — 
Philadelphia | 1,407,968 | 589 161 _ _ ee) ee aie 
St.Louis .. 33, _ —-| — — ee | Fae 
Baltimore. . 542,229 199 49 | 25.30 | 19.18) 1.87] .19 38 
Cleveland. .| 444,251) — _— _ _ <i) po =e 
Buffalo ...! 400,645) — _— _ — = a 
Pittsburg ..| 362,403) — — a — _ — = 
Cincinnati. .| 338,277 _ _ = sans Fe _ ce 
Milwaukee .| 325.990 — = = =~ <a * ne 
Washington.| 300,776; — a = = os = we 
Providence .| 196,744 | 72 16 13.88 19.43 —| = = 
Boston ...]} 617,950 233 53 19.74 | 18.45 2.57) 1.29 1.29 
Worcester. .| 136,925, 36) 11) 8.33 13.88, — —_ mas 
Fall River. .| 119,349 | 35 15 | 20.00 | 54.28 _ — eae 
Lowell .../| 104,402 | 38 7 | 10.52 | 18.41 _ a=] S69 
Cambridge .j| 100,998 80 6 | 16.67 | 26.67 — | 3.33 — 
Lynn ....-| 173,875 23 4| 8.70 | 26.08) 4.35 —| 4.35 
Lawrence ..| 72,348 29 12 20.69 | 20.69 _ —| 3.45 
Springfieid .| 72,020) 18 4 | 16.67 | 5.55 —| —!|] 555 
Somerville .| 70,413 | 30 5 | 13.33 | 13.33 =|) -<w'}- 338 
New Bedford | 68,863 | 17 8/| 5.88 | 17.65 —|; — = 
Holyoke. ..| 50,538 10 5 | 20.00 | 10.00 —!| —/ 10.00 
Brockton .. 46,601 8 0 12.50 _ — a mae 
Newton ... 39,310 8 5 | 12.50 | 12.50 | 12.50 _ a 
Haverhill ..| 389,061 | 10 1 30.00 | 40.00 — 10.00 fe 
Malden ...{| 37,205! 10 2 — 10.00 = aoe oe 
Salem ....} 37,188| 7| 1/1430\2360/ —| —| — 
Chelsea ...| 36,499 | 10 5 20.60 | 20.00 _ a ns 
Fitchburg . . 36,335 | = — _ -_ — = 
Taunton... 34,577 | 22 9 | 22.72 | 13.63 — | 4.54 _ 
Everett ...)| 30,209 7 4 — — — = = 
North Adams; 29,201 3 0 33.33 _— = _ 
Quincy ..-.| 26,798 9 | 1 | 22.22 | 22.22 _ —' 111 
Gloucester .| 26,121); — _ _ a _ -_ _ 
Waltham .. 25,797 10 1 20,00 | 2¢.00 1000 = _ 
Brookline. .; 23,576 — a _ me = asin 
Pittsfield ..| 22,870 - — — _ = = a 
Medford ..| 91956; 3! 1/3393; —! —| —| = 
Chicopee . .| 21,692 7 4 | 14.30 14.30 _ —! 14.30 
Northampton | 20,314 4 0 | 25.00 — 2500 ~ _— 
Beverly ...j| 15,807 5 — 20.00 — _ < ps 
Leominster . | 15,711 3 — 6667 a —_ _ -_ 
Clinton ...| 15,694 3 1 — a _ _ _ 
Adams ...| 14,745 oo —_ _— _ a a ais 
Attleboro ..| 14,561 5 | 2 40.00 _ - — | 20.00 
Hyde Park .| 14,500 6 0; — _ eS Be 
Newburyport) 14,47 8 3 — 25.00 —_ = _ 
Woburn.../| 4,315 3 2 — | 66.67 _ _ _ 
Melrose ...| 18,819 5 3 — 20.00 _ _ -_ 
Westfield . ./| 13,809 9 Ll uh) 2.2 a - — 
Milford ...! 13,771 - = — — pa mei pace 
Marlboro .. 13,609 9 0 44.44 | 11.11 — — 
Revere .../| 13,609 1 _ — _ saat = a 
Framingham | = 12,974 3; 1 - - - - _ 
Peabody .. 12,406 _ _ aa pe en me _ 
Gardner... 12,324 4 — 235.00 —_ _ = a 
Southbridge . | 11,716 3 3 33.33 66.67 = —_ —_— 
Watertown . 11,575 5 0 20.00 20.00 a ve = 
Weymouth 11,350 2 1 = — _ - _ 
Plymouth. ./| 11,139 = _ _ _ —_ = = 





Deaths reported, 3,634; under five years of age, 1,026; princi- 
pal infectious diseases (smallpox, measles, cerebrospinal 
meningitis, diphtheria and croup, diarrheal diseases, whoop- 
ing cough, erysipelas, fevers and consumption) 868; acute 
lung diseases 402, consumption 414, scarlet fever 37, whooping 
cough 20, cerebrospinal meningitis 87, smallpox 4, erysipelas 
18, puerperal fever 26, measles 20, typhoid fever 36, diarrheal 
diseases 121, diphtheria and croup 66. 

From whooping cough, New York 5, Chicago 11, Philadelphia 
2, Baltimore 1, Lowell 1. From scarlet fever, New York 25, 
Chicago 2, Philadelphia 2, Baltimore 1, Providence 2, Boston 
2, Lawrence 2, Quincy 1. From cerebrospinal meningitis, New 
York 72, Philadelphia 2, Baltimore 1, Boston 3, Lowell 1, Lynn 
1, Lawrence 1, Springfield 1, Somerville 1, Holyoke 1, Quincey 
1, Chicopee 1, Attleboro 1. From smallpox, New York 1, 
Chicago 3. From erysipelas, New York 8, Chicago 2, Phila- 
delphia 1, Baltimore 1, Boston 8, Cambridge 1, Haverhill 1, 
Taunton 1. 

In the seventy-six great towns of England and Wales, with an 
estimated population of 15,609,377, for the week ending March 
11, 1905, the death-rate was 17.2. Deaths reported 5,145; acute 
diseases of the respiratory organs (London) 187, whooping 
cough 132, diphtheria 58, measles 178, smallpox --, scarlet 
fever 37. 

The death-rate ranged from 7.5 in Wallasey to 28.9 in 
Merthyr Tydfil; London 17.2, West Ham 15.9, Brighton 13.9, 
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Southampton 19.5, Plymouth 16.2, Bristol 15.7, Birmingham 
16.7, Leicester 11.9, Nottingham 23.4, Birkenhead 8.1, Liver- 
pool 20.4, Wigan 27.7, Bolton 17.0, Manchester 19.0, Salford 
17.8, Halifax 15.4, Bradford 14.5, Leeds 15.9, Hull 20.4, Shef- 
field 16.8, Neweastle-on-Tyne 20.5, Cardift 17.1, Rhondda 16.7, 
Grimsby 8.4. 





METEOROLOGICAL RECORD. 


For the week ending March 18, in Boston, according to 
observations furnished by Sergeant J. W. Smith of the United 
States Signal vee 








Tae Ther. | Relative ne Velocity We'th’r 








\rom-| mometer. humidity.| of wind. |of winc $ 
jeter. S 
la lal]. . < | \ “ 
pare 8S) 8ig]./.12/ - | s/elelcle| 4 
;E lB) e 2 a a8) a a lala ala) Ss 
(22s E<a >| < a = 
laliszsisifisisi3zi gs 2/$'8'8/8/ ¢ 
l\AlAl\alaia wliAla |aolalisialoig 
Sr SS iw kx a ae eat BS Ge, a OS 
S.. 12 30.34, 32) 40} 25) 54) 39, 46) W | W_/ 10) 14) C. c. | 0} 
M. 13 30.40; 28) 36; 21; 46) 56 SIN WS E 8 9/jC.| C.| 0 
T..14 30.40) 27; 32) 22, 61) 55 58) N | EB | 10, 4/C.| C.| 
W .15 |30.52| 30) 39) 22) 47) 63 55] N |S W\/ 10; 8|C.}C.} 0 
T..16 |30.32| 35) 44) 26) 56) 52; 54) W | W!12| 8/C.!0.| 0 
F.. 17:30.25) 34) 40) 28, 58) 54, 56) N (SW) 6,14/C./ C. 0 
§..18 20.98) 51 7 36 62 55, 5S WS W_ 10 18 0.|; 0.1; ¢ 
| | | | | 
| | | | | 
ae —=s30..31 | 42 26 54 | 0 


1 ev ton hs | 


*Q., cloudy; C., clear; F., fair; G., fog; H., hazy; S., smoky; 
R., rain; T., threatening; N., snow; —, below zero. ft Indicates trace 
of rainfall. gg Means for week. 








SOCIETY NOTICE. 

SPECIAL TRAINS FOR THE PHYSICIANS en route TO 
PORTLAND, ORE. — Arrangements have been completed under 
which the Northern Pacific Railway will run three solid special 
trains through to the Pacific coast for physicians who will go 
West early in July to attend the coming sessions of the Ameri- 
can Medical Association. The first special will run through from 
Chicago, leaving June 30 and reaching St. Paul July 1, proceed- 
ing west and stopping at Gardiner, Mont., for a five and one- 
half day tour of the Yellowstone National Park. A second solid 
special train will leave Chicago July 1 reaching St. Paul July 2, 
and proceeding west to Gardiner for a similar tour of the 
Yellowstone. <A third special train will leave Chicago July 6, 
running through to Portland with stops at several important 


points. Accommodations in the first two specials are very nearly 
exhausted. Arrangements are now being made by numerous 


small parties for space in the third special. and it is possible 
that additional trains will be arranged for, if the demand for 
reservations continues heavy. Each special will be made up of 
standard Pullman equipment, with through dining cars and 
ample baggage accommodations. The third special will arrive 
in Portland the morning before the convention opens. 





RECENT DEATHS. 


JOHN PATRICK LOMBARD, M.D., M.M.S.S., died in Dor- 
chester, March 21, 1905, aged forty-four years. 

ALEXANDER F. H. GALE, M.D., of New York, died on 
March 17, while on a trip to Bermuda, undertaken in con- 
a ae of an attack of influenza. He was born in Elizabeth, 
N. J., and was thirty-five years of age. He was graduated 
from the College of Physicians and Surgeons, New York, in 
1887, and at the time of his death was one of the assistant 
surgeons at St. Bartholomew’s Clinic. 

AMOS H. BRUNDAGE, M.D., a prominent physician of Brook- 
lyn, N. Y., and one of the founders of the New York State 
Medical Association, died on March 19. He was born at 
Benton, Pa., in 1828, and studied medicine first at the Uni- 
versity of Michigan and afterwards at the University of the 
City of New York. where he received the degree of M.D. in 
1855. He practiced at different times at Ithaca ‘and other towns 
in New York, and during the Civil War served as Assistant 
Surgeon of the Sixth Regiment, New York Cavalry. His son, 
Dr. Albert H. Brundage, toxicologist to Bushwick Hospital, 
was formerly President of the New York State Board of 
Pharmacy. 





BOOKS AND PAMPHLETS RECEIVED. 


Sixty-eight Reasons Why “‘ Glasses did not give Relief.” 
George M. Gould, A.M., M.D. Reprint. 

The Pathological Results of Dextrocularity and Sinistrocu- 
larity. By George M. Gould, M.D. Reprint. 


By 


| Reprint. 
o| 


Verhandlungen und Berichten des V. Internationalen Der- 
matologen-Kongresses. I. Band. Nord-Amerika. Bericht von 
Isadore Dyer in New Orleans. Reprint. 

Department of the Interior. Bureau of Government Labora- 
tories. New or Noteworthy Philippine Plants. By Elmer D. 
Merrill, Botanist. Manila. 1904. 

Department of the Interior. Bureau of Government Labora- 

tories. Biological Laboratory. Part I, Amebas: Their Culti- 
vation and Etiologice Significance. By W. E. Musgrave, M.D.., 
and Moses T. Clegg. Part II, Treatment of Intestinal Amebiasis 
(Amebic Dysentery) inthe Tropics. By W. E. Musgrave, M.D. 
Manila. 1904. 
: | Bacillus Pyocyaneus Septicemia Associated with Blastomy- 
| cetic Growth in Primary Wounds. By Joseph Rilus Eastman, 
M.D., and Thomas Victor Keene, M.D. Reprint. 
Transactions of the American Otological Society. Thirty- 
| 





seventh Annual Meeting, Atlantic City, N. J., July 11 and 12, 
1904. Vol. viii, Part III. 1904. 
A Popular Treatise on the Hair, its Growth, Care, Diseases 
and their Treatment. Designed for the Use of the General 
| Public. By C. Henri Leonard, M.A., M.D. Illustrated. 
| Detroit: The Illustrated Medical Journal Co. 
| Evolution of Psychiatry, or Progress in the Care and Treat- 
ment of the Insane. By William Francis Drewry, M.D. 


| Diet in Health and Disease. By Julius Friedenwald, M.D., 

and John Ruhriih, M.D. Philadelphia, New York, London: 

W. B. Saunders & Co. 1904. 
How to Study Literature. 





A Guide to the Intensive Study 
of Literary Masterpieces. By Benjamin A. Heydrick, A.B. 
(Harv.) Third edition, revised and enlarged. “New York: 
Hinds & Noble. 


Removal of Calculus in the Ureter by a New Method. B. 
Edgar Garceau, M.D. Reprint. 
Vesical Appearances in. Renal Suppuration. By Edgar 


Garceau, M.D. Reprint. 

La Cystite Chronique Rebelle. 
Reprint. 

Ueber die Erzeugung intensiver Réntgenstrahlen fiir thera- 
peutische Zwecke. Von Dr. J. Rosenthal, Miinchen. Reprint. 


Immunity from Consumption. Cause and Treatment of 
Consumption. Massage Treatment for Consumption. By 
Cyrus L. Topliff. Reprint. 

Progressive Medicine. A Quarterly Digest of Advances, 
Discoveries and Improvements in the Medical and Surgical 
Sciences. Edited by Hobart Amory Hare, M.D., assisted by 
H. R. M. Landis, M.D. Dee. 1, 1904. Philadelphia and New 
York: Lea Brothers & Co. 

Lectures on Diseases of Children. By Robert Hutchison, 
M.D., F.R.C.P. Illustrated. London: Edward Arnold. 1904. 

Some Intellectual Weeds of American Growth. By George 
M. Gould, M.D. Reprint. 

Dextrality and Sinistrality. 
Reprint. 

The New Ophthalmology and Its Relation to General Medi- 


By Edgar Garceau, M.D. 


By George M. Gould, M.D. 


cine, Biology and Sociology. By George M. Gould, M.D. 
Reprints. 

The Reception of Medical Discoveries. By George M. Gould, 
M.D. Reprint. 


Normal Histology and Microscopical Anatomy. By Jeremiah 
S. Ferguson, M.Se.. M.D. Illustrated. New York and Lon- 
don: D. Appleton & Co. 1905. 

The Nose and Throat in Medical History. 
Wright, M.D. 


The Surgery of the Diseases of the Appendix Vermiformis 
and their Complications. By William Henry Battle, F.R.C.S., 
and Edred M. Corner, M.B., B.C., F.R.C.S. Illustrated. 
Chicago: W. T. Keener & Co. 1905. 

The Harvard University Catalogue, 1904-5. 


Shall We Remove All Fibromata of the Uterus on Diagnosis. 
By Thomas B. Eastman, M.D. Reprint. 

Certain Associated Disorders of the Hepatic and Pancreatic 
Ducts and Upper Small Intestine and Their Treatment by 
Drainage of the Gall-Bladder. By Thomas B. Eastman, A.B., 
M.D. Reprint. 

La Surdité. By Dr. Marcel Natier. Reprint. 

Quatre cas de Surdité déjé ancienne traités sans succé 
plusieurs reprises. By Marcel Natier. 


By Jonathan 


sa 


Transactions of the American Gynecological.Society. Vol. 
xxiv. For the year 1904. Philadelphia: Wm. J. Dornan. 
1904. 


Aequanimitas, with Other Addresses to Medical Students, 
Nurses and Practitioners of Medicine. By William Osler, 
M.D., F.R.S. Philadelphia: P. Blakiston’s Son & Co. 1904. 


Class-Work in Practical Anatomy. By R. J. Terry, M.D. 





Reprint. 








Vor. CLII, No. 14] 


BOSTON MEDICAL AND SURGICAL JOURNAL 


387 





Address. 
THE HISTORY OF THE BOSTON SOCIETY OF 
PSYCHIATRY AND NEUROLOGY FOR 
TWENTY-FIVE YEARS.* 


BY WALTER CHANNING, M.D., BROOKLINE. 


Ir is said that nations, like individuals, by 
some mysterious law of nature are born into the 
world, and pass through various stages of growth 
after a somewhat similar process of evolution. 
Such is the case also with social institutions like 
medical societies, if such a term as social can 
fitly be applied to them. First they come into 
the world, poor little weaklings, fed by hand, 
unable to stand alone, and liable to be carried 
off by any of a score of infantile complaints. 
Then they begin to take notice, lift up their 
heads and look about to see what is going 
on around them. Later they cut a tooth or 
two, stand on their own feet as well as they 
can, and feebly try to do something themselves. 
Thus puberty is reached and, if nothing happens, 
a more or less robust adolescence. Happy and 
rare the society that attains an active, happy 
and useful adult life,—so many die of premature 
old age, and never reach the period of physiologi- 
eal senility. Is any sight sadder than that of a 
once prosperous society, which has the dry rot 
and is slowly disentegrating and dropping to 
pieces like an old hulk tied to a wharf? We can 
imagine such a society holding occasional meet- 
ings to which a few members bound to the tra- 
ditions of the past come with true hearts but 
doleful countenances. The atmosphere is gloomy, 
the papers heavy, the discussion drags. The only 
cheerful moment is like that at a funeral — the 
last, when all is over. 

Such, I rejoice to say, is not the status of this 
society; after twenty-five years of active exis- 
tence, it assembles here to-night, youthful in spirit, 
supple, full of vigor and at the very height of its 
career of usefulness. 

Perhaps we may attribute a part of its success 
to the fortunate time in which it was born. During 
these twenty-five years, progress in all branches 
of medicine has been tremendous, and psychiatry 
has felt the impulse of the wave and been carried 
far along toward the attainment of work of a 
dignified and scientific character. This has been 
in part social in its broad sense, and in part medi- 
cal, for we must not forget that both the alienist 
and neurologist have the problem of the care of 
the insane to study, as well as that of mental and 
nervous disease. Fortunately, the era of insane 
hospital construction, having reference especially 
to the first of these problems, was, in many re- 
spects, pretty well settled in the earlier years of our 
existence, and the new McLean Hospital stands 
to-day as a very practical and ideal solution. 

All honor to its builder, our fellow member, 
Dr. Edward Cowles. 

The time was also ripe, in the general progress 
of medical events, for the scientific study and 
investigation of mental diseases in this part of 


* Read at the twenty-fifth anniversary meeting, January 19, 1905, 





the world, as well as in others, and so, subtly 
and unconsciously, strong under-currents of 
energy and activity were at work to lead us here, 
in our limited sphere, to take however humble 
a share in the forward movement. 

Dr. C. L. Dana of New York has said, in refer- 
ence to this subject, in a paper read last year 
before our society:! ‘‘ There have come of late 
years much clearer ideas of the nature and rela- 
tionships of the insanities. The analysis of 
symptoms has been keener, and clinical study 
has been pursued with scientific methods and 
with an especial enthusiasm. There has been, 
in fact, a kind of intellectual renaissance in psy- 
chiatry.” 

Dr. Hoch has also said in regard to the same 
subject:? “The new impulse which is every- 
where felt in the study of psychiatry depends 
largely upon the fact that the necessity of careful 
clinical observation has become more thoroughly 
appreciated. We have passed through a period 
in which the chief salvation was sought in the 
study of anatomy and pathological anatomy of 
the nervous system, and in which clinical studies 
were more or less neglected. This tendency 
has now been overcome, while the anatomical 
studies are by no means lost sight of. In the 
clinical studies which were undertaken the neces- 
sity of a more accurate analysis soon made itself 
felt, and this led to the development of careful 
tests and of the adaptation of the psychological _ 
and physiological experimental methods to the 
special problems of psychiatry.” 

Coming now more directly to the subject of my 
paper, ‘‘ The History of our Society,” we must 
begin with the day of its birth, one cold, inclement 
day in January, 1880. The first meeting of the 
society was called by the writer and held at the 
house of that grand old man of our alienists, 
Dr. George F. Jelly. The charter members, nine 
of whom were present at the first meeting, were 
Drs. J. B. Ayer, Walter Channing, Edward Cowles, 
J. H. Denny, T. W. Fisher, C. F. Folsom, N. 
Folsom, George F. Jelly, G. H. M. Rowe, C. A. 
Walker, S. G. Webber and J. H. Whittemore. 
The writer was asked to state the objects for 
which the meeting had been convened, which he 
did by first alluding to the number of alienists 
practising in Boston, and the need that existed 
of their getting together and discussing subjects 
which were of special interest to them, but rarely 
touched on at general meetings. He also alluded 
to the few opportunities there were for getting 
access to mental and neurological journals. It 
seemed desirable that there should be some plan 
of mutual coéperation whereby those present 
might form a society for occasional meetings to 
discuss questions in which they were interested, 
and take journals to be sent around from house 
to house. It was the consensus of opinion that 
while the primary object of the society was to 
discuss medical subjects, its meetings should be 
informal and social, to as great a degree as pos- 

1 The Partial Passing of Neurasthenia. 

2A Review of * oma, Sata Merve and Physiological Experiments 


done in Connection with the Study of Menta} Diseases. Psycho- 
Jogical Bulletin, June 15, 1904, 
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sible. The writer was and now is an advocate 
of the social side of the meetings, and attributes 
much of the popularity and success of the society 
to the opportunities afforded for the beneficial 
relaxation of social intercourse. Occasionally 
discussion has arisen in which the doing away 
altogether of anything in the way of supper has 
been advocated, but the writer is sure the history 
of this society proves that the cockles of the 
heart must be warmed by food, as well as the cells 
of the brain stimulated by scientific pabulum. 
An empty stomach and full brain will not bind 
men together in friendship for any length of time, 
and he hopes the experience of the past twenty- 
five years will have a potent influence upon what 
may be done during the coming twenty-five 
years. The physician must not only know 
himself, but his brother as well if he is to get the 
finest and best there is in professional life, a 
truth I fear we only half realize in our staid 
Boston medical societies. 

The name adopted at the first meeting was 
the “ Boston Medico-Psychological Society.”’ 

At the May meeting in 1880 it is interesting to 
note that Drs. Edward Jarvis, J. P. Bancroft, 
and G.G. Tarbell, all no longer living, were elected 
honorary members. It was voted at this meeting 
to take a new journal called the Journal of 
Mental and Nervous Diseases, and it was also 
voted that the journals which the society took 
should be deposited at the Medical Library. 

At the December meeting, 1880, an effort was 
made to amend the constitution so that there 
should be a permanent instead of temporary 
chairman, but the motion was lost; another one, 
that it was undesirable to provide elaborate 
suppers, but optional to furnish simple ones, 
was adopted. 

At the meeting in November, 1881, six mem- 
bers only were present and the society showed 
symptoms of early and premature death from 
inanition. It was suggested that it should 
transfer its active functions, except so far as they 
related to its action as a book club, to the Psycho- 
logical Section of the Suffolk District Medical 
Society, then just organized. Several regarded 
this proposition with favor, thinking there would 
be more members and greater interest, and it 
was a professional duty to join the proposed 
section. Accordingly, it was resolved that the 
Boston Medico-Psychological Society retain its 
organization as a book club only, transferring 
its active functions to the Psychological Section 
of the Suffolk District Medical Society, and that 
the succeeding meeting be assigned to the chang- 
ing of the by-laws to conform to this vote. At 
the following meeting the matter of so doing 
came up, and after considerable discussion ended 
in amending Article IV of the by-laws so that 
meetings, instead of being held the first Thursdays 
of each month from October to June inclusive, 
should be held on the evenings of the first Thurs- 
days in November, February and May, or should 
be called by the secretary and two members. 
From this action it is evident that though at the 
previous meeting the society seemed about to 





give up its lease of life and pass on to the world 
where defunct medical societies go, it had more 
vitality than was supposed and started in with 
fresh vigor. The Psychological Section of the 
Suffolk District Medical Society, of which Dr. 
G. F. Jelly was secretary, held one meeting only; 
there was evidently not a large enough field for 
the two kindred societies. 

At one of the meetings of this time, Dr. Denny, 
who was one of the most prolific speakers that 
ever belonged to the society, made a motion that 
the discussion of papers should occasionally be 
continued to the next meeting, but this sugges- 
tion was negatived, which was perhaps fortunate, 
as we might still be discussing the papers of 
years ago, or putting off the discussion of others 
to the future. 

At this time the total membership was seven- 
teen, a number of new members having been 


‘elected and others having withdrawn. 


In September and November, 1883, the secre- 
tary said that while the society was on a sound 
financial basis, the meetings had fallen off in 
attendance, and he thought it expedient to take 
steps to either infuse new life into the society 
or merge it into the Psychological Section of the 
Suffolk Medical Society as formerly proposed, 
or give it up altogether. It was agreed that 
more frequent meetings would be desirable to 
try as a remedy, and accordingly in December 
it was voted to hold meetings monthly as pre- 
viously, and this has been done from that time 
to this. What seemed like a further decline 
was only temporary. Since then puberty has 
passed and adolescence reached without any 
break in the society’s steady progress. 

At the February meeting in 1891, it was thought 
the time had come to place the society on a firmer 
foundation than it had been in regard to its 
constitution and by-laws, and therefore a com- 
mittee on reorganization was appointed. The 
suggested changes which included the annual 
election of a president were adopted at a later 
—s and the first president was elected in 

892. 

The first neurologists elected into the society 
were Drs. Knapp and Putnam. In the nineties 
the number steadily increased and materially 
changed the character of the contributions pre- 
sented at the meetings, also producing a con- 
siderable amount of clinical material. As a 
result of this close alliance of brothers-once- 
removed, it was voted in 1901 to change the 
name of the society, from which time it has 
maintained its present title. 

There is no question that increased activity 
and interest have been aroused by the addition 
of such able, progressive and aggressive men as 
my brother neurologists, and between the two, 
one twin supplementing the other so to speak, 
much in time should be worked out of positive 
value. As will be seen in another place, both 
sections of the society have worked side by side 
in what has been accomplished in the solution of 
public questions. The fact that the society 
began with twelve members and now has sixty 
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with some on the waiting list, is an indication of 
how the society has grown. 


THE NUMBER AND CHARACTER OF CONTRIBUTIONS. 


The total number of contributions has been 
approximately 264, but it is impossible to give 
the exact total owing to the fact mentioned 
elsewhere that a number of cases reported are 
referred to only in general terms as so many cases 
presented or reported. We might classify the 
formal contributions presented as follows: Papers 
on psychiatry, 86; neurology, 79; medico-legal 
cases, 12; hospital construction, 3; general medi- 
cine, 5; laws pertaining to the insane, 8; cases 
reported, 65; miscellaneous minor contributions, 6. 

A study of the contributions of the society 
give but a meagre idea of the amount and char- 
acter of the work that has been done individually 
by its members. During the first dozen years 
of its existence the records were pretty fully 
written out and for those years present an epit- 
ome up to a certain point of the ideas entertained 
as to the care and treatment of the insane and 
of mental disease in general. The writer regrets 
that after this time, the records have been some- 
what fragmentary, and that often the papers 
read are mentioned only by title and there is no 
record of discussions, yet from the latter much 
valuable information may be obtained. Many 
cases also are not even reported by name, so that 
as has been said it is impossiple to give an accu- 
rate list of all the contributions. Cases have 
been reported in medical journals with accom- 
panying discussions, but references are often not 
given in the records, so that for purposes of 
historical research, records as brief as those of 
recent years must be regarded as defective. There 
may be a difference of opinion as to whether or 
not it is desirable to write out records with a 
fair degree of completeness, but if they are to 
have a genuine historical value, it seems to the 
writer that this should be done. 

Naturally, during the early years the papers 
were largely, though not wholly, of a psychiatric 
character. A considerable number of medico- 
legal cases were reported, which if they were pub- 
lished separately would make an_ interesting 
volume in themselves. 

Among other cases presented was one of ‘‘ Apha- 
sia Complicated with Insanity,” by Dr. C. P. 
Bancroft; ‘‘ Cases Illustrating the Connection of 
Insanity, Hallucinations and So-called Nervous 
Exhaustion,” by Dr. C. F. Folsom; ‘‘ Recovery 
of a Case of Melancholia after Two and a Half 
Years’ Duration,” by Dr. J. B. Ayer; “ Case of 
General Paralysis Associated with a Limited 
Meningo-Encephalitis,” by Dr. G. T. Tuttle; “‘ A 
Case of Acute Chorea with Profound Mental 
Disturbance,” by Dr. H. R. Stedman; ‘ Two 
Cases of Paraphasia with Autopsy,” by Dr. 
S. G. Webber; “‘ Case of Monomania,” by Dr. 
W. A. Gorton; “‘ Two Cases of Acute Mania,” by 
Dr. C. F. Folsom; ‘‘ Case of Lead Poisoning,” by 
Dr. G. F. Jelly; ‘‘ Case of Cerebral Injury from 
Incised Wound of the Scalp,” also by Dr. Jelly; 
“‘ Case of Profound Mental Stupor,” by Dr. W. B, 





Goldsmith; ‘‘ Cases of Melancholia considered 
with Reference to Prognosis,’ by Dr. T. M. Turn- 
bull; “‘ Two Unique Cases of Insanity,” by Dr. 
T. W. Fisher; “Case of Epilepsy of Forty-five 
Years’ Duration,” by the writer; ‘‘ Cases of Alter- 
nating Insanity,” etc., by Dr. E. B. Lane. 

Views entertained as to mental diseases were 
indicated by papers on “ Folie du Doute,”’ by 
Dr. Edward Cowles; ‘‘ Hebephrenia,’”’ on which 
Dr. Stedman wrote a paper in 1886; ‘‘ Notes on 
the Classification of Insanity in 1887, being a 
careful study of the so-called ‘Saratoga Classi- 
fication,’”’ by Dr. Cowles; ‘‘ The Insanity of 
Doubt,” by Dr. Knapp; “ Case of Neurasthenia 
with Insistent Ideas, Obscure for Some Years, 
Leading to Melancholia,” by Dr. Cowles; ‘ Evo- 
lution of Paranoia,” by the writer in 1890; ‘“ Acute 
Mania, its Clinical History and Pathology,” by 
Dr. William Noyes in 1891; ‘‘ Case of Paranoia,” 
by Dr. W. A. Gorton in 1891; “‘ Hypochondriacal 
Insanity with Especial Reference to its Classi- 
fication,”’ by Dr. E. P. Elliot, in 1892. 

The papers of neurologists and those of strictly 
neurological character became more frequent in 
the nineties; Dr. Putnam read one in 1891 on 
“‘ The Consideration of the Pathology of Epilepsy 
with special reference to operation in traumatic 
eases.”” Dr. E. G. Brackett the same year gave 
a paper on “ Neurasthenic Spine ”’; Dr. G. L. 
Walton, ‘“‘ Eye Strain as a Cause of Cephalalgia ”’; 
Dr. J. A. Jeffries, ‘‘ Paralysis of the Ocular 
Muscles”; Dr. R. T. Edes, ‘‘ Temporary Paraly- 
ses.”” In 1894 Dr. Morton Prince, ‘‘ A Case of 
Hysteria presenting some Unusual Phenomena 
with remarks on the new Theory of Hysteria.” 
In 1895, Dr. J. J. Thomas, “ Innervation of the 
Pharynx ”; Dr. G. L. Walton, ‘“ Multiple Neuri- 
tis’”’; Dr. E. W. Taylor, ‘‘ The Significance to 
Pathology of the Neuron Theory ”’; Drs. Morton 
Prince and Russell Sturgis, ‘‘ Phobopsychoses.”’ 
In 1898 Dr. P. C. Knapp read a paper entitled 
“Are Acute Psychoses One Disease.” In 1901 
Drs. Walton and Paul, ‘‘ Astereognosis in Cere- 
bral Disease with illustrative cases.”” In 1902 
Dr. G. L. Walton, “ Localization of the Reflex 
Mechanism.”’ In 1902 Dr. H. R. Stedman, “ Path- 
ology of Dementia Precox.’”’ In 1904 Dr. J. J. 
Putnam, ‘‘ Notes on the Course and Prognosis of 
Certain Psychological Neuroses of Traumatic and 
Quasi-traumatie Origin.” 

During the last ten years many other valuable 
papers have been read by both alienists and neu- 
rologists. A complete list of all contributions 
is appended with date and place of publication 
in the form of a bibliography; but is naturally 
too long for detailed mention in this place. 

Mention should also be made of papers written 
from a clinico-pathological point of view which 
in their ways are models of clearness and accu- 
racy. In 1897 the first of these was one by Dr. 
August Hoch entitled, ‘‘ An Acute Case of Insan- 
ity with Definite Pathological Changes in the 
Internal Structure of the Nerve Cells ”’; the second 
one was by the same author, ‘“ A Study of Psy- 
chiatry,” read in 1900; the third was by Dr. 
Adolph Meyer entitled, ‘‘ Parenchymatous Degen- 
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erations of Central Nerve Elements or Central 
Neuritis.” The fourth was read in 1901 by Drs. 
Harrington and Worcester entitled, ‘‘ Cerebro- 
hematrophy in Adults with Hemiplegia and 
Aphasia.” The fifth by Dr. E. W. Taylor in 
1903, ‘Some Unusual Inflammatory Affections 
of the Brain and Cord with Special Reference to 
Poliencephalomyelitis.’’- 

Special mention should be made of papers read 
by physicians from other cities who have come 
on invitation to present contributions to the 
society. These in themselves give some idea of 
the progress that is being made in nervous and 
mental diseases. The first of these papers was 
read in February, 1892, by Dr. C. K. Mills and 
was entitled “ Disorders of Pantomime occurring 
among Aphasics studied particularly with refer- 
ence to their medico-legal bearings.”’ In March, 
1893, Dr. C. L. Dana read a paper entitled “‘ Mod- 
ern Pathology and Nervous Diseases with Thera- 
peutical Deductions.” In March, 1895, Prof. 
Josiah Royce read a paper entitled, ‘Some 
Observations of the Anomalies of Self-Conscious- 
ness.”’ In March, 1896, Dr. Richard Dewey read 
a paper entitled, “A Comparative Study of 
Caserio and Prendergast, the slayers respectively 
of President Carnot and Mayor Harrison, with 
some consideration of the proper disposal to be 
made of the dangerous crank.” In January, 
1903, Dr. Joseph Collins read a paper on ‘‘ Syphili- 
tic Pseudo-Tabes, with remarks on the differen- 
tial diagnosis of Tabes.” In March, 1903, Drs. 
L. P. Clark and T. P. Prout read a paper on the 
“Study of the Brain in 18 Cases of Epilepsy.” 
In January, 1904, Dr. C. L. Dana read a paper 
on the “ Partial Passing of Neurasthenia.” In 
March, 1904, Dr. B. T. Burley read a paper on 
‘“‘ Bilateral Facial Atrophy with report of a case 
and its treatment by subcutaneous injection of 
paraffine.”” In October, 1904, Dr. Pierre Janet 
read a paper entitled ‘“‘ Les Crises de Psycholep- 
sie.’ In December, 1904, Drs. L. P. Clark and 
A.S. Taylor read a paper on “ Nerve Suture and 
Anastomosis in the Treatment of Peripheral 
Palsies; facial, obstetric palsy (Duchenne, Erb).” 

At the December meeting in 1890 the society 
showed its desire to keep abreast of what was 
being done in neurology by arranging with Dr. 
H. H. Donaldson, Professor of Neurology in 
Clark University, for a course of six lectures on 
cerebral localization, to which the profession 
in general was invited. 


PUBLIC WORK ACCOMPLISHED. 


If a medical society has something to do as well 
as to say, the chances are that it will not only 
be more useful, but will stand a better chance of 
an interesting and active life. Our society has 
been fortunate in this respect. Composed as it 
has been largely of those who in some way have 
had the care and treatment of the insane in their 
hands, already spoken of above, a certain portion 
of their work has a distinctly public side which 
does not, to the same degree, characterize that of 
members of other societies. It has happened 
that during the twenty-five years of the existence 





of our society, a number of important changes 
in regard to the care of the insane have come 
about partly through its instrumentality. These 
have first been discussed at our meetings, and 
later committees have advocated them before 
the legislature with a view to passing appropriate 
laws for putting the ideas evolved into practical 
operation. 

At the April meeting in 1881 we have the first 
mention of the interest of the society in legisla- 
tion for the benefit of the insane. On this occa- 
sion Dr. Rowe read a paper entitled “A Bill 
now Pending before the Legislature Relative to 
the Commitment of Insane Persons to Lunatic 
Hospitals.” Dr. Rowe at that time believed in 
a greater degree of latitude in regard to sending 
patients to hospitals than he does at present. 
He said ‘‘The City Hospital had always endeav- 
ored to receive as great a variety of cases 
as possible. Some cases of mental disease had 
been received, there being at that time three 
cases in the hospital. Mild cases could be re- 
ceived and it was contemplated in the future to 
possess an isolated building for the temporary care 
of cases of insanity, so that the City Hospital may 
treat all diseases but smallpox and yellow fever.” 

At the April meeting in 1888 the writer pre- 
sented a paper on “ Massachusetts Lunacy Laws,” 
and asked the questions, ‘‘ Do our Massachusetts 
lunacy laws need revising? Has the time arrived 
for such revision? Shall a committee of this so- 
ciety be appointed to prepare a revision of the 
existing laws and draw up new laws establishing 
a commission in lunacy to serve as a basis for 
future legislation?’ It was the opinion that 
these laws might be improved, and a committee 
was appointed to consider the advisability of 
revising them. At a later meeting the committee 
presented its report. It was stated in the dis- 
cussion which followed, that the Board of Lunacy 
could not beseparated from the Board of Charity, 
and for various reasons the report was laid on the 
table. At a later meeting it was again taken up, 
but in view of the appointment of a medical 
inspector no further action at that time was 
deemed necessary. 

In 1895 the subject of the separation of the 
institutions for the insane from the penal insti- 
tutions in the city of Boston was taken up, and a 
committee was appointed to confer with the 
mayor on the subject. To the credit of this 
committee as well as the society and partly as 
the result of their efforts the division was finally 
brought about, and two members of the society 
were chosen as members of the new board of 
trustees of the Boston Insane Hospital. 

In January, 1896, a committee was appointed 
to consider the expediency of inquiring into the 
present method of supervising the interests of 
the insane in the commonwealth; to petition for 
a committee of inquiry to be appointed by the 
governor to make a study of the questions in- 
volved, and to report to the next legislature; 
to petition the legislature for a change in the 
present Board of Lunacy and Charity and the 
formation of a commission in lunacy. A com- 
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mission was appointed by the governor to inves- 
tigate the questions here referred to, and at the 
May meeting of the society in 1896 a committee 
was appointed to appear before this commission. 

In January, 1897, a committee was appointed 
to confer with a committee of the Bar Associa- 
tion in regard to the matter of medical expert 
testimony. 

In May, 1897, a committee was appointed to 
advocate the views of the commission, above 
referred to, to investigate the charitable and 
reformatory interests of institutions in the com- 
monwealth, and to promote the necessary legis- 
lation. At a later meeting the report of this 
committee was endorsed and the appointment 
of a state commission in lunacy recommended. 

At the December meeting in 1897, a committee 
was appointed to draw up resolutions of protest 
concerning the methods under which the census 
of the insane was being made by the Director of 
the National Census having charge of these 
special statistics. 

In January, 1900, a committee was appointed 
to take such action before the legislature as 
would promote state care of the insane. The 
committee appointed to carry out this proposition 
put in much work, appealing to the entire pro- 
fession in the state and getting a unanimous 
opinion in favor of state care of the insane and a 
State Board of Insanity, and was instrumental in 
getting the necessary legislation to bring about 
these reforms. The society now has the satis- 
faction of knowing, that not only has the state 
had an admirable board of insanity with an 
able executive officer for several years, but also 
under its judicious and skillful management, the 
last insane pauper, in compliance with the law 
of state care, has been removed from the alms- 
houses. When we consider what an immense 
gain it is for our insane to have hospital treat- 
ment substituted for almshouse care, our society 
may well congratulate itself on its share in pro- 
moting this change. 

At the May meeting, 1902, a committee was 
appointed to confer with the governor in reference 
to a bill relating to the working hours of nurses. 

In October, 1902, a committee was appointed 
to investigate the matter of the desirability of 
separate provision for the female criminal insane. 

At the January meeting, 1903, a committee 
was appointed to appear at the State House for 
the purpose of opposing a bill then before the 
legislature which was inimical to the state care 
of the insane. 

At the November meeting, 1903, a committee 
was appointed to report on the hospital observa- 
tion of suspected cases of insanity under arrest. 
During the winter the efforts of this committee 
resulted in having the proposed amendment 
made into a law whereby persons under indict- 
ment for crime and suspected of insanity can be 
sent to a hospital for observation. 

At the December meeting, 1904, a committee 
was appointed to investigate the matter of a recep- 
tion observation hospital and report at a future 
meeting. 





That we have work to do of a public nature 
still before us, which we should endeavor to 
accomplish ere we reach the sere and yellow leaf 
of society existence may well make us serious, 
even in the midst of our self-gratulations. We 
should never rest satisfied until we have a proper 
reception hospital for mental cases in the city of 
Boston. A long time may be needed to bring 
it about, but we have done other things almost 
as difficult. A still greater and more important 
duty, and one which we owe to ourselves quite 
as much as to the public, is the reform of medical 
expert testimony. This, too, is a very hard prob- 
lem to deal with, but I believe that it can be done 
successfully, if a society like ours attacks it as 
a unit, and does not drop it until it is an accom- 
plished fact. But we have got to be in dead 
earnest and fight the battle to a finish. 


DEATHS. 


While the society has such a long list of active, 
able and progressive members, it also mourns 
the loss of several of equal ability. Of the twelve 
mentioned as the charter members, three have 
died, — Dr. Norton Folsom, Dr. C. A. Walker 
and Dr. J. H. Whittemore. Dr. Folsom was 
at one time superintendent of the Massachusetts 
Hospital. Dr. C. A. Walker was for a long time 
superintendent of the Boston Insane Hospital 
and for many years identified with the interests 
of the insane in Boston and Massachusetts. Dr. 
Whittemore, for some time superintendent of 
the Massachusetts General Hospital, was one of 
the most active of the original members, with 
unusual energy and charm of manner. His 
unselfishness and patience and courage in suffer- 
ing, during a long and fatal disease, made him a 
marked man in the society. 

At the December meeting in 1885, resolutions 
were passed on the sudden and unexpected 
death of Dr. John W. Sawyer, superintendent 
of the Butler Hospital for the Insane, in which 
it was stated that “‘ The medical profession has 
lost a most valuable member; the hospital over 
which he presided a careful, able and conscientious 
officer, and the insane, an untiring, faithful and 
trusted friend.” 

At the April meeting, 1888, a committee was 
appointed to prepare resolutions on the death of 
Dr. W. B. Goldsmith. Although this was seven- 
teen years ago, those who were fortunate enough 
to know Dr. Goldsmith still regret his loss as a 
serious and untimely one. ‘“‘ Dying at the early 
age of thirty-four,” as was stated in the resolu- 
tions, ‘‘ when it seemed that a long life of useful- 
ness had only begun, he had already accomplished 
by his great attainments and conscientious work 
that of which older men might well be proud.” 

In May, 1892, resolutions were recorded on the 
death of Dr. J. A. Jeffries, a brilliant young man 
of whom it was said, “‘ Although neurology was 
only one of the studies in which he was interested, 
he had already done work worthy to be compared 
with his investigations in bacteriology and 
ornithology.” 

At the November meeting of the same year 
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resolutions were adopted by the society on the 
death of Dr. C. F. Carter. 

At the meeting of January, 1897, resolutions on 
the death of Dr. E. P. Eliot were presented to the 
society. ‘‘ His rare mental gifts, clear percep- 
tion, retentive memory and scientific inclinations ”’ 
were spoken of “as admirably fitting him for 
his profession.” 

At the May meeting, 1899, a committee was 
appointed to take early and fitting recognition of 
the death of Dr. W. A. Gorton which had occurred 
since the previous meeting, and similar action 
was taken in the case of Dr. Russell Sturgis, Jr., 
whose death was stated to have occurred the 
previous summer. In the letter sent to Mrs. 
Gorton by the society, Dr. Gorton’s “ ability, 
his manliness, his honesty and clearness ’”’ were 
spoken of; ‘‘ also the influence his character had 
in courts where his opinion was sought; the clear- 
ness of his judgment and unbiased testimony 
had had much influence. The self-depreciation 
which was one of his marked characteristics did 
not permit him to realize his importance to the 
insane at large.” 

‘“ The clear insight and genuine thoroughness of 
investigation,” which characterized Dr. Sturgis, 
were spoken of as “ guiding him in a field which 
involved some of the deepest and most subtle 
problems that were set a physician. Regretably 
short though his career was, it was still long 
enough to enable him to contribute by his labors 
to the general welfare of humanity.” 

At the January meeting, 1902, resolutions were 
presented on the death of Dr. W. L. Worcester. 
The society recorded that ‘in his death they re- 
gretted the loss of a physician and of a specialist 
in psychiatry and pathology, who gave his life 
devotedly and unselfishly to his work even to the 
point of sacrificing his life in the pursuit of his 
investigations.” 


PRESIDENTS. 


1892, Walter Channing; 1893, T. W. Fisher; 
1894, J. J. Putnam; 1895, C. F. Folsom; 1896, 
W. A. Gorton; 1897, Edward Cowles; 1898, 
G. F. Jelly; 1899, R. T. Edes; 1900, H. R. Sted- 
man; 1901, P. C. Knapp; 1902, C. P. Bancroft; 
1903, G. L. Walton; 1904, G. Alder Blumer; 1905, 
Morton Prince. 


SECRETARIES. 


1880-1885, Walter Channing; 1885-1886, G. T. 
Tuttle; 1886-1890, P. C. Knapp; 1890-1898, 
H. C. Baldwin; 1898-1904, J. W. Courtney; 1904-, 
W. E. Paul. 

THE FUTURE. 


What the progress of the society will be during 
the next twenty-five years is naturally of the 
deepest concern to us all. The path which 
neurology may follow has been well indicated by 
Dr. Putnam. He has said in a recent paper: ® 
“And yet, in spite of all that has been accom- 
plished, there are abundant reasons for the opinion 
that the very successes of the anatomical prin- 


ciple have thrown unduly into the shade the 
claims of another mode of approaching the prob- 
lem of disease, without the aid of which anatomi- 
‘al research must prove inadequate to the task 
which has been imposed upon it. For this latter 
principle, which emphasizes the importance of 
recognizing, in disease, the signs of more or less 
widespread modifications of function of the organ- 
ism as a whole, the designation of ‘ physiological 
principle’ is appropriate. 

“ The argument is not that the anatomical 
principle is faulty because it has failed to accom- 
plish all that had been hoped of it as regards the 
discovery of the essential nature of disease, but 
that, under it, certain local aspects of the disease 
process are made the exclusive subjects of re- 
search, and that the mind is thus turned aside 
from a recognition of the fact that an equally 
important object of study is the modification of 
functional activity, local or general, which marks 
the efforts of readjustment on the part of the 
organism to the effects of the primary disturb- 
ance. Such a study as this cannot be adequately 
made without a thorough use of physiological 
methods, or the clinical methods inspired and 
guided by physiological conceptions, the term 
‘physiological’ being understood as including all 
means of research which throw light upon the 
mechanism of the processes of life. Psychologi- 
cal and chemical investigations belong pre-emi- 
nently in this category.” 

And Dr. Cowles, with his keen and brilliant sci- 
entific insight which penetrates so deep into the 
problems of psychiatry, throws light from another 
point of view on the trend of things when he 
says: *‘‘In the study of disease it is a funda- 
mental proposition that, according to the prin- 
ciples of general pathology, when a disease-form 
is definitely recognized, we must assume as cor- 
responding therewith a definite underlying dis- 
ease-process. This distinctly implies, from the 
point of view of the pathological anatomist, 
structural changes. But it is impossible to ex- 
plain mental disease-forms and mental symptoms 
in terms of structure because we have no knowl- 
edge of the relation between normal mental 
functions and the anatomical arrangements of 
the brain.” 

He goes on further to say:°® “It is the disorders 
of these processes of metabolism that have a large 
part in the derangements of nutrition and the 
dependent functions of the nervous system; and 
it is to such derangements that disorders of the 
mental functions may be due in many cases. 
The methods of study involve the application of 
the latest results in the remarkable progress that 
is being made in physiological and pathological 
chemistry.” 

The remarks of Drs. Putnam and Cowles indi- 
cate to my mind the trend of neurology and 
psychiatry in the coming years. The more 
thorough use of physiological methods will result 
in showing, far more clearly than hitherto, the 
course, etiology and outcome of the neuroses and 





3 The Value of the Physiological Principle in the Study of Neu- 
ology. American Medicine, December 17, 1904. 





4 Annual Report of the McLean Hospital, 1901. 
5 Annual Report of the McLean Hospital, 1902. 
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psychoses, as well, as in many cases, their inter- 
dependence. 

Ultimately I believe we shall become one united 
branch of medicine, not working always at the 
same problems, but using alike clinical and 
experimental methods of rigid and scientific 
accuracy. May your historian at our fiftieth 
anniversary fitly chronicle this consummation 
most devoutly to be wished for! 





@riginal Articles. 
SURGICAL TREATMENT OF NEPHRITIS.* 
A Résumé. 


BY PAUL THORNDIKE, M.D., BOSTON. 

I TAKE it that my part in this evening’s pro- 
gram should consist of an outline of the work 
which has been done in the surgery of nephritis, 
of a statement of the conditions existing in that 
work at the present writing, and possibly of a few 
remarks as to what those existing conditions 
indicate in the way of possible future progress. 
In the few moments allotted to my paper such 
an outline must be a very brief one, and we must 
trust that the many important details neces- 
sarily overlooked in it may receive proper expres- 
sion in the discussion to follow. It is only in 
the last quarter of a century that diseases of 
the kidney have been combated consistently by 
surgical means, and up to the most recent date 
surgeons have required most definite and well 
localized symptoms [pain, hemorrhage, etc.], 
before venturing to attack the kidney. Within 
a few years, however, has come a development 
which is possibly changing all this, and many 
forms of nephritis which have depended in the 
past solely upon the physician for their pallia- 
tion or cure are now being operated upon by the 
surgeon. This has come about something as 
follows. In the Lancet for Jan. 4, 1896, Mr. 
Reginald Harrison published three cases of 
albuminuria which he had cured by operation. 
His operation consisted in approaching the 
kidney through the loin and incising its paren- 
chyma. He believed his success with these cases 
was due to the relief of renal blood tension afforded 
by his incisions. His operations were done for 
conditions other than a nephritis, but none the 
less resulted in apparent cures of undoubted 
nephritis by nephrotomy. Harrison incidentally 
noted that operations upon one kidney benefited 
the functionating power of the other. In the 
same year Newman published two cases illus- 
trating the beneficial effect of the nephropexy 
upon albuminuria. Then in 1899 Tiffany of 
Baltimore reported a case of nephritis of the 
chronic type associated with marked nephralgia, 
and the condition was successfully combated by 
incision through the capsule and into the paren- 
chyma. Inthesame year Israel reported fourteen 
similar cases in which hematuria and nephral- 
gia were marked symptoms and were relieved 


*Read at the meeting of the Boston Medical Library in Conjunc- 
tion with the Suffolk District Branch of The Massachusetts Medical 
Society, Medical Section, Dec. 21, 1904. 


by operation; but these cases were operated 
upon, not because of the nephritis which was 
definitely present in twelve of them, but for one 
or the other or both of the two striking symptoms, 
pain and hematuria. Still in the same year 
Pousson collected and reported twenty-five simi- 
lar cases including Harrison’s and Israel’s and 
added two more of his own. Other papers fol- 
lowed from Naunyn, Ferguson, Malherbe and 
Legueu, Pousson, Mongour, but although many 
of these articles contain significant sentences and 
hints showing the trend of thought which these 
cases were awakening in the minds of the writers 
and of other surgeons, it remained for Edebohls 
to publish series of cases in which operations were 
performed with the sole aim and object of im- 
proving or curing cases of chronic nephritis. 
Whatever the future shall develop it is to the 
publications of Edebohls, the first of which 
appeared April 22, 1899, that the profession owes 
its inspiration for the work now being done in 
this direction. 

Technic. — Edebohls’ technic consists either 
of a nephropexy by his own method, which 
amounts to a partial decapsulation with a fixa- 
tion of the kidney to the inner surface of the 
abdominal wall, or to & complete decapsulation, 
the kidney being replaced in its bed of fat without 
fixation to the abdominal wall. The writer has 
heard him state emphatically that he performs 
fixation only in those cases where Bright’s disease 
affects the kidney which is movable enough to 
present symptoms due to its mobility, deeming 
that in the lesser degrees of renal mobility enough 
fixation is furnished by the infiltration which 
takes place about a kidney which is decapsulated 
and then replaced in its bed of fat. Regarding 
operations upon only one kidney, we can, at 
present, say only that it seems to be the prevail- 
ing view that a true nephritis occurs on both 
sides if at all. Guiteras examined the autopsy 
records of five hundred persons who were said 
to have died of a chronic nephritis and in no case 
was the disease confined to one side. Making 
all due allowance for the fact that operation upon 
one kidney undoubtedly influences the function- 
ating power of the other, it still seems as though 
the indication is to operate on both sides except 
in such cases as present a complication of renal 
symptoms pointing to one organ or the other; 
or, in other words, except in such cases as present 
something else than the mere existence of a 
nephritis as an operative indication. 

Results. — A year and half a ago the writer 
had the pleasure of hearing Dr. Edebohls speak 
of his work during the discussion of Guiteras’ 
paper read before the American Association of 
Genito-Urinary Surgeons. At that time there 
were fifty-nine cases operated upon, and of these 
eleven could safely be considered as complete and 
permanent cures. The standard which he set 
himself in watching his cases was this: The 
patients must be free from albumin and casts 
for six months continuously, and a number of 





his cures had been watched for much longer 
periods of time. He spoke with a conservatism 
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which could not fail to make a favorable impres- 
sion upon his hearers. He said in effect that he 
realized it would be from two to five years more 
before we can know just what the operation or 
its modifications can accomplish in chronic 
nephritis, and that he was making an honest 
effort to keep down his enthusiasm and to study 
the progress of his cases fairly, but that such 
uniform improvement had followed his opera- 
tions, often in such striking ways, that it was 
hard to be moderate in his estimate of the great 
value of the procedure. He said, for instance, 
that sometimes patients who before operation 
were excreting less than 100 grs. of urea in the 
twenty-four hours, would raise this amount to 
500 grs. at the end of four or five weeks after the 
operation. Headaches and backaches were re- 
lieved and the circulation and heart’s action 
greatly improved. Guiteras, in his paper read 
at this same meeting, enumerated from one hun- 
dred cases collected, 16% of which had been 
spoken of as cured, 40% as improved, 11% unim- 
proved and 33% had died. Of these patients the 
ones which had proved most unfavorable for 
operation were those suffering from a chronic, 
diffuse nephritis. Of these 75% had died, 50% 
at once and 25% at varying periods a little later. 
Many of these, however, were in extremis and 
were suffering from a general anasarca at the 
time operation was attempted. 

Cases Suitable for Operation. — Cases which 
have been deemed suitable for this operation 
are, (1) cases with albumin and casts associated 
with movable kidney, (2) cases of true nephritis 
associated with movable kidney, (3) chronic 
interstitial nephritis, (4) diffuse nephritis. Doubt- 
less in many of the cases so far collected the 
albumin and casts were manifestations of a tem- 
porary condition brought about by tension of the 
renal pedicle, torsion or kink in the ureter, or 
some similar mechanicai condition resulting from 
the renal mobility. In these cases the operation 
has removed the cause and its manifestations 
have disappeared. Doubtless, also, some of these 
cases may have been reported as cases of true 
nephritis, although the conditions involved have 
not existed long enough or continuously enough 
to have brought about permanent degenerative 
changes in the renal tissues. In others a true 
nephritis doubtless exists associated with the 
renal mobility. Both these classes of cases are 
fit subjects for operation, but whether the indi- 
vidual patient under consideration demands a 
fixation as well as decapsulation must always be 
a matter, and often a difficult matter, for the judg- 
ment of the surgeon to decide at the moment. 
As has been said, Dr. Edebohls is emphatic in his 
statement that he tries never to perform a ne- 
phropexy in such cases unless there are present 
symptoms directly referable to the mobility of 
the kidney as distinct from those due to the 
nephritis. Of the cases reported where opera- 
tions have been made for nephritis accompanied 
by renal mobility many, if not most, have had 
something in the way of uremic symptoms and 
have had some degree of edema; and in some 





there has been general anasarca. If there be 
present a general anasarca accompanied by grave 
cardiac disturbance experience so far would seem 
to indicate that it is distinctly doubtful if opera- 
tion should be attempted. If the patients have 
some uremic symptoms and more or less edema, 
it would seem as though operation might fairly 
be done, provided proper medical means have 
failed to benefit essentially the conditions exist- 
ing; but so long as a patient with chronic Bright’s 
disease is comfortable and is excreting a proper 
amount of solids he should be let alone until such 
time as, in spite of his physician’s efforts, his 
disease is making evident progress and his heart 
is being gradually called upon for more than it 
can accomplish. The same is true with cases of 
interstitial nephritis as with the more diffuse 
form of degenerative change, and results, so far as 
they go, certainly seem to indicate that some 
cases of chronic Bright’s disease in their earlier 
stages and before serious damage has occurred 
are amenable to betterment and sometimes to 
cure by operative means; and that insuch cases, 
carefully selected after a proper study of the con- 
ditions present, the operation of renal decapsula- 
tion is attended with little risk to life. Such, in 
brief, seem to be the facts up to the present time. 

Now, what is the reason why such operations 
should have so marked an effect upon diseased 
kidneys? Edebohls’ belief was that decap- 
sulation resulted in the formation of adhesions, 
and new blood vessels which improved the circu- 
lation of the organ and made its regeneration 
and the gradual absorption of exudate and inter- 
stitial tissue possible. Israel and Pousson, as 
has already been said, never operate for a ne- 
phritis, but for the relief of definite symptoms, 
such as pain or hematuria, and they believe that 
the benefits accruing from their operations are 
due to relief of renal tension. Harrison also 
believes this and was the first to advance this 
theory. Edebohls’ idea of a new collateral cir- 
culation has inspired a number of men to try to 
work out the problem experimentally, the ani- 
mals used in their experiments having been for 
the most part dogs and rabbits. 

N. H. Gifford has recently published his re- 
search work in this direction and the summary 
of his work is as follows: 

Following the decapsulation of kidneys in 
rabbits, in normal dogs, in dogs with induced 
nephritis, in dogs with infarcted kidneys, and in 
dogs with normal kidneys but with additional 
work thrown upon them, I find the following 
conditions: 

(1) In all my cases of two days and under and 
in my controls the entire thickness of the capsule 
had been removed over two thirds of the surface 
by the operation of decapsulation. 

(2) There is a certain amount of intracapsular 
tension in undecapsulated kidneys, normal or 
with nephritis, as shown on removal of capsule. 

(3) There is an immediate increase in size of 
decapsulated kidneys persisting up to one month 
at least; afterwards, a decrease to approximately 
normal size complete at end of six months. 
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(4) There is congestion, moderate in degree, most 
marked in the intertubular blood vessels in cortex, 
lasting three to five days after the operation. 

(5) No histological change in the renal epithe- 
lium follows the operation of decapsulation of 
kidneys. 

(6) A new capsule, very vascular, at first, two 
to four times’ thickness of old, is well marked at 
end of eight days. At end of six months it re- 
turns to approximately the normal thickness 
and vascularity. The new capsule arises chiefly 
from the connective tissue cells of the intertubu- 
lar connective tissue, but in part from the retro- 
peritoneal connective tissue which is present in 
the new bed of the kidney. 

(7) No new vessels are formed which anasto- 
mose with those of the kidney. 

(8) The increase in size is due primarily to the 
increase in blood supply, possibly resulting from 
the removal of the capsule. 

Haven Emerson still more recently has pub- 
lished his studies upon the capsule of the kidney 
and gives a brief résumé of the work done by 
others up to the time of his own writing, conclud- 
ing with a description of his own work. The sub- 
stance of the previous work may be briefly stated 
as follows: 

Albarran and Bernard conclude, from their 
experiments on animals, that any relief to renal 
congestion from decapsulation must be very 
transitory as a new capsule is so promptly formed 
and is thicker than the one removed. Boutsch- 
Osmoloffski concluded from their research that 
no new vessels of importance were formed, that 
the peripheral renal tissues became markedly 
atrophied and that a replacement fibrosis took 
place. Johnson’s conclusions were practically 
the same as those of Albarran and Bernard. 
Bassan says that his own experiments as well 
as those of Claude and Balthazard supported 
the idea of the formation of new vessels. The 
latter gentlemen do claim to have found impor- 
tant venous lymph channels in the organized 
perirenal adhesions. Fabris claims that a new 
capsule is always formed within thirty days. 
He says that a decapsulation might help an acute 
unilateral nephritis but not a chronic and bilat- 
eral one. Ferrannini concludes that experi- 
mentally decapsulation results in no change of 
clinical importance. Anzilotti says that a new 
capsule is formed in from fifteen to twenty days, 
that several months later the new capsule is still 
found thickened, the tubules of the kidneys dis- 
torted, their epithelium degenerated and their 
glomeruli necrotic. He also claims that new 
vessels are developed both in the capsule and 
the kidney tissue. Emerson having made the 
preceding résumé of the work of others draws 
the following conclusions from his own experi- 
ments. He says, ‘‘ Evidence proves, (1) that 
decapsulation may cause an interstitial nephritis 
of varying degree; (2) that there are usually 
found some new vessels between the kidney and 
the new capsule and between the capsule and 
the surrounding parts.”” He says we may hope 
for a temporary relief of pressure and an in- 





creased vascular supply for a limited period, but 
that we must face the certainty of the formation 
of a quickly forming dense and contracting 
capsule; the probability of the establishment of 
a chronic interstitial nephritis in the majority 
of cases; and only a possibility of any permanent 
increase in the renal blood supply. Edebohls 
has had the opportunity of seeing the kidneys 
from a patient who died four months after his 
operation from a disease in no way connected 
with it. Sections of these kidneys were made, 
and dilated blood vessels were demonstrated 
passing from the perirenal fat through the capsule 
and into the kidney substance. From the work 
so far done by these and other experimenters 
it would seem that the bulk of evidence goes to 
prove that a new capsule does form within a few 
weeks after operation, but that the establish- 
ment of a collateral circulation sufficient in 
degree to materially affect the renal tissues may 
at present fairly be doubted. Whatever may 
prove to be the true explanation of these clinical 
facts, it does seem as though these results already 
obtained had demonstrated enough to make 
one sanguine that the future development of 
renal surgery along these lines promises much. 
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DIET IN NEPHRITIS.* 

BY HENRY JACKSON, M.D., BOSTON. 
In no disease is it perhaps more important 
than in disease of the kidney for us to remember 
that our object in taking care of patients is to 


*Read at the meeting of the Boston Medical Library in Conjunc- 
tion with the Suffolk District Branch of The Massachusetts Medical 
Society, Medical Section, Dec. 21, 1904. 
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render their lives useful to others, comfortable 
to themselves. In diabetes, for instance, we must 
in our present knowledge of the disease prescribe 
a diet that necessarily calls for much forbearance 
on the part of the patient; but recent studies of 
renal disease have made us skeptical as to the 
good we can do our patients by restriction of the 
diet to a degree that practically causes our pa- 
tients to practice self-denial. 

Nephritis may for clinical purposes be divided 
into three great classes,—acute, subacute and 
chronic. 

A study of post-mortem records makes us 
extremely doubtful as to our ability to diagnose 
in all cases even the existence of serious kidney 
lesions, and definitely shows us that we cannot 
decide on the form of the pathologic process in 
cases where we recognize the existence of some 
chronic renal disease. Hence, it is plain that 
it is useless to say that such a diet is indicated 
in chronic parenchymatous nephritis and another 
entirely different diet in chronic interstitial 
nephritis. Inthe vast majority of cases of chronic 
kidney disease, as Dr. W. T. Councilman has so 
strongly emphasized, we have to deal with a 
mixed pathologic process, a disease of the inter- 
stitial substance, the chronic diffuse nephritis. 

So far as acute nephritis is concerned, the 
question of diet is a simple one. We have to 
deal with an acute disease, probably infectious, 
the chief factor being an acute process in the 
kidney which prevents that organ from carrying 
on its functions as a secretory organ and a filter- 
ing apparatus. The disease itself is of short 
duration, ending in recovery, death from failure 
of the kidney, or in a subacute or chronic dis- 
turbance of the kidney; in the last case the treat- 
ment is included in the management of chronic 
nephritis. 

In acute nephritis without doubt the proteids 
must be reduced as much as possible, therefore 
all meats are excluded. It seems to be essentially 
unwise to give animal broths which are known 
to contain a minimum of nutrition, yet do contain 
various extractives that are irritating to the kid- 
ney. I have never found that carbohydrates 
appeared to irritate the kidney; they replace to a 
certain extent the proteids which must be elimi- 
nated from the diet; they assist, I believe, in the 
digestion of the milk in that they mechanically 
aid in preventing the formation of large curds; 
finally, and perhaps the most important factor, 
they render a milk diet palatable. Personally, 
I feel sure that a cup of milk eaten with a spoon 
with bread crumbed into it is far more digestible 
than a glass of milk even when that milk is 
taken slowly. Van Noorden’s recent and very 
valuable work showing that liquids are excreted 
with difficulty by the acutely diseased kidney 
proves to us that the fluids ingested must be lim- 
ited as well as the proteids. Therefore, in acute 
nephritis, no meat, no eggs, unless needed to 
nourish the patient; two to three pints of good 
milk and some bread or cereals as desired by the 
individual. If there is much edema give a small 
amount of water. 





In chronic nephritis we have a far different 
problem to deal with. Clinically, I believe it 
is impossible to say whether a patient with a 
moderate amount of albumin and numerous 
casts in the sediment, what we have fair reason 
to consider as a chronic diffuse nephritis, will 
live in comparative health for years or succumb 
to an acute exacerbation of the trouble in a few 
months. 

I watched such a case in a young man for 
years; he was to all intents and purposes per- 
fectly well so far as his feelings went; recently, 
without any apparent cause, acute trouble started 
in the kidney and he died in a few days. These 
I believe to be the cases that require the greatest 
care in diet. The process is chronic; the loss of 
albumin is a drain to the system; they are many 
of them living an active life. Such cases must 
be properly nourished. They must have a fairly 
abundant proteid diet; the strain on the digestive 
organs I believe to be much less when the pro- 
teids are given in the form of meat and eggs than 
when the same amount of proteid is given in large 
quantities of milk. Considering the matter 
purely from the point of view of the nutritive 
value of the two substances, the bulk of the milk 
required to properly nourish the individual is so 
much greater that it requires over-distention of 
the stomach and bowels to accomplish the result 
obtained by the ingestion of a small amount of 
meat. 

As we have a diseased individual to care for, 
all strain on the digestive apparatus must be 
removed. The diet must be devoid of all irritat- 
ing substances, as pepper, mustard and similar 
condiments; recent studies, especially by French 
observers, have shown experimentally that salt 
was excreted with difficulty by the diseased kid- 
ney, and that its withdrawal often had a marked 
effect upon the amount of the edema. Rich 
meat broths are to be eliminated for the same 
reason mentioned in the case of acute nephritis. 
The kind of meat chosen is not of importance, 
provided the variety decided upon agrees with 
the individual. Recent investigation of Von 
Noorden and others have shown that chemically 
the red meats do not differ essentially from the 
white meats. The exact chemical researches, 
therefore, of the recent investigators show the 
wisdom of many clinicians who have for years 
advocated the careful use of meat in nephritis, 
irrespective of the color of the meat. 

In acute nephritis the diet must be cut down 
to the smallest amount compatible with the 
maintenance of a fair degree of bodily strength; 
the patient must live upon a diet suitable for an 
acute febrile disease; in chronic nephritis the diet 
must be limited to the quantity required to main- 
tain so far as may be a proper equilibrium. All 
excess is to be avoided. 

The great nutritive value of fats must always 
be remembered, and our patients induced to eat 
as much fresh butter and cream as their digestion 
warrants. 

In bare outline a proper diet may be suggested 
as follows: 
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Breakfast: Cereal with cream, egg, bread and 
butter. Very weak coffee with much cream, 
fruit, glass of milk. Dinner (preferably in mid- 
day): One ladlefull soup, little fish, one slice 
meat, one vegetable. Dessert: Essentially fruits; 
‘‘simple”’ children’s puddings may be taken as 
desired. Supper: Cold meat, broiled fish, bread 
and butter, milk. 

Where the condition is not good milk in the 
forenoon and at bedtime is indicated. Koumyss 
in my hands has rendered very material service. 

It is my experience that in cases of this class 
the exhibition of a considerable quantity of water, 
especially alkaline waters, is of value. Since the 
publication of Van Noorden’s work on the sub- 
ject I have made trial of reducing the fluids, and 
my results have not been favorable. 

We then have to consider the third clinical type, 
cases that are probably of the pure interstitial 
type; cases that secrete a large amount of water 
and in which an occasional cast is found in the 
sediment. In these cases we usually have still 
greater doubt as to the diagnosis than in the cases 
where we suspect chronic diffuse nephritis. 

In young people the diagnosis is comparatively 
easy, but who can diagnose in the elderly person 
the condition of the kidney when we accidentally 
find a trace of albumin and a few casts? Or, 
rather, it is not as to the diagnosis of the pathologic 
condition of the kidney, as in either case we have 
essentially changes in the interstitial tissue, but 
the prognosis. One person lives for years with- 
out untoward symptoms suggestive of kidney 
failure; the other has acute disturbance and 
death. I think the diet may be expressed in a 
simple, nourishing diet, moderate in quantity 
and quality. Avoidance of all stimulating arti- 
cles, no wine or liquor. Often the kidney lesion 
is entirely in abeyance in importance to the 
cardiac or other complications that accompany, 
result from or cause the renal condition. I think 
the last sentence is not too loose as expressive of 
our knowledge of the relation of arteriosclerosis 
interstitial disease of the kidney degeneration 
of the myocardium. 


& 
> 


SOME FURTHER OBSERVATIONS ON 
LEUCOCYTOTOXINS.* 


BY HENRY A. CHRISTIAN, M.D., AND THOS. F. LEEN, M.D., 





BOSTON. 


InN a previous paper one of us! reported the 
results of some work on leucocytotoxins carried 
out in the clinic of Professor Krehl at Tubingen. 
Since that time we have continued the work, 
confirmed some of the results previously obtained, 
and added some new observations which we now 
present. 

In this work we have used the Pfeiffer warm 
chamber as manufactured by Zeiss, and in it 
studied at body temperature the action of blood 
sera and other fluids on the ameboid motion of 
leucocytes. The cessation of the motion of the 


e nd La the Sears Pathological Laboratory of the Harvard Medical 
chool. 

‘Christian: Einige Beobachtungen tiber natiirliche und kiinstlich 
tte Nreieatonmnn, Deutsch. Archiv. f. klin, Med. , lxxx, 





leucocytes has been used as an indication of the 
toxicity of the fluid employed. Generally one 
part of the blood was mixed with five parts of 
the serum to be tested. This mixture was placed 
immediately in the warm chamber and observed 
for varying lengths of time up to one hour. If 
the leucocytes ceased their ameboid motion 
within five minutes the reaction was considered 
positive and the fluid in question was regarded 
as leucocytotoxic. All results were controlled 
by preparations of undiluted blood or a mixture 
of blood and an inert serum examined under 
the same conditions of time and temperature. 

For the study of acquired leucocytotoxins 
animals were inoculated with suspensions in 0.9% 
salt solution of tissues from another species of 
animal. Rabbits were inoculated with a sus- 
pension of rat spleen. After several of these 
injections the blood serum of the rabbit becomes 
toxic for the leucocytes of the rat and stops their 
ameboid motion almost instantly. Rats simi- 
larly injected with rabbit spleen furnish a serum 
toxic for the leucocytes of the rabbit. 

It might be thought that this effect would be 
confined to the spleen and to other tissues of the 
hematopoietic series. However, it was found 
that suspensions of liver or kidney cells of the 
rat when injected into the rabbit would cause 
the production of leucocytotoxins and hemoly- 
sins in the rabbit serum. 

Since all of these tissues contained blood, both 
blood corpuscles and tissue cells were injected 
simultaneously. To remove the blood from the 
tissues before using them for injections they 
were thoroughly irrigated through their blood 
vessels with a 0.9% salt solution. Injections of 
a suspension of kidney so prepared gives likewise 
a leucocytotoxic serum. 

Recently we have used the guinea pig and rab- 
bit in our studies. Rabbits have been inoculated 
with suspensions of the spleen and kidney of the 
guinea pig, the latter after thorough removal of 
blood as in the previous experiments. The serum 
from such rabbits is toxic for the leucocytes of 
the guinea pig. 

To test the extent of distribution in the body of 
receptors capable of causing the production of a 
leucocytotoxie serum, the cardiac muscle was 
tried. By means of a canula inserted in the 
aorta of a guinea pig salt solution was injected 
under some pressure until the heart was quite thor- 
oughly freed from blood. The heart muscle was 
then ground up and a suspension of this in 0.9% 
salt solution injected into rabbits. After several 
such injections the serum of the rabbit becomes 
leucocytotoxic for the guinea pig. 

In the first series of injections when the rabbit 
and the rat were used the resultant sera were in 
both cases leucocytotoxic and hemolytic. Al- 
though rabbit’s serum is normally somewhat 
hemolytic for the guinea pig the degree of hemoly- 
tic action is much increased after injections of 
the spleen, kidney or heart of the guinea pig. 
In none of the ways employed were we able to 
produce a serum which was leucocytotoxic, and 
at the same time not hemolytic. 
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Inactivation experiments in the series, in 
which guinea pig cells had been injected into 
rabbits, failed. The serum of immunized rabbits 
heated to 56°, 60°, or 65° C. for one-half hour in 
the water bath, when subsequently mixed with 
guinea pig’s blood in the warm chamber, pro- 
duced cessation of the ameboid motion of the 
leucocytes as before heating. This is probably 
due to reactivation by means of the complement 
contained in the guinea pig’s blood. 

Blood sera prepared by the inoculation of 
animal tissues, while toxic for the leucocytes of 
species of animal whose tissues were used in the 
the immunization, are relatively inert, with few 
exceptions, towards the leucocytes of other 
species. This is in accord with the well-known 
action of the hemolysins. As with the hemolysins 
the specificity of the leucocytotoxins is one of 
receptors rather than of cells. Cells embryologi- 
cally, morphologically and functionally different, 
as those of the liver, kidney and heart, possess 
certain receptors in common by which their in- 
jection into another animal species produces a 
serum at the same time leucocytotoxie and hemo- 
lytie for the blood cells of the first species, and 
yet such a serum has little or no action on the 
blood cells of a third species of animals, though 
embryologically, morphologically and _ function- 
ally, we cannot differentiate between the blood 
cells of these animals. This relation has already 
been emphasized by Ehrlich and Morgenroth in 
their work on hemolysins, and more recently by 
Pearce ? for other body cells. In other words serum 
reactions give us evidence of cell relations, prob- 
ably chemical in character, which hitherto have 
escaped our technical methods, and show that 
cells may be at the same time in certain respects 
closely related, yet in others widely different. 
The full significance of this relation is probably 
as yet unknown. 

We have also examined bacterial cultures for 
the presence of leucocytotoxins. This work has 
been almost entirely negative. Cultures in bouil- 
lon of B. coli, B. typhi, B. dysenteriz and Staphy- 
lococcus pyogenes aureus were used, the first 
three after twelve days’ growth at 37°C., the 
last at the end of six weeks’ growth. Portions 
of these bouillon cultures were tested in the warm 
chamber as to their action on the ameboid motion 
of the leucocytes of the guinea pig. None showed 
any marked toxicity. None of these bouillon 
cultures were hemolytic for guinea pig or rabbit 
red blood corpuscles in the proportion of 0.1 ee. 
of culture to 1.0 ec. of a 5% suspension of red 
blood corpuscles in 0.9% salt solution. 

On the other hand, a solution of diphtheria 
toxin stopped instantly the ameboid motion of 
guinea pig leucocytes in a dilution which produced 
no hemolysis, while solutions of saponin of vary- 
ing strength were both leucocytotoxie and hemo- 
lytic. 

Summary. —- These experiments show the ease 
with which leucocytotoxins can be produced by 
the injection of a variety of somatic cells, as those 


2 Pearce: Concerning the Specificity of the Somatogenic Cyto- 
toxins, Jour. of Med. Research, xii, 1904,"1. 





of the spleen, liver, kidney and cardiac muscle. 
Leucocytotoxic sera so produced are also hemoly- 
tic and the specificity of such sera is analogous 
to that of hemolytic sera. Cultures in bouillon 
of various bacteria contained no substance which 
was cytotoxic for the leucocytes of the guinea 
pig when tested by this method. 


i 


Clinical Department. 
OF SOMNOLENTIA. 
DRUNKENNESS.)* 

BY E. W. TAYLOR, M. D., BOSTON. 
Tue following condition is unusual in my 

experience, whether it is to be regarded as a 

variety of somnambulism, or as a manifestation 

of a dream state in an otherwise normal individual. 





A CASE (SLEEP 


The patient was a strong, apparently well-balanced 
man of thirty-one, occupying a position as salesman. 
He was not epileptic, unless one begs the question by 
regarding the manifestations about to be described as 
such. For years he had suffered from ordinary sleep- 
walking, possibly occurring once yearly, which is of 
interest in relation to the events for which he sought 
advice. The immediate cause of his visit was the 
following experience: The previous night, impelled by 
an irresistible impulse, he had left his bed, gone to his 
window which was on the third story, unhooked the 
wire screen —- it was in summer — grasped the copper 
water leader and slid down by the aid of this fragile 
support to the ground, scraping his hands, toes and 
knees to a painful degree in the descent. Arrived on 
the ground he immediately realized his situation, 
recalled what he had done, how he had reached his 
present position and returned quietly to bed. He was 
sure that his consciousness was not lost during any part 
of the foregoing proceeding, although he felt himself 
wholly unable to resist the impulse which forced him 
to the act, which, however, forthwith became ridiculous 
on his complete awakening. Every detail of his really 
perilous feat, he described with a minuteness which 
left no doubt as to the accuracy of his memory. 

On another occasion, six months previously, he had 
left his room at night, gone with apparent purpose to 
a neighbor’s house which happened to be a boarding 
house, made his way through a window, and found 
himself in a room in which aman was sleeping. Roused 
by the intrusion, the man challenged him, and forth- 
with brought him to a full waking state, with his 
perceptions keenly alert. Realizing fully his compro- 
mising position, he at once, with perfect self-possession, 
assured his host that he had mistaken the room, and 
withdrew as gracefully as the circumstances allowed. 
On this occasion he was attired in a cotton nightshirt 
and the weather was cold. His remembrance of the 
event was perfect as in the former instance. Again, 
two years before, he vaulted from a third-story window, 
and while hanging from the sill was awakened by his 
brother, and quickly restored to full waking conscious- 
ness, so that he was able to get back into the room. He 
has had many similar experiences, but the foregoing 
are typical of all. When finally completely awakened, 
there is absolutely no vertigo or confusion; he forth- 
with appreciates the situation in which he finds himself, 
and takes immediate and intelligent measures to 
extricate himself from his difficulty. He returns to 
bed and quickly and naturally falls asleep again. 


*Read at a meeting of the Boston Society of Psychiatry and 
Neurology, Feb. 16, 1905. 
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* An attempt to analyze the cause of the seizures is 
of interest. Fear appears to be the predominating 
motive of his actions; he thinks he dreams. For 
example, on the occasion of the first attack described, 
a big man threatened him, seeming to shut the door, 
barring exit, leaving as the only method of escape 
the window, of which he availed himself. At another 
time a “ big black thing ” came down on him, where- 
upon he vaulted from the window. In general the 
sense of being pursued, accompanied by overmastering 
fear, drives him to an attempt at escape. On one 
occasion, while working at the bottom of an elevator 
well, a plank fell near him from above; he escaped 
injury, and was not especially frightened, but the fol- 
lowing night the event recurred to him, and he found 
himself on the floor, screaming and swearing. He 
awoke, and was again asleep in five minutes. At 
times he lies in bed and screams. 

Physical examination showed an absolutely normal 
man, of unusual composure and vigor, except for the 
fact that he was painfully bruised where he had come 
in contact with the copper pipe. He is absolutely 
well during the day; he has had no convulsions or 
‘fainting ” attacks; he has never bitten his tongue 
or injured himself at night, except in his escapades, as 
described. His habits are sufficiently good as regards 
alcohol and tobacco. He has had gonorrhea, but not 
syphilis. He has lost some weight in the last years; 
he is unable to attribute his night attacks to indiscre- 
tions in diet, though he has given this possibility con- 
siderable thought. His pupils and knee jerks were 
normal, and there was no suggestion of hysteria. He 
had recently successfully passed a life insurance exam- 
ination. 


The points of interest in the case are the pur- 
posive character of the acts done under the influ- 
ence of fear, and the fact that the details of these 
acts are perfectly remembered, although their 
exact exciting cause is often vague. The diag- 
nosis of the condition is, no doubt, what has been 
called sleep-drunkenness or somnolentia. Dana 
devotes a paragraph to it in his textbook and 
aptly describes the condition as ‘‘ a kind of active 
nightmare.” He also states that the disorder 
in its severe form is very rare. The distinction 
from other temporary alterations or modifica- 
tions of consciousness is not difficult in a clearly 
marked case, as the foregoing seems to be. An 
ordinary dream, or so-called nightmare, is usually 
incoherent, and does not lead to definite actions. 
Night terror as seen in children is probably an 
allied condition, but is ordinarily a harmless 
affection with good prognosis, not extending 
beyond the early years of life. Hysterical con- 
ditions with reduplication of consciousness, or 
the somnambulistic states hardly enter the 
inquiry, since in these the amnesia is complete; 
nor need we seriously consider the manifestation 
as a psychic equivalent of epilepsy. Dr. Morton 
Prince has suggested that the condition may be 
regarded as transitional between ordinary som- 
nambulism and an hysterical state. 


The following case, no doubt, also belongs in the 
category of somnolentia. A boy, employed in a pri- 
vate dwelling, one night awoke the neighborhood by 
cries of a most distressed character. On investigation 
by the police and others it was found that the house 
had not been entered by burglars, although this was 
the definite statement of the boy. On gaining entrance 





to his room, he was found unconscious beside the bed, 
with blood about his face and on the floor, no doubt 
the result of his fall. His story was that a thief entered 
his room, that he was greatly alarmed, that he had 
reached out of bed for his shoe, which he hurled at the 
intruder, who then made his escape. The noise of the 
shoe striking the woodwork had been heard by persons 
in the house, and the indentation it had made was 
plainly visible. The boy could not be shaken in his 
story which, however, was manifestly not a correct 
statement of what had occurred. The case excited 
much interest at the time, but no satisfactory explana- 
tion was found for the actions of the boy who, both 
before and after, appeared normal. 


The condition was probably one of sleep- 
drunkenness — a vivid dream, which led to a 
purposive act in throwing the shoe, with a distinct 
subsequent remembrance, though false interpre- 
tation of the events. The failure to recognize 
the whole affair as a dream the following day 
may have been designed, because of the unex- 
pected prominence which he had brought upon 
himself. 

It is evident that such cases may have impor- 
tant medico-legal bearings; in fact this has been 
recognized by certain writers on the subject. 
On the other hand, the condition is not mentioned 
in Buck’s Reference Handbook of the Medical 
Sciences, in Peterson and Haines’ recent treatise 
on Legal Medicine, or in Draper’s very recently 
published textbook on the same subject. My 
patient was undoubtedly irresponsible after 
leaving his bed, until he was finally fully awak- 
ened. He had never seriously injured anyone, 
but he assured me that were he to be forcibly 
prevented from making his escape from the 
threatened danger, he would stop short of no 
degree of violence to attain hisend. The delicate 
point here involved is evident. By way of treat- 
ment I advised my patient to attach himself to 
a bell by means of a cord, so that he might be at 
once aroused on starting to get out of bed. The 
result I have not heard. 


_ 
_ 


Medical Progress. 


PROGRESS IN PATHOLOGY. 


REVIEW OF RECENT WORK ON THE PATHOLOGY 
OF ARTERIAL DISEASE. 





BY JOSEPH H. PRATT, M.D., BOSTON. 


(Concluded from No. 13, p. 375.) 
ANEURISMS OF NON-LUETIC ORIGIN. 


For over eighteen years Heller and his pupils 
have been demonstrating that syphilitic aortitis 
is the most important cause of aortic aneurisms. 
At the meeting of German physicians and 
scientists held at Munich in 1899, only Bollinger 
and his students supported the teaching of Heller. 
At the 1903 meeting of the German pathological 
society, however, the views of the Kiel school 
were. accepted by many. Heller has always 
maintained that aneurisms might possibly be 
produced by infectious processes other than 
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syphilis, which weaken the aortic wall. He re- 
ported a case in which tuberculosis of the abdom- 
minal aorta was the probable cause of an aneur- 
ism,” and more recently an instance of aortic 
aneurism due to traumatism.™ 

A man of thirty-seven, after severe muscular 
strain, was seized suddenly with pain in the chest 
and back. As the pain continued, he sought 
medical aid. The physical examination re- 
vealed the existence of aortic insufficiency. 
Death occurred eleven months after the injury. 
At the autopsy an aneurism of the ascending 
arch of the aorta was found, evidently of trau- 
matic origin. Clinical and anatomical study 
showed that the aortic insufficiency was likewise 
due to traumatism. Two days after the illness 
there was pronounced increase of cardiac dullness 
due to acute dilatation of the left ventricle. There 
was loss of substance in two cusps of the aortic 
valve without evidence of endocarditis. The 
aneurism took its origin in a tear beginning in the 
sinuses of Valsalva. Very few cases of aneurism 
of the aorta have been reported with complete 
pathological, as well as clinical, evidence that 
traumatism was the cause. 


HISTOLOGICAL DIFFERENCES BETWEEN TRAUMATIC 
AND SPONTANEOUS ANEURISMS. 


The opinion is now quite generally held, says 
Chiari * m his latest paper, that spontaneous 
aortic aneurisms are the result of a mesaortitis, 
the most frequent cause of which is syphilis. 
His assistant, Asahi, has examined four cases 
of healed tears of the aorta. None of them 
showed any signs of mesaortitis on careful micro- 
scopical examination. They were probably all 
the result of severe traumatism. In one instance 
this lead to the formation of an aneurism the 
size of a man’s fist. Severe mesaortitis pro- 
ductiva was present in all of the six cases of 
spontaneous aneurism that came to autopsy 
during the past year in Chiari’s pathological 
institute. 


ARTERIOSCLEROSIS AND CARDIAC HYPERTROPHY. 


Hasenfeld * working under Romberg in the 
Leipsic medical clinic found that sclerosis of the 
arteries of the abdominal viscera exerts particular 
influence upon hypertrophy of the heart; while 
sclerosis of the peripheral or cerebral vessels is 
without effect. Hirsch ® made a careful exami- 
nation of twenty cases, and he regarded his 
study as supporting the proposition of Hasenfeld, 
that “‘ arteriosclerosis only leads to hypertrophy of 
the left ventricle when the splanchnic vessels or 
the thoracic aorta are markedly diseased.” 

Marchand,” however, has found no constant 
relation between sclerosis of the splanchnic ves- 
sels and hypertrophy of the left ventricle. He 
has observed a case of advanced sclerosis of the 
thoracic aorta, coeliac, hepatic, splenic, renal and 
mesenteric arteries without hypertrophy of the 
left ventricle. He concludes that granular atrophy 
of the kidneys is the chief factor in the production 
of cardiac hypertrophy. 





ARTERIOSCLEROSIS IN EARLY LIFE. 


Seitz stated that of 148 individuals from ten 
to twenty-nine years of age, coming to autopsy 
at the Munich pathological institute, changes in 
the aorta were present in 17 or nearly 11.5%. 
More recently v. Simnitzky ® reports from 
Chiari’s laboratory that among 138 bodies of 
individuals below the age of twenty-five, sclerotic 
changes were found in the aorta in 38 or 27.5%. 
Excluding all cases below the age of two years, 
none of which showed changes in the aorta, 
increased the percentage to 48.7. The “ arterio- 
sclerotic” changes consisted almost wholly of 
yellowish flecks in the intima. Histologically 
degenerative and regenerative changes were 
found in the media as well as in the intima. Only 
two cases showed alterations in the adventitia. 


LOCALIZED SCLEROSIS OF THE CORONARY ARTERIES. 


Schabert ® presents a valuable study of six 
cases of coronary sclerosis limited to the orifices 
of the coronary arteries. Diffuse sclerosis is 
much more common. Hampeln observed 41 
pronounced cases among 1,410 autopsies. In all 
six of Schabert’s cases there was sclerosis of 
the root of the aorta, and aortic insufficiency. 
The localized luetic aortitis was present in 
two instances. In three the right coronary 
artery was closed and in the other cases greatly 
stenosed. The left coronary was not affected in 
four and only narrowed in one. Two of the 
individuals were luetic, and two of the others 
were in the third decade. 


ETIOLOGY OF SCLEROSIS OF THE RADIAL ARTERIES. 


Thayer and Brush” analyzed the records of 
nearly 4,000 patients entering the medical wards 
of the Johns Hopkins Hospital and found that 
the percentage of palpable radial arteries is 
naturally higher among individuals who give a 
history of hard physical work and of the use of 
alcohol than in the remaining cases. Hard labor 
was the most important cause. Palpable radials 
were more frequent in individuals who had suf- 
fered from the severe infectious diseases than in 
those who had not. Rheumatism is the acute 
infectious disease that most frequently leads to 
thickened radial arteries, and next to rheu- 
matism is typhoid fever. A history of alcoholic 
indulgence was present in 43.6% during the second 
decade, 59.4% during the third decade, 64.8% 
during the fourth decade and 70.8% during the 
fifth decade. Multiple causal factors, such as 
infectious diseases, hard work and alcohol, were 
present in the majority of those cases. Study of 
the cases in which only a single factor was found 
revealed the fact that alcohol alone was the 
apparent cause in 46.8% of the cases below the 
age of fifty. Overstrain of the vascular walls 
from continued or intermittent high-blood tension 
is the main factor in producing thickening of the 
intima. The average blood pressure was higher 
in every decade among individuals who had had 
typhoid fever than in control observations on 
healthy persons who had not had the disease. 
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ARTERIOSCLEROSIS OF NEPHRITIC ORIGIN. 


Dock * says that there is a great deal of assump- 
tion, but no actual knowledge in regard to arterio- 
sclerosis of nephritic origin, and pleads for more 
extensive clinical investigation of the subject. 
He reports a case of acute nephritis in a pre- 
viously healthy boy of fifteen years, in which, 
during the whole course of the disease, the blood 
pressure was high, ranging from 170 to 190 mm. 
with the Riva-Rocci instrument. 

It should be pointed out, however, that Heyd- 
loff, Filatow and Rachmaninow ~ have recorded 
cases of arteriosclerosis in children, apparently 
due to chronic nephritis. 

Marchand * asserted in his paper, presented 
before the Congress of Internal Medicine held in 
Leipsic last April, that chronic nephritis is a 
common cause of arteriosclerotic changes in 
early life, and reported two cases. He attributes 
the sclerosis to the action of the high blood pres- 
sure in chronic nephritis, although he does not 
doubt that other injurious factors are concerned 
in the production of such severe alterations in 
the vessels. 


ANGINA PECTORIS AND ARTERIOSCLEROSIS. 


The association of angina pectoris with coro- 
nary sclerosis is undoubted, and yet, as Osler 4 
points out, there is some causative element in 
addition to coronary sclerosis of which we have 
no knowledge. Coronary sclerosis is common, 
angina pectoris is rare. Attacks may occur in 
persons with healthy arteries. Osler has reported 
a case of angina pectoris in a young man of 
twenty-eight whose coronary arteries, the autopsy 
showed, were quite normal. 


ALCOHOL AND ARTERIOSCLEROSIS. 


Cabot * does not think that alcohol is an im- 
portant factor in the production of arteriosclero- 
sis. Only 6% of 283 cases of chronic and exces- 
sive alcoholism under fifty years ‘‘ showed any 
evidence of arteriosclerosis.” Of 45 cases of 
arteriosclerosis, under fifty years of age, exam- 
ined by Cabot at the Massachusetts General Hos- 
pital, only 13% gave any history of alcoholism. 
Patients whose arteries were merely palpable with- 
out being tortuous, hard, or rough, were not 
counted as cases of arteriosclerosis. Of 656 
autopsy records in which arteriosclerosis formed 
a part of the pathological diagnosis, only 95, or 
14.5%, were under the age of fifty. Out of these 
95 cases below fifty years of age in which arterio- 
sclerosis was found post mortem, only 21%, and 
if cases complicated by chronic nephritis are 
excluded, only 17%, appear to have consumed 
alcohol in any notable excess. 


MERCURY AND ARTERIOSCLEROSIS. 


Drennen* maintains that mercury is as 


important a factor in the production of arterio- 
sclerosis in syphilitics as the disease itself, but 
presents no evidence in support of this posi- 
tion. 





EFFECT OF ARTERIOSCLEROSIS ON VASOMOTOR 
ACTION. 


Romberg ” and Mueller investigated by means 
of the plethysmograph the disturbance in func- 
tion of the vasomotors produced by arteriosclero- 
sis. They found that arteriosclerosis, even in 
the earliest stage recognizable clinically, injures 
the function of the affected vessels. Arterio- 
sclerosis rarely influences the general circulation 
in such a manner as to cause elevation of the 
blood pressure and hypertrophy of the left ven- 
tricle, and changes in the blood pressure and the 
size of the heart when produced are generally 
slight. More important is the damage caused 
by arteriosclerosis to the vasomotor action. 
The body loses thereby more or less completely 
one of the best means of regulating the circula- 
tion to the varying demands of life; the damage 
is accentuated if the veins are also sclerotic. 


THE CONDITION OF THE ABDOMINAL AORTA 
OLD AGE. 


Bauer * concludes from a systematic examina- 
tion of the aortas of 75 aged persons, dead of 
various diseases, that arteriosclerosis is more 
frequently localized in the abdominal aorta than 
in the arch of the thoracic aorta. 


IN 


THE ELASTICITY OF THE AORTA. 


Herrington and Wells * have studied the physi- 
cal properties of the aorta. They reached the 
following conclusions: The aorta follows the law 
laid down by Wertheim for the elasticity of organic 
bodies. Its width increases with age as the 
result of internal pressure exercised upon it by 
the natural forces of the circulation. The more 
it thus becomes dilated, the less is it capable of 
being further stretched. Aortas, even when 
dilated, stretched by weights up to 200 gm., 
retain the power of returning to their original 
volume. Elasticity depends chiefly upon the 
media. The tunica media increases in substance 
with age. This increase is to be ascribed to the 
elastic or connective tissue or both. The “ loss 
of elasticity ” is due to changes in these tissues. 
The histological alterations, other than simple 
increase, are not sufficient to account for this 
loss. 

Another recent publication dealing with the 
functional changes of the arteries in arterio- 
sclerosis is that by Geigel.*’ Sclerosis diminishes 
the extensibility of the arteries, and this, he 
points out, is often mistaken for a loss of elasticity. 
A normal artery is distensible. Increased blood 
pressure separates the component parts of the 
wall and thereby the surface of the wall is in- 
creased, and the thickness at the same time 
diminishes, in other words, the vessel dilates. 
When the distending force ceases to act, that is 
when the blood pressure falls, the vessel wall 
tends to return to its original form. The com- 
pleteness with which it does so is its degree of 
elasticity. An ivory ball has but little extensi- 
bility, but great elasticity. Every elastic body 
has limits to its elasticity. When a body is 
distorted beyond these limits it cannot return 
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to its original form. Sclerosis and atheroma 
certainly alter the distensibility of the vessel, 
and it becomes more “ rigid,’’ and we are accus- 
tomed to say, there is ‘ loss of elasticity.” This, 
however, is not true. The “elastica”’ is fre- 
quently degtroyed, but there is no evidence to 
show that such an artery infiltrated with lime 
salts is less elastic, although without doubt it is 
less distensible. In sclerosis and atheroma the 
limits of elasticity are less, and in fact are often 
exceeded by the blood pressure. Persistent en- 
largement of the vessels results not only in cir- 
cumference but in length, so that they are length- 
ened as well as dilated. The former change can 
readily be observed in the torticosity of the 
visible and palpable arteries, such as the tem- 
poral and radial. 

Schwyzer* holds that the elastic tissue of 
the aorta is not the main cause of its disten- 
sibility, but acts chiefly to prevent over-disten- 
tion. The collaginous substance of the aorta is 
elastic and has great yielding power. 


BLOOD PRESSURE IN ARTERIOSCLEROSIS. 


Sawada reports from Romberg’s clinic in 
Marburg that out of 98 cases of arteriosclerosis 
which showed no signs of cardiac or renal vessel 
an elevation of blood pressure was found in only 
15 cases or 12.3%. The pressure in most of 
these 15 cases was between 130 mm. to 140 mm. 
of mercury. The highest pressure was 176 mm., 
and in this case probably latent renal changes 
were present. The pressure in healthy men 
measured with v. Recklinghausen’s modification 
of the Riva-Rocci apparatus varied between 90 
mm. to 120mm. A pressure above 160 mm. and 
170 mm. should always suggest interstitial nephri- 
tis, even when, as is so frequently the case, albu- 
minuria is not demonstrable at the time of exami- 
nation. 


EXPERIMENTAL ARTERIOSCLEROSIS. 


Jostie * produced arterial disease in rabbits by 
adrenalin injections. In one instance atheroma 
of the aorta and a saccular aneurism developed in 
three months. Twenty injections of adrenalin 
into the circulation were given. A photograph 
of the specimen accompanies his communication. 

W. Erb™ the younger has also produced 
arterial degeneration in rabbits by injecting 
adrenalin. The chief changes were in the media. 
The intima overlying the degenerated areas in 
the media was thickened. There was no demon- 
strable degeneration in the intima. The thick- 
ening of the intima was due chiefly to a growth 
of endothelium and elastic fibers. 

B. Fischer ® has succeeeded in producing ex- 
perimentally in rabbits a high degree of vascular 
degeneration, particularly of the aorta. In one 
case a typical dissecting aneurism formed, which 
extended from the arcus aorte to the renal arteries 
He believes that the first change is a focal ne- 
crosis of the musculature of the media; stretching 
and tearing of the elastic fibers follow with de- 
position of lime salts in the affected areas. Cellu- 
lar infiltration occurs later, and not till then does 





the picture of a mesarteritis appear. The changes 
are probably not due to increased blood pressure 
alone, but also to severe disturbances of meta- 
bolism induced by the adrenalin. The process 
differs widely, both in gross and microscopic 
appearance, from arteriosclerosis in man. 


HISTOLOGY OF ARTERIOSCLEROSIS. 


Jores maintains that the small areas of fatty 
degeneration in the intima of the aorta, and 
which Virchow held to have no relation to ather- 
oma, are really the first stage of the same process, 
and are associated with hyperplasia of the under- 
lying elastic tissue. Jores has shown that degen- 
erations of the aorta in arteriosclerosis begin in 
the longitudinal elastic-muscular layer and the 
tunic internal to it which is rich in elastic tissue. 
The connective tissue growth in the intima is 
secondary to the degeneration. It was formerly 
held that the degeneration originated in the new- 
formed connective tissue. 

Ehlers * has found that the pathological his- 
tology of arteriosclerosis of the pulmonary arteries 
is quite similar to that of the systemic arteries. 

In arteriosclerosis, Coplin ” finds early changes 
in the elastic tissue of the vessels. Fragmenta- 
tion, swelling, separation and curling of the 
fragmented ends constitute the most common 
early alterations. Overstrain, admittedly a factor 
in arteriosclerosis, produces tension on the elas- 
tica, and tearing of the elastica may be the initial 
change in the disease. It is possible that arterio- 
sclerosis is due to the action of toxins on the 
elastica. Eijkman has shown that certain bacte- 
ria evolve an elastica-dissolving enzyme, and it 
is not improbable that within our bodies delete- 
rious substances of similar nature may be pro- 
duced. This hypothesis of the dissolving action 
of toxins on elastic tissue is supported by the 
fact that elastic tissue elsewhere than in the 
vessels frequently suffers in arteriosclerosis. 
The elastic tissue of the lung is reduced in emphy- 
sema, and Lancereux found emphysema in 34% 
of his cases of arteriosclerosis. 


HYPERTROPHY OF THE MEDIA. 


Hyvermyotrophy is defined by Savill * as an 
increase in the muscular tissue of the arteries. 
The term was first used by him in 1891. Savill 
regards the condition as the first step in the 
degeneration and sclerosis of the media. Ad- 
vanced atheroma and sclerosis of intima and 
adventitia does not lead to serious consequences 
provided the media is unaffected. When com- 
bined with focal necrosis of the media the condi- 
tion is most serious, as the media is the func- 
tionally active part of the artery and the 
regulator mechanism of the body. Arterial 
hypermyotrophy is probably the result of high 
arterial tension, induced by chronic renal disease 
or other cause. 

We doubt if Savill’s views will gain acceptance. 

Marchand ® regards muscular hypertrophy of 
the arterial wall as separate and distinct from 
arteriosclerosis. It is in the nature of a work 
hypertrophy, and occurs in the smaller arteries 
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of the muscular type when increased work is 
thrown upon them, as in hypertrophy of the left 
ventricle resulting from chronic nephritis or 
aortic incompetency. 


CHEMICAL STUDY OF ARTERIOSCLEROSIS. 


Analysis of aortas, the seat of arteriosclerosis, 
according to Rumpf * shows an increase of cal- 
cium and fat. Potassium and sodium are dimin- 
ished in amount, as is also the water content. In 
an early case of arteriosclerosis the blood con- 
tained an increased amount of sodium, potas- 
sium and soluble calcium. The amount of cal- 
cium in the liver was greatly increased. In ad- 
vanced cases the amount of water in the blood 
was decreased. In some of the cases of arterio- 
sclerosis combined with nephritis the amount 
of water in the blood was reduced and the sodium 
chloride increased. In the later stages of nephri- 
tis, usually after edema appeared, the amount of 
water in the blood was greatly increased. 


TUBERCULOSIS OF THE AORTA. 


Forssner “ reports a case of chronic tubercu- 
losis of the aorta in a woman of forty with sec- 
ondary acute general miliary tuberculosis. The 
tuberculous process was located in the wall of 
the descending portion of the thoracic aorta, and 
formed an oval, slightly elevated, ulcerated area, 
about four em. in length and one in breadth’ 
Cases of chronic hematogenous tuberculosis of 
the aorta have previously been reported by 


Sroche, Benda, Longecope and Schmorl. In all 
of these the intima only was affected, while all 


the tunies were involved in Forssner’s case, and 
the evidence indigates primary injection of the 
media. There was no pre-existing endaortitis. 
The tubercle bacilli were probably brought into 
the aortic wall through the vasa vasorum. 
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Kieports of Societies. 


BOSTON MEDICAL LIBRARY IN CONJUNCTION 
WITH THE SUFFOLK DISTRICT BRANCH 


OF THE MASSACHDSETTS MEDICAL SO- 
CIETY. MEDICAL SECTION. 


MEETING of Dec. 21, 1904, Dr. Gro. G. Sears in 
the Chair. Dr. E. A. Locke, Secretary. 


Dr. Paut THORNDIKE read a paper on 


THE SURGICAL TREATMENT OF NEPHRITIS.! 


Dr. Franz Prarr read a paper on 


THE MEDICAL TREATMENT OF NEPHRITIS.” 


Dr. FRANK WELLS spoke on the subject of 


NEPHRITIS AND LIFE INSURANCE. 


DISCUSSION. 


Dr. JoHN Bapst BLAkeE: Assuming that there are 
certain cases of Bright’s disease which may be treated 
surgically, the operator has four alternative methods 
of attack. He may, first, operate a single kidney, as 
Reynolds and Edebohls have at times done; he may 
operate both kidneys at different times, allowing an 
interval of weeks to intervene(between the operations) ; 
he may operate both kidneys in succession at a single 
sitting, or he may, with a colleague, operate both kid- 
neys simultaneously. The latter method has certain 
advantages not possessed by the others. It obviates a 
second etherization and operation; it shortens the 
double operation by one half; it does not increase the 
shock; it does not complicate the technic, after care, 
nor convalescence; it does not make the patient any 
less comfortable in the postoperative period. It has 
been done six or seven times at the Boston City Hospi- 
tal, always with facility, but I have not found refer- 
ence to its performance elsewhere. In its performance, 
each operator has an assistant at his side, not opposite 
him, and the patient lies on his face. If both kidneys 
are to be decapsulated, it is the operation of choice. 

The varying value of reported medical cases is 
notorious, and in nothing is it more evident than in 
this subject. In looking up recent literature, two 
papers appeared, one from an American, the other 
from a German. The American reported a single case, 
upon which a great deal of time and thought had been 
expended; yet as a whole the work was not available 
for argument, since the gross appearance of the kidneys 
was omitted, a specimen was not taken at the opera- 
tion for pathological examination, and the case was 
reported as soon as the patient left the hospital; any 
permanent effect of the operation was therefore un- 
known. The German, however, presented an admir- 
able paper, though it seems destructive of certain 
claims put forth by some enthusiasts. He (Rosen- 
stein) * gives details of six cases operated in Israel’s 
clinic; of these one died as a result of the operation, two 
were rather worse, two about the same and one some- 
what improved at periods varying from five to fifteen 
months, after surgical interference. Rosenstein then 
makes a critical study of Edebohls’ statistics; he states 
that all absolute cures have occurred in kidneys which 
were also movable, and which really did not have 
“true Bright’s’; he says no “one-sided” Bright’s 
exists — the condition always affects both kidneys; 
that the ‘improved ” cases were often only slightly 
improved; and that of the 23 cases of true Bright’s, 6 

1 See p. 393. 





2 To be published in a later edition of the JouRNAL. 
3 eutees Med. Wochenschrift, July 28, 1904. 
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are dead; none are cured; 8 are unimproved; 9 are 
improved. On this basis he summarizes Edebohl’s 
experience with his own as being “ exceptionally dis- 
couraging.”’ Rosenstein’s conclusions, with which we 
infer that Israel coincides, are, first, decapsulation in 
a dangerous operation in severe Bright’s. (26% mor- 
tality.) Secondly, permanerfit cure of true Bright’s is 
not reported in any case. Thirdly, improvements are 
reported. In these conclusions the speaker agrees. 

I believe there is an indication for operation in 
Bright’s disease, but within definite and narrow limits; 
to wit, subacute or early chronic cases, in individuals 
whose constitution is otherwise in fair condition, and 
who have been under efficient medical care for three 
months, without benefit, or even with slight increase 
of symptoms, who are willing to take a moderate chance 
for the sake of a probable improvement, should be 
offered the operation, after a fair statement of its his- 
tory and present standing. 

Dr. J. W. Etuior: Two years ago I had two opera- 
tive cases in my wards at the Massachusetts General 
Hospital, one being operated on by Dr. W. A. Brooks. 
He had seen them at first in consultation with Dr. 
Cutler in the medical ward who desired to have the 
operations done. 

The first case was of a man thirty-three years old 
with acute symptoms during a chronic nephritis who 
had grown worse under medical treatment and who 
finally had to be bled and etherized on account of severe 
headache and uremic convulsions. With the patient 
in poor condition both kidneys were decapsulated at 
one operation. There was at least two inches of edema- 
tous tissue on his back, and as we cut down on the 
kidneys we met many enlarged vessels which bled 
profusely. One kidney was double its normal size, 
imbedded in an inflamed fatty tissue in which there 
were many enlarged vessels. A piece of kidney sub- 
stance was excised and pronounced by Dr. Wright to 
be subacute glomerulo nephritis. The entire capsule 
was removed from both kidneys. There was a great 
improvement in his symptoms after the operation. 
The edema and headache disappeared and there were 
no more convulsions. He felt as if he were well. The 
improvement began within two weeks and continued 
for some time. The urine, however, did not clear up 
and he finally died at the end of three months of his 
nephritis. At the autopsy Dr. Wright fotnd the kid- 
neys bound more tightly than usual in their positions 
and the organs apparently provided with their usual 
capsules; there was no increase in the blood supply. The 
clinical diagnosis was confirmed. 

The second case was of chronic nephritis in a boy, 
thirteen years old, who had been suffering from the 
disease more or less ever since he had scarlet fever at 
the age of four. He had not done well under medical 
treatment, and came to the surgical ward in very poor 
condition with an excessive amount of edema. The 
urine examination revealed only a slight trace 
of albumin and a few renal cells. Urine contained 
1% of albumin. Blood globules, leucocytes, fatty and 
renal cells, compound granular casts, casts with blood 
and oil globules and renal cells adherent, blood and 
epithelial casts. Both kidneys were decapsulated at 
one operation. He did not improve at first. The 
edema continued for several weeks. In about two 
months, however, his improvement became marked. 
Was seen in seven months, and has since been reported 
as perfectly well, and is still alive and well, nearly two 
years since the operation. The urine examination 
revealed a slight trace of albumin and a few renal cells; 
no casts. 

These two cases are, I think, about typical of the 
results reported by other surgeons, the chronic glome- 





rulo nephritis bein; decidedly relieved temporarily, 
while the post-scarfatina nephritis was permanently 
improved if not cured. In the first case the post mor- 
tem showing that the capsule was regenerated in three 
months after the operation without an increase in the 
blood supply is in accord with the experiments on 
animals just quoted by Dr. Thorndike, also with the 
experiments by J. W. Hall and G. Herxheimer. This 
shows clearly Edebohls has not correctly explained 
the changes resulting from the operations, and will 
probably lead to a change in the operation itself, for 
it is not reasonable to peel off a capsule that will so soon 
regenerate with the addition of a certain amount of 
scar tissue. 

Looking at the question broadly it seems to me that 
the pathological condition of a kidney shrinking and 
loosing its parenchyma from chronic nephritis does 
not offer a very favorable field for surgery. Never- 
theless, I have been much impressed with the favorable 
results reported from these operations, especially in 
the cases where nephritis has been first discovered at 
the operation, and therefore in the early stages of the 
disease; also by the cases reported by Harrison where 
simple incision into a diseased kidney was followed 
by favorable results. 

I feel sure there is something valuable in an opera- 
tion on an inflamed kidney. Considering the fact that 
the capsule is regenerated after decapsulation, I do 
not think the operation will be continued in its present 
form, but I do think that operative treatment of ne- 
phritis has come to stay. The subject is still in the 
experimental stage. It remains to be worked out 
what part of the operation is essential and just what 
cases are most favorably affected by operation. 

For the present I would say: (1) I am convinced 
that painful, movable kidneys, with or without albumin 
and casts, should be treated by partial decapsulation 
and fixation, and in view of the number of movable 
kidneys found affected with nephritis, by Ferguson and 
others, I am inclined to take a more serious view of 
all movable kidneys. (2) It would seem probable 
in all acute cases where there is great congestion that 
incision or perhaps puncture will be followed by good 
results. (3) That as surgery can at most only stop 
an inflammatory process, the long-standing chronic 
cases will not prove proper cases for operation. (4) 
That between the acute and the hopeless chronic cases 
there will always remain a large number of cases in 
which there is much doubt about the advisability of 
an operation. 

Dr. Epwarp ReEyNoups: It seems to me that Dr. 
Thorndike’s paper is a most comprehensive and judicial 
one. ‘The operation is still sub judice, but I agree with 
Dr. Elliot that it has some value. Most of us have 
had the experience which Dr. Thorndike has referred 
to in the history of the operation, of seeing nephritis 
benefited by incision into the kidney for other com- 
plicating conditions. 

We must certainly ascribe to Dr. Edebohls the credit 
of having been the first to apply the operation to a 
large number of patients for the definite purpose of 
treating nephritis per se, and personally I think that 
Dr. Edebohls has made every effort to study the opera- 
tion judicially and to be fair in his report of his cases. 
I think it has been a misfortune for the operation that 
it has been applied for the most part, both by Dr. 
Edebohls and other surgeons, to advanced and practi- 
cally hopeless cases with, in consequence, a large 
proportion of failures and an enormous death-rate. 
This is, however, the usual history of the early trials 
of any new operation. 

I think that the time has come when this operation 
should be applied to nephritis while the patient is still 
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in a state in which there is a reasonable prospect of 
radical cure, and I expect that with this change the 
operation will readily take an established position, but 
we have yet to work out more thoroughly than we 
have heretofore done the exact choice of cases to which 
it should be applied. 

I believe that we are now in a position to apply the 
operation to cases in which a chronic nephritis is steadily 
progressing in spite of medical care and before it reaches 
the stage of extensive contraction or other forms of 
traction of the kidney. My own work has been along 
this line; 7. e., an exhaustive preliminary study of the 
urine of four progressive but not yet advanced cases. 
The patients were all suffering from definite symptoms 
of established duration persisting in spite of medical 
care. All were still out and about, and none had as 
yet been the subjects of convulsions. One case has 
been lost sight of, but at the end of nearly two years 
was apparently in an established convalescence. One 
who had been a good deal of a wreck has been in first- 
rate health for seven years, although she has had one 
slight attack of disturbance of the kidney of a transitory 
nature. Two are in steadily improved and improving 
health at the end of one and a half and two years, 
respectively. My results are therefore very encourag- 
ing. I have, however, at the present stage of devel- 
opment of the operation, felt it necessary in operating 
upon comparatively early cases to make the operative 
interference as light as possible, and have in each case 
limited myself to operation upon but one kidney, 
determining the choice of kidneys by previous cathe- 
terization of the ureters (an easy matter in women) 
and selecting the worst kidney for attack. In each 
case I have planned to attack the other kidney subse- 
quently if necessary, but in each case the results of 
operation upon one kidney have resulted in so definite 
and progressive an improvement in both kidneys (as 
demonstrated in three cases by subsequent catheteri- 
zation of the ureters) that I have not performed the 
second operation. 

I may sum my opinion up by saying that although 
we have still much study before us ere we can feel 
that our knowledge of this subject is complete, I think 
we can already promise patients a sufficiently fair 
prospect of improvement or cure of an otherwise 
incurable disease to warrant our advising them to 
submit to operation so soon as medical care fails. 

Dr. E. G. Cutter: I wish to say but a few words 
and shall confine those to the question of the operative 
treatment of nephritis. We all know how little diet 
and ordinary medical treatment can do in cases of 
advanced chronic nephritis, and this consideration led 
me to try decapsulation in five cases, two of which have 
just been reported by Dr. Elliot. The third case was 
that of a woman who was also operated on at the 
Massachusetts General Hospital. After a short time 
she was greatly improved and was able to do consider- 
able work. She, however, died about a year subsequent 
to operation from the complications of nephritis. The 
remaining two cases were of the chronic interstitial 
type, and were operated on very late in their course 
and only as a last resort. One died within twenty-four 
hours while the other lived for from twelve to fifteen 
days, finally dying of complications not of nephritic 
origin. I feel very strongly that we should turn these 
cases over to the surgeon in the earlier stages. I 
further believe it a mistake, as Dr. Reynolds has said, 
to operate on the very advanced chronic types, as 
experience gives us no encouragement to expect 
benefit. 

Dr. J. L. Morse: I have been asked to say a few 
words with regard to the treatment of nephritis in 
children. The treatment of this disease in children 





must, of course, be based on the same principles as in 
adults. In children, however, the treatment of nephri- 
tis amounts to little more than the treatment of acute 
nephritis, other forms of nephritis being very uncom- 
mon at this age. ; 

The most important part of the treatment of nephri- 
tis is the regulation of the diet. In doing this certain 
points must be remembered. The substances which 
are excreted with the greatest difficulty by the kidneys 
are urea, creatinin, phosphuric acid and, in certain 
conditions, water. 

Urea is derived from the protein molecule. Protein, 
as is well known, is present in large amounts in meat 
and eggs. Few realize, however, how much protein 
is contained in milk. Milk in the quantities in which 
it is usually given contains far too much. It is, there- 
fore, not an entirely innocent food. Its food value is 
much improved without adding to the protein content 
by the substitution of cream for a portion of the milk. 
The nitrogenous equilibrium can be maintained for a 
short time on a very small amount of protein; for 
example, a boy of four can get on with about 15 gm. 
of protein in twenty-four hours. Twelve ounces of 
milk will give this amount of protein. The food value 
can be much increased by the addition of a small 
amount of cream. Three ounces of cream and twelve 
ounces of milk in twenty-four hours, therefqre, is more 
than sufficient for the needs of a boy of twelve for 
several days. It must be remembered that the pro- 
tein of meat and eggs is no more dangerous than that 
of milk, and. that they can be given with safety, pro- 
viding that the total protein is kept down. 

Creatinin is derived from creatin. This is contained 
principally in meat extracts, meat broths and so on. 
They contain but little else, moreover, and are there- 
fore very bad foods for nephritis and should never be 
used under any circumstances. Milk and eggs contain 
but little creatinin, vegetables none. 

Phosphoric acid is present in large amounts in meat, 
yolks of eggs, milk and many vegetables. Its presence 
in milk must be especially remembered. The addition 
of calcic carbonate to milk either causes the precipita- 
tion of the acid in the intestine or causes it to be elim- 
inated through the intestine, thus preventing it from 
reaching the kidneys. 

Water is, in the beginning of a nephritis, probably 
eliminated with more difficulty than any other sub- 
stance. Later it is eliminated more easily, and finally 
very easily. In the beginning; therefore, but little 
water should be given. Later, when diuresis is free, or 
if it is free from the start, water may be given freely. 
At this time it is of benefit because it flushes the kid- 
neys and renders solution easier. 

In considering drugs in the treatment of nephritis 
it must be remembered that the first object of treat- 
ment is to spare and rest the kidneys. In the acute 
stage drugs, such as digitalin, caffein and diuretin and 
so on, can do nothing but harm. They either increase 
the blood pressure or excite and irritate the kidney 
unduly and thus do harm. Alcohol is contra-indicated 
in the acute stage. When uremia is threatening and 
there is general edema, cathartics and diaphoretics are 
of much use. The hot-air bath does not work well, 
as a rule, in children. The hot pack is much better. 

The cases of acute nephritis in children may be 
divided into three main classes. 

In the first class the secretion of urine is very small, 
edema is increasing and uremia is impending. In 
these cases the object of treatment is to spare the kid- 
neys. They should be put on the lowest possible diet 
and should be given a very moderate amount of water. 
Cathartics and diaphoretics should be used freely. 
They can bear this low diet only four or five days. 
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This is long enough, however, because by that time 
they are either dead or the kidneys have begun to 
secrete again. 

In the second class the secretion of urine is reduced, 
the edema is slight and uremia is not threatening. In 
these cases cream and milk may be given to meet the 
needs of the organism. If more food is necessary, 
other things of high caloric value and not irritating to 
the kidneys should be given rather than more milk. 
Such food are cereals, butter and sugar. The amount 
of water must be varied according to the amount of 
the urine and the edema. The general principle in 
these cases is that the less the urine and the more the 
edema, the less the water. 

In the convalescing stage only a part of the diet 
should be milk. The same principles apply here as in 
the second class in the regulation of the diet. In these 
cases, however, water should be pushed. 

Dr. J. BERGEN OGpEN: I have been very much 
interested in the papers of the evening and the discus- 
sion. Comparatively little has been said in regard to 
the forms of nephritis in which decapsulation of the 
kidneys may do good and it seems to me that this is a 
very important point. 

In the New York and Philadelphia Vedical Journal 
of June 4, 1904, Dr. A. R. Elliott of Chicago deals with 
‘“‘ The Medical Aspects of Decapsulation of the Kidneys 
for the Cure of Chronic Bright’s Disease,” and the 
results of his study are very instructive and interesting. 
He makes an analysis of 112 reported cases which are 
divided and classified as follows: 

(1) Floating kidney with albuminuria and cylin- 
druria, 29; (2) renal calculus with infected kidney, 1; 
(3) pyelonephritis, 2; (4) renal sarcoma, 1; (5) sub- 
acute glomerulonephritis, 2; (6) arteriosclerotic renal 
atrophy, 1; (7) chronic interstitial nephritis, 43; (8) 
chronic parenchymatous nephritis, 33. The two 
eases of subacute glomerulonephritis, one following 
scarlet fever, were apparently benefited by the opera- 
tion. The case of arteriosclerosis renal atrophy re- 
covered from the operation but died from the disease 
in less than one year. Elliott divides the cases of 
chronic interstitial nephritis into early, of which there 
were 13, and advanced, of which there were 29. In 
the early cases the results were as follows: 

Symptomatically improved, 10; unimproved, 2; 
rendered worse by the operation, 1. In the advanced 
cases the results of operation were: died, 22; improved, 
4; unimproved, 2; rendered worse, 1. The results 
of operation in the cases of chronic parenchymatous 
nephritis were: died, 13; improved, 12; unimproved, 
8. 

To me these figures are significant, and impor- 
tant when the question of operative interference 
arises. 

(1) Acute and subacute nephritis, such as follow 
scarlet fever, and similar to the first case reported by 
Dr. Elliot here to-night, are apparently benefited by 
decapsulation, although not the class of cases usually 
selected for this operation. 

(2) Cases of chronic interstitial nephritis, early 
stage, are apparently improved by the operation. In 
the advanced cases more than 80% die or show no 
improvement. 

(3) In chronic parenchymatous nephritis fully 36% 
of the cases which were studied showed beneficial 
results from the operation of decapsulation. 

It seems to me the chance of recovery, or anything 
more than temporary improvement, is so exceedingly 
smal] in the cases of renal decapsulation that any 
advice in regard ‘to the operation should be most 
thoroughly weighed, and encouraged only in excep- 
tional cases. 





MEDICAL SOCIETY OF THE STATE 


OF NEW YORK. 


StaTeD MEETING Hep JAN. 31, Fes. 1 and 2, 1905. 
(Continued from No. 13, p. 379.) 


First Day. — (Continued.) 


THE HISTORY OF CEREBROSPINAL MENINGITIS IN 
AMERICA, 


Dr. ABRAHAM Jaconr of New York prepared this 
paper which was read by title. 


THE TREATMENT OF CEREBROSPINAL MENINGITIS. 


Dr. C. G. Stockton of Buffalo said that as the dis- 
ease was self-limited, it was very difficult to find a 
form of treatment that would prove satisfactory. 
Again the various epidemics varied so much in the 
degree of virulence that it was difficult to estimate the 
effect of measures employed. The disease no doubt 
occurred as the result of overcrowding and unsanitary 
conditions. The old treatment of the disease was by 
blood-letting and liberal doses of mercury. It was 
still an open question whether these methods would 
have to be given up for newer ones. Among modern 
remedies was the hot bath as given by Aufrecht, the 
puncture of the spinal cord and the injection of various 
local antiseptics, injections of bichloride of mercury 
in the vicinity of the spine. In a number of cases the 
relief afforded by the hot bath has been very marked. 
It produced a decided lowering of the temperature 
and was often conducive to rest and quiet. The 
hot bath had not been employed to as great an extent 
in this country as in Europe. Lumbar puncture with 
the injection of a mild antiseptic had attained some 
popularity, but it could not be shown that it had 
lessened the mortality. The most important element 
of treatment was that the patient should be kept in 
a quiet, dark room to avoid all excitation of the central 
nervous system. Hot baths should be given and if 
there were symptoms of pressure puncture of the cord 
should be undertaken with removal of the fluid, and 
drainage should be instituted if necessary. Antipyrin 
aided, not only in reducing the temperature, but made 
the patient less restless and relieved headache and 
hyperesthesia. Mercury should be employed as a 
laxative or to assist in stimulating the organs of elim- 
ination. Opium or bromides might be resorted to for 
the relief of convulsions and pressure symptoms gener- 
ally. Injections might be employed in severe cases 
as a dernier résort. 


THE EYE SYMPTOMS OF CEREBROSPINAL MENINGITIS. 


Dr. A. E. Davis of New York said that locally this 
disease might produce affections of every portion of 
the eyeball and of the nerves. Affections of the nerve 
were mainly responsible for visual symptoms, but 
these might also be produced by pressure upon the brain 
centers. The eye symptoms differed greatly in differ- 
ent epidemics. Nystagmus and lagophthalmus are of 
quite common occurrence. If corneal ulcers developed 
precautions must be taken to protect the external 
tunics of the eye by means of vaseline and a protective 
bandage. Ptosis, unilateral and bilateral, and optic 
atrophy might occur. In these latter cases vision 
might be restored in spite of the hopeless appearance 
of atrophy in the nerve head. He related a case in 
which the patient had been both blind and deaf and 
yet both senses had been restored. Certain forms of 
eye symptoms might aid in the diagnosis of cerebro- 
spinal meningitis. One should be on guard if an 
equality of pupils with a squint was detected. A con- 
junctivitis might be the initial symptom in a certain 
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epidemic; in another epidemic pus in the anterior 
chamber might be characteristic. The destructive 
process causing lesions of the nerve might progress to 
a remarkable degree before the usual vision was 
affected. 

Dr. Morris Manass of New York said that he wished 
to emphasize with Dr. Councilman, as he had already 
pointed out, that cerebrospinal meningitis was not sim- 
ply a meningitis involving only the spinal meninges but 
the cerebral meninges and cortex as well, and if this fact 
was borne in mind one could readily see how hopeless 
any attempt at treatment was. It was important to 
remember the variations pointed out, the variations 
in mortality in different epidemics, and this certainly 
modified enthusiasm over any one plan of treatment. 
If one could see that picture of thick tenacious false 
membrane which covered the spinal cord and base of 
the brain in many instances he could premise the hope- 
lessness of any therapeutic agent. Even after one had 
apparently rescued a case the danger of sudden death 
should be borne in mind, as from acute dilatation of 
the ventricles, 7. e., acute hydrocephalus, which might 
occur as long after the disease as six weeks. Such a 
case was seen at the Mt. Sinai Hospital. Lumbar 
puncture was of value in his opinion if the foramen 
Magende was not closed; it was the closure of this 
foramen that explained the hopelessness of treatment, 
locally, in many instances. Yet some attempt should 
be made in local treatment in every instance. The 
systematic use of lumbar puncture had been a great 
aid in diagnosis as well as in treatment; if it did no 
more than aid in the differential diagnosis it had ful- 
filled a great and important object. A great many 
cases were apparently cured by lumbar puncture, many 
were not affected, and yet in no case had it been known 
to do harm when properly performed. Anyone in 
acquiring the proper technic should be prepared to get 
“dry tapping ” and this was not always due to faulty 
technic; it might be explained by the thickness of the 
membrane, or by the closure of the foramen Magendie. 
He said he was surprised to learn how tolerant the 
spinal canal was of antiseptics, such as lyso and other 
foreign substances. Yet it should be borne in mind 
that if the foramen Magendie was closed no form of 
local therapy was of value. Again if there was thick 
false membrane to deal with no local therapy was of 
value. In those cases where failure followed lumbar 
puncture, or the injection of antiseptics, such as lysol, 
one could attempt to drain the canal by making a coun- 
ter-opening above; then with the lumbar puncture 
below one might get some good result. The result 
from the use of lysol was better than Dr. Stockton’s 
paper indicated. In the cases reported originally, 
123 in number, there were 58% of recoveries. Whether 
these cases recovered as the result of treatment must 
be, of course, received with proper reserve. Dr. 
Morris referred to a severe case of cerebrospinal menin- 
gitis treated by Dr. Loomis at Bellevue Hospital with 
a solution of argyrol; at autopsy the silver salt was 
found to be distributed not only in the spinal canal, 
but also over the cortex and base of the brain; there- 
fore, there was some promise of success by antiseptic 
injections when the foramen of Magendie was open. 
The hot water treatment he believed to be good, but 
anyone who had seen a severe case of this disease 
would recognize the fact that it was not an easy thing 
to administer such a treatment. These patients might 
lie in opisthotonos, or curled up, and they hated to be 
disturbed. If there was no undue irritability the 
routine use of hot bathing with friction applied, as in 
the treatment of typhoid fever patients, was to be 
recommended. But if there was much irritability this, 
of course, could not be carried out with benefit. Dr. 





Manges referred to a rash that he had frequently seen 
in these cases about the joints, which might be best 
described as a gooseskin rash, and instead of white 
areas, it appeared as though the margin of the epider- 
mis had been rubbed off and a rough surface left with 
bleeding papilla. The occurrence of this rash about 
the knees and elbows might be of value in establishing 
a diagnosis. In some cases difficulty was experienced 
in making a differential diagnosis between this disease 
and uremic and diabetic coma. A well-marked nephri- 
tis with the characteristic acute nephritic urinary find- 
ings was quite common in cerebrospinal meningitis 
and might be among the earliest symptoms and cause 
much confusion in diagnosis. The presence of sugar 
in the urine in the early stages of the disease was quite 
a common occurrence and might be misleading, espe- 
cially at the onset. 

Dr. DeLancey RocuesteEr of Buffalo said that what 
Dr. Councilman had stated regarding the encepha- 
litis was a very important point. One should bear 
in mind, too, the fact that all cases of primary infection 
of serous membranes were accompanied by a certain 
amount of involvement of the underlying structures, 
i. e., those that were covered by the serous membrane 
in question. These epidemics he said occurred at a 
time when people were shut up in their houses, away 
from the fresh air, and when the vitality of the indi- 
viduals was lowered. This enabled the various micro- 
organisms to increase and secure a foothold and develop 
the disease. Too much stress should not be laid upon 
the value of Kernig’s sign, nor upon any one sign or 
symptom; symptoms should be grouped together for 
diagnosis of this disease. A point not mentioned by 
any of the readers he said was the persistent leuco- 
cytosis in cerebrospinal meningitis from the beginning 
to the end. Lumbar puncture was of value in with- 
drawing fluid and relieving to a certain extent the 
pressure within the spinal canal, but the injection of 
these irritating substances, such as antiseptics, was 
of doubtful efficacy. The question arose in his mind 
whether the injection of antiseptics into any serous 
sac was of any value, or did more than act as an irri- 
tant there; he was satisfied that such was the case when 
these substances were introduced into the pleura or 
pericardium. In the treatment of these cases he em- 
phasized the importance of keeping the patients quiet, 
the room dark and the patient away from any source 
of irritation. His practice had been to be persistent 
in the use of bromides and antipyrin in combination, 
using them at three or four hours intervals and in con- 
siderable sized doses. The persistent use of these 
sedatives enabled one to move the patient with greater 
ease, as in giving the hot baths. He also emphasized 
the importance of attending to the emunctories. The 
local treatment was of value, such as the application 
of leeches along the base of the skull and along the 
spine. 

Dr. E. Lipman of New York said that one of the 
most important things to be considered to-day was 
regarding the methods by which cerebrospinal menin- 
gitis spread — what caused epidemics of the disease. 
Was the disease due to the diplococcus of Weichsel- 
baum or not? Taking 60 cases at the Mt. Sinai Hos- 
pital there were found 19 due to the tubercular bacillus, 
17 to the streptococcus, 7 to the pneumococcus, 3 to 
the staphylococcus aureus, 2 to the micrococcus of 
Pfeiffer, 2 to the bacillus pyocyaneus, etc. Therefore, 
no one organism caused the disease apparently, or if it 
did, it was not yet discovered. He referred to a case 
of a child that had been treated for “ pink eye ” who 
later developed cerebrospinal meningitis, and he thought 
this proved the possibility of the entrance of the micro- 
organism through the conjunctival sac. The diplo- 
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coccus intracellularis meningitidis of Weichselbaum 
was found in pure culture in this case. With regard 
to the sporadic cases he said the general impression 
seemed to be that these were the milder cases. He 
distinctly remembered the first case he ever saw in 
1899 in New York City in which the patient died with- 
in twenty hours; this was a sporadic case, and the 
diplococcus intercellularis was obtained in pure culture. 
Therefore, one should not believe that sporadic cases 
were the milder ones. The meningococcus had been 
found in the blood in a few instances. He reported 
the case of a patient suffering from recurrent attacks 
of fever, with rashes about the joints, in whom the 
meningococcus was found in the blood on two occa- 
sions; after eight or ten weeks the patient developed 
symptoms of cerebrospinal meningitis and then the 
organism was developed in pure culture. Another 
‘ase, a boy, was brought into the hospital after being 
treated for typhoid fever; he complained of pains in 
the back of the neck, there was the rash about the 
joints, the presence of Kernig’s sign, and all which 
pointed to the possibility of cerebrospinal meningitis 
developing; later the meningococcus was found in the 
spinal fluid. He said that meningococcus was one of 
the organisms which caused systemic sepsis independent 
of any meningeal involvement, and that this organism 
should be included among those causing general sepsis. 

Dr. E. D. Fisner of New York said that in 18 cases 
of cerebrospinal meningitis seen at Bellevue Hospital 
the meningococcus had been found in all but two; in 
one case there was found the streptococcus, and in the 
other the pneumococcus. The diagnosis was never 
difficult in those that he had seen and lumbar puncture 
was not required in order to make a diagnosis. The 
regular course of treatment was pursued. Lumbar 
puncture seemed to give some relief, but the injection 
of lysol was not productive of any good, the results 
not being at all promising. The Kernig’s sign was not 
present in a large proportion of the cases, as related by 
Dr. Elsner, and he did not place as much value on it 
as some. All he could learn with regard to the pro- 
dromal symptom was that many suffered from general 
malaise, headache, suddenly became more ill and then 
were brought into the hospital in a comatose condition. 
The ordinary course of the disease was about one to 
five days. 

Dr. E. S. Toomson of New York said, regarding the 
eyes, that cases of conjunctivitis and choroiditis might 
be avoided by proper care of the eyes, keeping the 
patient in the dark and using some simple wash. The 
deeper lesions, of course, were the most serious. In 
the great majority of the cases there followed a total 
destruction of the eye; in some cases the trouble sub- 
sided without any trouble with the eyes. Optic nerve 
lesions in this disease were usually toxic in origin and 
had a tendency to get well. In optic neuritis of a very 
low grade, the inflammation frequently led to optic 
atrophy and it was very important that it should be 
recognized early. Sometimes one had a considerable 
degree of optic neuritis without any reduction of vision 
until some time after. Optic neuritis should always 
be energetically treated because of the possibility of 
atrophy setting in during the convalescent period. 


SPLENIC ANEMIA WITH ACHYLIA GASTRICA. 


Dr. I. H. Levy of Syracuse related his experience 
with two cases of this affection which occurred in twin 
sisters. 

TurspAy EVENING. 
. ADDRESS. 

Dr. CHARLES HarrincTon of Boston, Mass., Secre- 
tary of the State Board of Health of Massachusetts, 
outlined the history of the laboratories of Massachusetts 





and demonstrated their numerous benefits to the public. 
Massachusetts stood for a model for the other states, 
which it was to be hoped they would not be slow to 
follow. Many present resolved that they would do 
all that was possible to hasten the day when New York 
State could make as good a showing in this respect. 


PRESIDENT’S ADDRESS. 


Dr. Hamitron D. Wey of Elmira reviewed the mile- 
posts along the way of medical progress during the 
past century from the performance of the first ovariot- 
omy in 1809 to the work of the present day. He said 
that the work of the laboratory gave promise of making 
revelations that would do the greatest amount of good 
in furthering medical progress. They had already 
given us a new nomenclature and shown us the manner 
of propagation and transmission of many diseases, 
and it was reasonable to expect that many questions 
that were as yet unsolved would be elucidated in the 
future. He was glad of the privilege of practicing 
medicine in this age. There was much satisfaction in 
successes already attained, as in the Roentgen ray, 
Finsen light, intubation, a knowledge of the réle of 
insects in spreading disease, the relation of mosquitoes 
to yellow fever, ete. Hospitals and educational facili- 
ties for physicians had multiplied to a wonderful extent. 
He spoke of the European customs which permitted 
the savant to study problems affecting the public wel- 
fare under government protection unhampered by 
pare in regard to everyday necessities. The sum of 
$85,000 was available for work by the State Health 
Department. He suggested that every county should 
have a laboratory with an expert laboratory worker. 
This would make it possible for the country practi- 
tioner to keep abreast of the times and would be of 
inestimable service in combatting disease. 


SECOND DAY, WEDNESDAY, Fes. 1, 1905. 


THE FAMILY PHYSICIAN. 


Dr. Rosert P. Busu of Horseheads discussed the 
relations of the specialist to the general practitioner. 
He said that in spite of the growth of specialism, the 
general practitioner must still be the main feature of 
medical work. He set forth the numerous ways in 
which the physician could exert his influence in the 
home and in the community. He emphasized his 
importance in protecting the health of school children. 
He could make his influence felt in the sanitary edu- 
cation of the young; children were now taught the evil 
effects of alcohol, but they should also be instructed 
how to avoid bad hygiene in other respects as well, 
for many defects in diet and hygiene might be respon- 
sible for a craving for stimulants. 

Dr. ABRAHAM JAcoBI of New York thought that it 
was eminently proper that such a paper should be 
read occasionally in order that the general practitioner 
might be kept awake to his great responsibilities. The 
general practitioner was the guardian of the patient 
against the fads of the specialist as well as the guardian 
of the public health. It was also well to remind the 
specialist occasionally that the general practitioner 
was still in existence. 


(To be continued.) 
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A Handbook of Surgery for Students and Prac- 
titioners. By Frepreric R. Grirrirus, M.D., 
Surgeon to the Bellevue Dispensary, New York 
City; Assistant Surgeon at the New York 
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Polyclinic School and Hospital. 12mo volume 

of 579 pages, containing 417 illustrations and 

bound in flexible leather. Philadelphia, New 

York, London: W. B. Saunders & Co. 1904. 

This book was written to serve as a working 
guide for the student and general practitioner; 
to present a brief outline of the principles and 
practice of surgery and also the essentials of the 
subject as concisely as is consistent with clearness. 
It is an attractive, well written, conveniently 
arranged volume. The author has stuffed it 
with interesting and valuable data. He has 
considered not only the subjects usually found 
in general and operative surgery, but has also 
introduced the specialties of medicine, such as 
diseases of the eye, ear, nose, throat, genito- 
urinary diseases, diseases of women, etc., also 
a chapter on medical jurisprudence, a summary 
of the details of a medico-legal examination con- 
sisting of a table of the comparative weights and 
measures of parts and organs, tests for common 
poisons, details of examination for life insurance, 
rights and liabilities of physicians, also insanity, 
pregnancy, infanticide, survivorship, rape and 
other subjects which a medical practitioner might 
be at times called upon to consider. The book 
is systematically written. A lesion is first defined, 
the etiology briefly stated, the symptoms described 
the treatment given, and last the prognosis. 
The text is well illustrated. One cannot expect 
that modern surgery can be condensed into a 
book of this size and find any great detail of 
description. In fact, the writer of such a book 
can often do no more than enumerate the bare 
essentials of asubject. As an outline or a manual 
it is a well-written work and an excellent book 
for ready reference. There is a_ surprisingly 
large amount of information and data condensed 
into the volume, small as it is. 


The Practical Application of the Réntgen Rays 
in Therapeutics and Diagnosis. By WILLIAM 
ALLEN Pusey, A.M., M.D., and EvuGENE WIL- 
SON CALDWELL, B.S. Second edition, 1904. 
690 pages. W. B. Saunders & Company. 
The fact that in one year a second edition of 

this work has been found necessary is proof that 

the first has met with deserved success. The 
present edition has been thoroughly revised and 
enlarged by one hundred pages. The first part, 
which deals with apparatus, remains unchanged, 
but the chapters of the second part which deal 
with the therapeutic application of the Réntgen 
rays have been rearranged and amplified. The 
chief changes are in those most important sub- 
jects, tuberculosis and carcinoma. These chap- 
ters have been completely revised, enriched 
by much new matter and brought up to date. 
Nearly every other chapter also shows some 
change, either by the introduction of new diseases 
in which the Réntgen rays have been used or by 
the citation of new illustrative cases. For 
example, in the chapter on Acne, Dr. Pusey has 
tabulated his cases showing the type, duration 
of the disease, length of treatment, results and 
after-history; in the section on Blastomycosis, 





he gives three cases which have been treated 
since the publication of the first edition; in chap- 
ter sixteen, eight new diseases are added. The 
same excellence of illustration which character- 
ized the first edition is present in the second, 
while careful revision and much important 
additional subject matter makes the latter far 
more valuable as a text-book. 


A Manual of Personal Hygiene: Proper Living 
upon a Physiologic Basis. By AMERICAN 
Avutuors. Edited by WatrTer L. Pye, A.M., 
M.D., Assistant Surgeon to the Wills Eye 
Hospital, Philadelphia. Second edition, re- 
vised and enlarged. 12mo, pp. 441, fully 
illustrated. Philadelphia, New York, London: 
W. B. Saunders & Co. 1904. 


We commented in detail and most favorably 
on the first edition of this book which appeared 
several years ago. In looking over this second 
edition we see no reason to change the favorable 
opinion then formed. The same method which 
characterized the first edition has been continued 
in this, with some slight enlargement of the sub- 
ject matter. There have, for example, been added 
illustrative chapters on domestic hygiene and 
home gymnastics, together with an appendix 
giving methods of hydrotherapy, thermotherapy, 
mechanotherapy and first aid methods in emer- 
gencies. The book is a practical, common sense 
treatment on matters with which the laity should 
be acquainted, written in a style entirely intelli- 
gible to the lay reader. 


Blakiston’s Quiz-Compends. A Compend of .Med- 
ical Latin. Designed expressly for Elementary 
Training of Medical Students. By W. T. Sr. 
Ciair, A.M. Second edition, revised. Phila- 
delphia: P. Blakiston’s Son & Co. 1904. 


This small volume in quiz-compend form pur- 
ports to be designed expressly for elementary 
training of medical students in Latin. It contains 
many facts presented in such a way that it is 
hard to see how an ordinary medical student 
could derive from it the information intended. 
We fear that the wretched Latin, already too 
common, will not be improved by means of such 
as this. 


Handbook of Diseases of the Ear. 
Students and Practitioners. By RicHarp 
Lake, I.R.C.S., Eng., Surgeon, Royal Ear 
Hospital, Lecturer on Practical Otology, Medi- 
cal Graduates College. With three colored 
plates. New York: William Wood & Co. 
1903. 


This is an eminently practical handbook of 
about 220 pages, in addition containing an appen- 
dix of formule for use in the ear. There are sev- 
eral illustrations, and three plates in colors, 
showing various pathological conditions of the 
drum. The work is very complete, and its teach- 
ings may be safely followed by the student or 
general practitioner. A special chapter on “ The 
Influence of Diseases of the Middle Ear on Life 
Assurance ”’ is included. 


For the use of 
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MEDICINE AND RELIGION. 


THERE is evidence on every hand that the 
Church is coming into increasingly close relation 
with the general work of life, and endeavoring 
as never before to understand and appreciate 
other points of view than its own. An excellent 
example of this tendency is shown in the Sunday 
evening “lay sermons ”’ which are now being 
held under the auspices of the Old South Church 
in this city. The course of addresses has been 
given the appropriate title “ Vocation and 
Religion,”’ and up to this time the religion of an 
educator, the religion of a man of letters, the 
religion of a jurist and the religion of a physician 
have been discussed by President Tucker, Mr. 
Mabie, Justice Brewer and Dr. Cheever, respect- 
ively. More are to follow in which the religious 
ideals of other departments of knowledge will 
find expression from such men as Professor 
Palmer of Harvard, and Professor Du Bois of 
Yale. 

It is, however, to Dr. Cheever’s remarks that 
we wish to draw attention at this time. In them, 
one could see the product of a ripe experience 
in dealing with men both sick and well, and a 
loyalty to his profession, which few men have 
expressed with greater terseness and force. 
Whatever his hearers may have thought of the 
abstract religious conceptions of the physician, 
as exemplified by Dr. Cheever’s remarks, they 
could have been left in no doubt as to the dignity 
of medicine as a profession and its ideals of ser- 
vice. The antithesis drawn between the physi- 
cian and the prjest was perhaps more sharply 
defined than some of us might think the condi- 
tions of life justify, but Dr. Cheever was speaking 





of the two professions in the abstract, rather 
than in the concrete, and he drew a distinction 
which it is always well to ponder. ‘The object 
and aim of medicine,” he said, “‘ was and is to 
relieve bodily suffering and to prolong life — 
nothing more. The object and aim of religion 
was and is to assure the mind of another life, 
but not to attach such importance to the present 
one. Medicine deals with the body. Religion 
deals with the soul.’ 

The faults and shortcomings of the Church 
with reference to medicine and medical practice 
were adduced, as showing the natural estrange- 
ment which had grown up between the two 
callings. The physician, taking nothing for 
granted, reasoning deliberately, prolonging life 
by every means in his power, stands out in con- 
trast to the priest, whose mind is bent on the future 
and who regards the body as of secondary im- 
portance. Dr. Cheever’s attitude was wholly 
judicial; he weighed the two sides fairly, and 
while clearly impressed with the saneness of 
the physician’s attitude, he had no words of re- 
proach for the other. ‘‘ Both professions have 
their martyrs. The medical martyrs are not 
canonized.” 

The tendencies, periods and beneficent dis- 
coveries in medicine were alluded to in that 
peculiarly epigrammatic style, with which we are 
familiar and a tribute was paid to the induc- 
tive method. A paragraph well worthy of quo- 
tation was as follows: ‘‘ Every research of the 
physician is practical and pursued for this end, — 
to relieve suffering or to prolong life; nothing else. 
There is no room for the visionary or the doubt- 
ful. It is know or not know; it is try and keep 
trying. The physician’s aims as compared with 
the priest’s may be contrasted as the microscope 
and the telescope. The former direct, practical, 
giving knowledge of daily use; exposing disease; 
revealing germs; suggesting remedies; all now, 
all for the body. The telescope, visionary, almost 
incomprehensible by its measurements of time 
and space and by its demonstration of the move- 
ments of the solar system, applicable to our 
daily life and needs, but in the stellar spaces, 
leading the mind up to the grandeur of the uni- 
verse and the smallness of the individual.” 

In general the address contained much that 
should be perpetuated in print, and this, we be- 
lieve, is the intention of the projectors of these 
noteworthy addresses, which are likely to throw 
many sidelights on the problems which the 
Church will be called upon to face in the imme- 
diate future. If in Dr. Cheever’s final sentences: 
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“Medicine believes what it knows; it believes 
no more,” we find a somewhat arid soil for the 
propagation of our faith, we should seek balm 
in the fact that he is expressing here simply a 
professional ideal which, as physicians, we shall 
do well to follow; it limits belief, but does not 
exclude hope. 





TREATMENT OF EPIDEMIC CEREBROSPINAL 
MENINGITIS. 


Sporapic cases of epidemic cerebrospinal 
meningitis are no doubt of relatively frequent 
occurrence, although they may escape observa- 
tion and be confused with varieties due to other 
organisms than the Diplococcus intracellularis. 
The present newspaper excitement over the 
disease is, however, in part justified by the in- 
creased frequency of the cases in this and other 
communities. New York has been a peculiar 
sufferer during the last six months, and many 
cases have been reported with frequent deaths. 
In Boston the daily press has been assiduously 
spreading reports of the wide prevalence of the 
disease in this community. Probably more 
cases than usual are being observed, but certainly 
not in sufficient numbers to indicate an epidemic. 

Much as we have learned of the etiology and 
pathological anatomy of the affection through 
the researches of Councilman, Mallory, Wright 
and others, the treatment has remained almost 
wholly empirical. The general introduction of 
lumbar puncture and the proved harmlessness 
of this operation, if properly performed, has 
unquestionably been of use in the treatment of 
this type of meningitis. Many clinicians now 
resort to a puncture as a routine measure, with- 
drawing a sufficient amount of fluid to reduce the 
intracranial pressure. That this result is accom- 
plished in the great majority of cases is shown 
by the fact that patients are quickly relieved of 
certain of their symptoms and not infrequently 
a continued improvement dates from the abstrac- 
tion of the cerebrospinal fluid. In those cases 
where there is no evidence of intracranial pres- 
sure, the operation may well be omitted until 
such signs occur unless it be desirable to obtain 
the fluid for diagnostic purposes. In general 
the consensus of opinion is that lumbar puncture 
has proved of distinct benefit in the treatment 
of these cases. 

A further measure, apparently as yet purely 
empirical, to which considerable attention has 
of late been drawn is the use of anti-diphtheritic 
serum, injected under the skin in the same man- 





ner as in diphtheria. So far as the evidence at 
present available goes, it appears that this method 
of treatment is at least worthy of extended trial. 
In a recent number of the Medical Record, Dr. 
Edward Waitzfelder reports the treatment of a 
series of seventeen cases at the Gouverneur 
Hospital in New York. Dr. Waitzfelder has had 
a large experience in the treatment of meningitis 
by the ordinary methods, and, as a result of his 
recent work, is convinced that in lumbar punc- 
ture and anti-diphtheritic serum we have a prob- 
able means of combating the disease far superior 
to any yet attempted. Attention has recently 
been drawn to this matter through the investiga- 
tions of Dr. Arthur J. Wolff, bacteriologist of the 
Hartford Board of Health, whose results have 
not yet been made public so far as we are aware. 
In a personal letter to the Gouverneur Hospital, 
Dr. Wolff urged the treatment by antitoxin, with 
the result that Dr. Waitzfelder used it in the 
seventeen cases to which we have alluded. Of 
these seventeen cases five completely recovered, 
three died, and nine were still under observation 
at the time of the publication of the article, of 
whom five, it was thought, would recover, four 
being doubtful. Such figures as these, of course, 
mean very little, but the personal impressions of 
Dr. Waitzfelder, who apparently at the outset 
was in no way prejudiced in favor of the treat- 
ment, should have weight and should lead to 
further therapeutic attempts along the same 
lines. 

It will naturally take many thousand cases, 
and a very careful comparison of results, to deter- 
mine conclusively the efficiency of this or any 
other form of treatment. Nevertheless, in view 
of what we know, and also of what we do not 
know, regarding antitoxins, it is a justifiable 
use of empiricism to prescribe diphtheria anti- 
toxin, particularly in view of the fact that no 
harm apparently has come from its use in any 
of the reported cases. A beginning has been 
made in this city, at the Boston City Hospital, 
the Massachusetts General Hospitul, and the 
Children’s Hospital in a trial of the treatment, 
but as yet with no results worthy of recording 
on account of the fewness of the cases and 
the shortness of the time which has elapsed 
since the treatment was begun. We have no 
doubt, if the cases continue to appear as they 
have during the past few months, that oppor- 
tunity will be afforded for a further testing 
of the treatment, and, we hope, of further thor- 
oughgoing researches on the bacteriological side 
of the problem. In the meantime, it is a satis- 
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faction to have some method at our disposal 
which, although empirical, is harmless and affords 
at least the possibility of benefit. 


ati 
THE IMPORTANCE OF MINIMIZING THE PER- 

CUSSION STROKE IN THE DELIMITATION 

OF AREAS. 

WE have received from our venerable friend, 
Dr. W. T. Gairdner, now of Edinburgh, but for- 
merly and for many years Professor of Medicine 
in the University of Glasgow, a reprint of a short 
article contributed by him to the last November 
issue of the Edinburgh Medical Journal on the 
methods of percussion employed in Edinburgh 
and Glasgow, with especial reference to the im- 
portance of minimizing the stroke in most cases 
in the delimitation of areas. During the thirty- 
eight years that Dr. Gairdner taught he caused 
the importance of minimizing the stroke to be 
dwelt upon. Since his removal to the capital, 
his attention has been directed to certain differ- 
ences in the methods of tuition in the two cities, 
and among these especially to the method to be 
employed in percussion with reference to the force 
of the stroke, and the conclusions to be drawn 
from the differentiation of results in various 
areas in which delimitation is of a great conse- 
quence. In the diagnosis of actual practice 
this is by no means as small a matter as it might 
at first seem to the thoughtless, and we the more 
willingly call attention to Dr. Gairdner’s conten- 
tion, apart from our belief in its soundness, as, 
nomine mutato, the teaching on this point in 
Glasgow and Edinburgh represents the teaching 
in Boston and another medical center in this 
country as well. Dr. Gairdner tells us that he 
discontinued the habitual use of Wintrich’s 
hammer prior to 1872, after using it for some 
years, because he found that the result of using 
it habitually was to cultivate a habit of too strong 
and, therefore, inexact percussion. He quotes 
part of an article contributed by him to one of 
the last issues of the Medical Times and Gazette 
(Dec. 19, 1885), from which we make the follow- 
ing extract: 

“ Most persons, and almost all beginners, in employ- 
ing percussion for the delimitation of organs, err by 
percussing too hard. The desire is, naturally enough, 
to get a definite and recognizable quantity of sound ; 
and, by percussing hard, more sound is got, of course, 
than when, as in the observations just referred to, a 
carefully minimized stroke is employed. But in 
increasing the quantity of sound so as to make it 
apparently or really more easily audible, you are, in 
most cases, exactly in a corresponding degree reduc- 





ing the value of your results. In other words, the 
carefully minimized stroke gives you approximately 
exact definitions: while the stronger stroke neces- 
sarily gives you less exact, or wholly inexact, limits 
of dull and clear areas under like circumstances; the 
degree of inexactness or vagueness of the results 
increasing immensely with every degree of added 
force employed, so that, according to the quite 
ordinary mode of percussion used by many persons, 
and by almost all young or inexperienced persons, noth- 
ing like exact results can ever be obtained at all. . .. 
For it is a physical law which no amount of experience 
can evade or set at nought, that percussion does not 
operate directly downwards or in the direction of the 
impact only; but, in proportion to the strength of the 
stroke, laterally, diagonally, and in every possible 
direction in educing sound.” 

This teaching carries us back to that of Dr. 
Henry I. Bowditch, forty years ago, in the Har- 
vard Medical School, and those traditions have 
been adhered to in this community down to the 
present day. 

Two quotations from an excellent little book 
by Drs. Cutler and Garland, published in 1882, 
and now unfortunately out of print, put us again 
in accord with Dr. Gairdner. ‘‘ According to our 
own opinion the best pleximeter and hammer 
are the human finger.’ “ In regard to the rela- 
tive merits of light and heavy percussion, undoubt- 
edly heavy percussion has its place and serves 
a good purpose, especially over thick muscles 
on the back, and in bringing out the dullness of 
deep-seated consolidation. In outline percus- 
sion, however, on the lateral and anterior aspects 
of the body, light percussion alone should be 
employed in crossing the boundary between a 
resonant and a non-resonant organ, if our blows 
are heavy, the resonance of the former organ 
will be so transmitted over the latter that the line 
of demarcation will apparently lie several centi- 
meters away from its actual position. We have 
found that best results are obtained with ex- 
tremely light percussion.” 


i 
—- 


MEDICAL NOTES. 

RESIGNATION AND APPOINTMENT OF Dr. 
ArtHuR R. Cusuny. — Dr. Arthur R. Cushny, 
formerly professor of materia medica and thera- 
peutics at the University of Michigan, has left 
this country to accept a similar chair in the 
University of Medicine in London. 


THe Vacancy AT JoHNS Hopkins. — The 
trustees of Johns Hopkins University and Hospi- 
tal have appointed Dr. Lewellys F. Barker to 
fill the vacancy caused by the resignation of Dr. 
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Osler as Professor of Medicine. Dr. Barker has 
been Professor of Anatomy and more lately of 
Medicine at the Rush Medical School, Chicago; 
he is a graduate of Toronto Medical School in 
1890, and was for some years at Johns Hopkins, 
before going to Chicago. Dr. William 8. Thayer, 
formerly Associate Professor of Medicine, has 
been appointed Professor of Clinical Medicine. 
He is a graduate of the Harvard Medical School, 
1889. Dr. Barker is thirty-seven years old, and 
Dr. Thayer is forty years old. 


PHYSICIANS IN FRENCH CABINET. — The new 
French cabinet has two physicians, Dr. A. %. 
Gauthier, at the head of public works, including 
railroads, and Dr. J. Dubief, minister of com- 
merce. Dr. Dubief had for many years been 
connected with the asylum treatment of the 
insane. The under secretary of finance, Dr. 
Merlou, is likewise a physician. 


BOSTON AND NEW ENCLAND. 

AcuTE InFectious DiIsEAsEs IN Boston. — 
For the week ending at noon, April 5, 1905, three 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 24, scarlatina 40, typhoid fever 5, 
measles 16, tuberculosis 56, smallpox 0. 

The death-rate of the reported deaths for the 
week ending April 5, 1905#was 20.55. 


Boston Morrauity Statistics. — The total 
number of deaths reported to the Board of Health 
for the week ending Saturday, April 1, 1905, 
was 246, against 226 the corresponding week of 
last year, showing an increase of 20 deaths, and 
making the death-rate for the week 20.89. Of 
this number 134 were males and 112 were females; 
243 were white and 3 colored; 149 were born in 
the United States, 94 in foreign countries, and 3 
unknown; 51 were of American parentage, 166 
of foreign parentage, and 29 unknown. The 
number of cases and deaths from infectious dis- 
eases reported this week is as follows: Diphtheria, 
28 cases and 3 deaths; scarlatina, 34 cases and 3 
deaths; typhoid fever, 6 cases and 2 deaths; 
measles, 10 cases and no deaths; tuberculosis, 53 
cases and 17 deaths; smallpox, no cases and no 
deaths. The deaths from pneumonia were 40, 
whooping cough, none, heart disease 23, bron- 
chitis 9, and marasmus 4. There were 14 deaths 
from violent causes. The number of children 
who died under one year was 47; the number 
under five years 65. The number of persons 
who died over sixty years of age was 68. The 
deaths in public institutions were 79. 





PRECAUTIONS AGAINST CEREBROSPINAL MEN- 
INGITIS. — The Cambridge Board of Health has 
seen fit to pass stringent regulations with refer- 
ence to the preparation for burial of persons 
dying with cerebrospinal meningitis. The regu- 
lations consist in directions to the undertakers 
whereby the body is to be wrapped in a sheet 
saturated with an antiseptic solution and tightly 
sealed in the casket. Undertakers are further- 
more required to furnish the board of health 
with a sworn statement that these regulations 
have been complied with. 


DeFEaT OF BILL FoR ESTABLISHMENT OF LEPER 
HospitaLt. — A committee of the Massachusetts 
Legislature has ruled that the bill providing for 
the establishment of a hospital for persons af- 
flicted with leprosy or other contagious disease 
ought not to pass. 


NEW YORK. 
COLLECTION OF MHospiTaAL SATURDAY AND 
Sunpay AssocraTIon. — Although the returns 


are not yet entirely complete, it has been an- 
nounced that the annual collection of the Hospi- 
tal Saturday and Sunday Association will this 
year amount to over $90,000, as against $75,000 
last year. The contributions from the churches 
are stated to be nearly double those of last year, 
although the fund has not been proportionally 
increased by the gifts from other sources. 


INSPECTION FOR NEw Census. — Health Com- 
missioner Darlington has appointed from the 
civil service lists 150 inspectors for the purpose 
of taking the new census of the city under the 
auspices of his department. The census will 
cost approximately $35,000 and each inspector 
is to receive $100 a month while the service lasts. 
It will include not merely an enumeration of 
the inhabitants, but also careful attention to 
sanitary conditions, especially in the crowded 
tenement districts. 


A “ Rapium Cure.” ---On March 22, Drs. H. 
A. Kane and W. N. Hale, who were lately asso- 
ciated in conducting a “radium cure” and 
swindled a patient out of $10,000, pleaded guilty 
in the Court of General Sessions to an indictment 
charging them with grand larceny; and on the 
day following they were sentenced to imprison- 
ment in the penitentiary for four and eight months 
respectively. This leniency was the result of 
recommendations by District Attorney Jerome 
and by the counsel for the County Medical So- 
ciety (at whose instance they were arrested), in 


‘consequence of their having returned the entire 
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amount extorted from their victim. In conse- 
quence of their conviction the prisoners will be 


debarred from ever again practicing medicine 
in New York. 


Bequests. — Among the charitable bequests 
in the will of the late William Vogel are $5,000 
to Mt. Sinal Hospital and $1,000 each to the 
Lebanon Hospital, the Sanitarium for Hebrew 
Children, and the Montefiore Home and Hospital 
for Chronic Invalids. 


PROVISION FOR Hospirats. — Mr. R. Fulton 
Cutting, President of the Association for Improv- 
ing the Condition of the Poor, in carrying out the 
instructions of the delegates at the recent confer- 
ence held under the auspices of his society, has 
appointed a committee of twelve to consider the 
needs of the hospitals and propose methods for 
securing more adequate provision for them. 
On the committee are ex-Mayor Low and other 
prominent laymen and the following physicians: 
Drs. Frederick Sturges, John A. Wyeth 
John W. Brannan. 


and 


POISONING BY ILLUMINATING Gas. — Two cases 
of fatal poisoning by illuminating gas, of unusual 
interest, have recently been treated at the Pres- 
byterian Hospital. A mother and daughter, 
Mrs. and Miss Hucotis of White Plains, while 
visiting in New York, were overcome by escaping 
gas during the night and found unconscious in 
their room the next morning. They were 
promptly removed to the hospital, but notwith- 
standing all treatment, both remained in a coma- 
tose condition until death, which did not occur 
until after sixteen days in the daughter’s case, 
and eighteen days in the mother’s. The coma 
varied in intensity at times, but in neither in- 
stance was consciousness once recovered. There 
was also, as might be expected, progressive and 
marked emaciation. In both cases the autopsy 
showed an extensive area of degeneration and 
softening in the brain, due, it would appear, to 
interference with the circulation by clotting. 


aniiies 
> 





@bituarp. 


GEORGE F. KEENE, M.D. 


Dr. GEeorGE F. KEENE, Superintendent of the 
State Hospital for the Insane, Howard, R. L., 
died March 13, 1905, of pneumonia and Bright’s 
disease after a brief illness. The deceased was 
born in Whitman, Mass., Oct. 22, 1853. He 
graduated at Brown University in 1875 and at 
the Harvard Medical School in 1879. He was an 
interne in the Boston City Hospital. In May, 





1880, Dr. Keene began private practice in Provi- 
dence. In 1884-85, he was a substitute lecturer 
on physiology at Brown University. In March, 
1883, he was appointed physician to the State 
Institutions at Cranston, and in 1886 he became 
Deputy Superintendent of the State Hospital for 
the Insane. Later, when the hospital became a 
separate department, he became its first superin- 
tendent. Dr. Keene had held numerous posi- 
tions of honor in city, state and national soci- 
eties. He is survived by a widow and two 
children. 

Dr. Keene was a well-informed physician and 
not a specialist in the narrow sense. While his 
chief concern was nervous and mental diseases, 
his advice was frequently sought in general 
medicine, and he had considerable practice as a 
consultant. He was often engaged as an expert 
witness in medico-legal cases. As an executant 
he had much ability and labored hard and 
effectively under great difficulties to raise the 
standard of care and treatment at the State 
Hospital along scientific lines. His death is 
greatly deplored by the profession of Rhode 
Island, by whom he was held in the highest 
esteem. 


cation 
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Miscellanp. 


“EXCURSIONS” AND “SIDE” 
PORTLAND, ORE. 


Dr. K. A. J. MAcCKENzIE, Chairman of the 
Committee of Arrang@ments for the meeting of 
the American Medical Association at Portland, 
Ore., sends a statement in regard to the outside 
attractions which are offered. It is very per- 
suasive. We learn therefrom that Portland 
is a city of approximately 150,000 inhabitants. 
The climate in July is delightful, the days never 
excessively warm and the nights always cool 
and refreshing. It is situated on the beautiful 
Willamette River, six miles from the Columbia 
(by trolley line) and 100 miles from the ocean. 

From any of the elevated points back of the 
city, easily accessible by car lines, can be seen 
the snow-capped peaks of Mount Hood, Mount 
St. Helens, Mount Ranier, Mount Adams and 
Mount Jefferson, ranging from 10,000 to 14,000 
feet in altitude, presenting a view such as perhaps 
cannot be obtained from any other city in the 
world. 

The social features of the entertainment include 
car rides to these view points; a river excursion 
up the river through the great gorge of the Colum- 
bia, where the basaltic cliffs rise on either side to 
a height of 3,000 to 4,000 feet, over which plunge 
the waters of some of the most beautiful falls in 
the United States or the world; a railroad excur- 
sion to the Pacific Ocean and a day on the beach. 

These and other social events will be afforded 
delegates and members. 

“Side”? Trips. — Arrangements have been 
made for side trips for those who may desire 
them, at reduced rates, to Alaska, Japan and the 








TRIPS FROM 
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Hawaiian Islands! The following rates have 
been obtained for a party of not less than twenty 
to each place: San Francisco to Honolulu and 
return, $110; San Francisco to Yokohama and re- 
turn, $240; San Francisco to Hong Kong and 
return, $270; Seattle or Tacoma to Alaska and 
return, $70. 

The trip to Alaska takes twelve days. 

Reservations for the trip to Honolulu, Yoko- 
hama or Hong Kong must be made before July 1. 

A trip to Cloud Cap Inn, at snow line of Mount 
Hood, situated at the foot of the glacier of Mount 
Hood, at an elevation of 7,000 feet, is easily 
made from Portland at small expense of money 
and time. The trip can be made from Portland 
to Mount Hood by daylight, at a round-trip fare 
of $9.50. Expense at the inn, $3 per day. Ascent 
of the mountain to its summit can be made from 
this point in one day. The route is by rail to 
Hood River; thence twenty-seven miles by stage 
tothe Inn. The stage trip is through magnificent 
forests and amid continuous mountain scenery 
unsurpassed in the world. 


iii 
—_— 


TREATMENT OF HEMOPTYSIS. 

FRANCIS Hare (London, England) was led to try 
inhalation of amy] nitrite in hemoptysis on physi- 
ologie grounds. He argued that the known 
dilative influence of the drug upon the peripheral 
systemic arterioles would cause fall of blood 
pressure in the aorta, left ventricle, left auricle 
and ultimately in the pulmonary arterioles. 
He gives the results obtained in the first nine 
cases (8 tuberculous, 1 mitral). Sixteen attacks 
of hemoptysis were treated by amyl nitrite; in 
all save one, the bleeding ceased in less than three 
minutes, for the most part instantaneously; in 
the one exception, there was an immediate 
retardation, but cessation did not occur for ten 
minutes. The drug does not interfere with 
cough, hence retention of blood and subsequent 
septic pneumonia are obviated. The treatment 
is safe and easily applied by the patient himself. 
— American Medicine, April 1, 1905. 
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Correspondence, 


FIFTEENTH INTERNATIONAL MEDICAL 
CONGRESS, LISBON, PORTUGAL, 











APRIL 19-26, 1906. 


Marcu 30, 1905. 

Mr. Epitor: The Fifteenth International Medical Con- 
gress will be held at Lisbon in April, 1906. 

At a meeting of the National American Committee, held 
at St. Louis last September, officers and members were 
appointed to represent the Congress. 

The Executive Committee appointed from this group 
were, Frank Billings, M.D., William Osler, M.D., Frederick 
C, Shattuck, M.D., Abram Jacobi, M.D.; and J. H. 
Musser, M.D., chairman. 

Any communications regarding the presentation of 
papers at this Congress can be sent to Miguel Bombarda, 
secretary at Lisbon; or to Dr. Ramon Guiteras, secretary 
for this country. 


Very truly yours, 





Ramon Guiteras, M.D., Secretary, 
75 W. 55th Street, New York. 


RECORD OF MORTALITY 
FOR THE WEEK ENDING SATURDAY, MARCI 25, 1905. 
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Quincy ...| 26,798 5 2 — | 80.00 — _ — 
Gloucester 26,121 | 7 2 | 11.30 ~~ ay = = 
Waltham . .| 25,79 6 1 ud =) os = 
x ee 23,576 | g = — li. -_ = aes 
Piteeniela” e e| 22'sv0 | 19 — | 15.79 ae _ — | 10.52 
Medford ..| 21,956 | 2 _ ‘om 50.00 -\| - _ 
Chicopee ..j| 21,692 8 | 2, 12.50 | 25.00 ~_ —| 12.50 
Northampton | 20,314 8 2 ‘ — | 62.50 oo —_— — 
Beverly... 15,807 | 2; — | 50.00 — _ a eS 
Leouwlneter a 15,713 | =| _ = — -—| — = 
Clinton ...| 5,69: | 8 | _ _ — pa 
Adams ... 14,745 6 1) 16.67 _ —_ — = 
Attleboro ..| i461] —| —| —| —| —/| —| — 
Hyde Park 14,500 2; 0 50.00 _ —| — — 
Newburyport | 14,478 —| — - — —_ oa _ 
Woburn...) 14,315 1}; — — | 100.00 _ ae ae 
Melrose... 13,819 6| — 33.33 _ _ a es 
Westfield ..| 13,809 5); — — | 20.00 <a = ~ 
ire ::| ioe] a| a| =|ma| =| =| = 
arlboro .. 3,6 — | 100.00 aoe ee = 
Revere ee] 13,609 2 | 1 _ _ -_ = ag 
Framingham | 12,974 —-| — _ _ —-| — = 
Peabody ..| 12,406 —-|—_— _— — = ‘ca ee 
Gardner. ..| 1234%| 2/ 1; —|5000; —) —| — 
Southbridge .| 11,716 3| —| 33.33 - _ — = 
banana . | eye : | 2 33.33 = — —) 33.33 
Weymout 135) | 0 _ _ —| — es 
Plymouth. .| 11,139 —_—| — — -- - —- _ 





Deaths reported, 3,726; under five years of age, 1,007; princi- 
pal infectious diseases (smallpox, measles, cerebrospinal 
meningitis, diphtheria and croup, diarrheal diseases, whoop- 
ing cough, erysipelas, fevers and consumption) 803; acute 
lung diseases 674, consumption 441, scarlet fever 19, whooping 
cough 24, cerebrospinal meningitis 111, smallpox 2, erysipelas 


| 16, puerperal fever 28, measles 16, typhoid fever 31, diarrheal 


diseases 89, diphtheria and croup 63. 
From whooping cough, New York 12, Chicago 9, Philadelphia 

From scarlet fever, New York 13, Philadelphia 1, Balti- 
more 2, Providence 1, Somerville 1, Pittsfield 1. From cere- 
brospinal meningitis, New York 85, Chicago 2, Baltimore 1, 
Providence 2, Boston 2, Worcester 3, Lowell 4, Lynn 2, Pitts- 
field 2, Lawrence 2, and Cambridge, Brockton, Haverhill, 
Chelsea, Chicopee and Watertown, 1 each. From smallpox, 
Chicago 2. From erysipelas, New York 10, Chicago 1, Bal- 
timore 2, Boston, Worcester and Holyoke, 1 each. 

In the seventy-six great towns of England and Wales, with an 
estimated population of 15,609,377, for the week ending March 
18, 1905, the death-rate was 15.8. Deaths reported 4,740; acute 
diseases of the respiratory organs (London) 158, whooping 
cough 108, diphtheria 45, measles 181, smallpox 2, scarlet 
fever 36. 

The death-rate ranged from 3.9 in Bournemouth to 27.4 in 


” 
oe 


Portsmouth; London 15.6, West Ham 14.3, Brighton 15.6, 
Southampton 22.7, Plymouth, 13.5, Bristol] 15.0, Birmingham 
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16.1, Leicester 12.8, Nottingham 19.9, Birkenhead 13.9, Liver- 
pool 20.2, Wigan 15.1, Bolton 17.3, Manchester 14.6, Salford 
13.5, Halifax 14.9, Bradford 15.8, Leeds 15.9, Hull 14.5, Shef- 
field 18.4, Neweastle-on-Tyne 21.7, Cardiff 11.9, Rhondda 21.3, 
Merthyr Tydfil 18.4, Wallasey 10.9. 





METEOROLOGICAL RECORD. 


For the week ending March 25, in Boston, according to 
observations furnished by Sergeant J. W. Smith of the United 
States Signal Corps: 
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*Q., cloudy; C., clear; F., fair; G., fog; H., hazy; S., smoky; 
R., rain; T., threatening; N., snow; —, below zero. f Indicates trace 
of rainfall. gag Means for week. 





RECENT DEATHS. 


J. OSCROFT TANSLEY, M.D.. of New York, « specialist in 
diseases of the eye and ear, died on March 25, in the sixty-first 
year of his age. He was graduated from the College of Physi- 
cians and Surgeons, New York, in 1877, and was formerly 
ophthalmic surgeon tothe Northeastern Dispensary and other 
institutions. 


FREDERICK DANNE, M.D., a well-known physician of New 
York, died on March 27, in the sixty-ninth vear of hisage. He 
was born in New York City, on Feb. 12, 1857, and was a grad- 
uate of Brown University. He received the degree of M.D. 
from the New York Medical College in 1863 and afterwards 
studied for a considerable time in Germany. 


CHARLES H. B. ZEISER, M.D., of New York, died on March 28, 
from cerebrospinal meningitis. During the two weeks before 
his illmess which lasted less than forty-eight hours, he is stated 
to have attended a number of cases of meningitis. 


RICHARD H. SULLIVAN, M.D., a prominent physician of the 
Bedford district of Brooklyn, N. Y., died on March 27, aged 
fifty years. He was born in Brooklyn and educated at Seton 
Hall in New Jersey. He was graduated from the medical 
department of the University of the City of New York in 1883. 


CHARLES A. OLCOTT, M.D., of Brooklyn, died from pneu- 
monia on March 30, in the fifty-first too of hisage. He wasa 
native of Brooklyn, and son of the late Dr. Cornelius Olcott. 
He was graduated from Bellevue Hospital College in 1876, and 
at different times was surgeon of the Brooklyn Fire Depart- 
ment and of the 13th Regiment, New York State National 
Guard. He was also on the attending staff of St. John’s 
Hospital. 


WILLIAM BODENHAMER, M.D., of New Rochelle, N. Y., 
died on March 31, from pneumonia, in the ninety-seventh year 
of his age. He practiced at different times in New York City 
und in Washington, and was the family physician of the late 
Commodore Vanderbilt, Governor Curtin of Pennsylvania, and 
other prominent persons. He was an authority on intestinal 
diseases and wrote a book on rectal medication. He was also 
a frequent contributor to periodical medical literature. He is 
said to have been the oldest resident of the town of New 
Rochelle. 


FRANK H. Rick, M.D., a well-known surgeon of Passaic 
N.J.,died on March 28. While engaged in performing an 
operation at the Passaic General Hospital on the afternoon of 
that day he was seized with a sudden faintness, and soon after 
being conveyed to his residence he expired. He was seveuty- 
tive years old. 


THE DINNER TO DR. OSLER. 


Those desiring invitations to subscribe to the Osler dinner 
can obtain the same by applying to the chairman, Dr. James 
Tyson, 1506 Spruce St., Philadelphia, until April 20. 








BOOKS AND PAMPHLETS RECEIVED. 


Ten Lectures on Biochemistry of Muscle and Nerve. By 
W. D. Halliburton, M.D., F.R.S. Illustrated. Philadelphia: 
P. Blakiston’s Son & Co. 1904. 

Pneumonia and Pneumococeus Infections. By Robert B. 


Preble, A.B., M.D. Illustrated. Chieago: Cloyd J. Head & 
Co. 1905. 


A Compend of the Practice of Medicine. By Daniel E. 
Hughes, M.D. Seventh Revised Edition. Edited, revised and 
in parts rewritten by Samuel Horton Brown, M.D. Iilus- 
trated. Philadelphia: P. Blakiston’s Son & Co. 1904. 

Report of the Trustees of the Massachusetts Hospital for 
Epilepties for the Year ending September 30, 1904. 

Gibt es eine Priidisposition fiir Krebs und worin bestebt sie? 
Von Max Schiiller. Reprint. 

University of California Publications. Physiology. On the 
Toxicity of Distilled Water for the Fresh-Water Gammarus. 
Suppression of this ge | by the Addition of Small Quanti- 
ties of Sodium Chloride. By G. Bullot. 


Regarding Hamlet’s Sanity, and a Few Quotations from 
Shakspere showing his Acquaintance with Medical and Other 
Sciences. By John W. Wainwright, M.D. Reprint. 

A Treatise on Diseases of the Nervous System. . L. Har- 
rison Mettler, A.M., M.D. Illustrated. Chicago: Cleveland 
Press. 1905. 

Thirty-fifth Annual Report of the State Board of Health of 
Massachusetts. Boston: 1904. 

Clinical Hematology. A Practical Guide to the Examina- 
tion of the Blood with Reference to Diagnosis. By John C. 
Da Costa, Jr., M.D. Second Edition, Revised and Enlarged. 
Illustrated. Philadelphia: P. Blakiston’s Son & Co. 1905. 

A Dictionary of New Medical Terms, including upwards of 
38,000 words and many useful tables, being a supplement to 
‘An Illustrated Dictionary of Medicine, Biology, and Allied 
Sciences.” By George M. Gould, A.M., M.D. Based upon 
recent Scientific Literature. Philadelphia: P. Blakiston’s Son 
& Co. 1905. 

An Analytical Study of Twenty-eight Cases of Arthritis, 
with Special Reference to Gout and its Treatment. By Charles 
C. Ransom, M.D. Reprints. 


University of California Publications. Physiology. Further 
Experiments on Heterogeneous Hybridization in Echinoderms. 


By Jacques Loeb. Influence of Calcium and Barium on the 
Secretory Activity of the Kidney. By John Bruce MacCallum. 

Note on the Galvanotropie Reactions of the Medusa Poly- 
orchis Penicillata A. Agassiz. By Frank W. Bancroft. 

Bacteriology and the Public Health. By George Newman, 
M.bD., F.R.S.E., D.P.H. Third Edition. [llustrated. Phila- 
delphia: P. Blakiston’s Son & Co. 1904. 

One Hundred Years of Publishing (1804-1904). A Brief 
Historical Account of the House of William Wood and Com- 
pany. Illustrated. New York: William Wood & Co. 1904. 

Some Statistics of Garbage Disposal for the Larger American 
Cities in 1902. C.-E. A. Winslow and P. Hansen. Reprint. 

The Sanitary Dangers of Certain Occupations. By C.-E. A. 
Winslow, S.M. Reprint. 

The Occurrence of the Colon Bacillus on the Hands. By C.- 
E. A. Winslow. Reprint. 


Manual of Operating Surgery. By John Fairbairn Binnie, 
A.M.,C.M. Illustrated. Philadelphia: P. Blakiston’s Son & 
Co. 1905. 

On Uniformity in Pelvic and Cranial Measurements. By A. 
F. A. King, M.D. Reprint. 


The Climatic Treatment of Pulmonary Tuberculosis. By A. 
F. A. King, A.M., M.D., LL.D. Reprint. 

New Etiology and Propbylaxis of Appendicitis. By A. F. A. 
King, M.D. Reprint. 


Some Papers on Pneumonia. By Beverley Robinson, M.D. 
Reprint. 


Blakiston’s Quiz-Compends. A Compend of the Diseases of 
the Eye and Refraction, including Treatment and Surgery. 
By George M. Gould, A.M., M.D., and Walter L. Pyle, A.M., 
M.D. Third Edition, Revised and Corrected. Thustrated” 
Philadelphia: P. Blakiston’s & Co. 1904. 

Transactions of the Twenty-sixth Annual Meeting of the 
American Laryngological Association held at Atlantic City, 
N. J., June 2d, 3d and 4th, 1904. 


The Surgical Diseases of the Genito-Urinary Tract, Venereal 
and Sexual Diseases. A Text-book for Students and Practi- 
tioners. By G. Frank Lydston, M.D. Revised Edition. Illus- 
trated. Philadelphia: F. A. Davis Company. 1904. 


Text-book of Insanity. Based on Clinical Observations. 
For Practitioners and Students of Medicine. By Dr. R. von 
Kratit-Ebing. Authorized translation from the last German 
edition by Charles Gilbert Chaddock, M.D. With an intro- 
duction by Frederick Peterson, M.D. Philadelphia: F. A. 
Davis Company. 1905. 


es 











Sidi LEP LLL ET NE EI ae 


(2 A SB: 














Vou. CLII, No. 15] 


BOSTON MEDICAL AND SURGICAL JOURNAL 417 





@riginal Articles. 


a 


CANCER IN AND ABOUT THE MOUTH.* 


THE IMPORTANCE OF EARLY DIAGNOSIS OF CANCER 
IN AND ABOUT THE MOUTH. 
BY FREDERIC C. COBB, M.D., BOSTON. 


EaRLy cancerous lesions of the mouth may 
be divided into two classes: first, those which, 
benign in themselves, are liable to result by 
degeneration in carcinoma, and second, those in 
which the clinical characteristics of carcinoma 
are already evident. Of the first class are leuco- 
plakia, warts, ulceration, fissures and tubercles. 
In the second, besides the malignant character- 
istics above stated, we find induration at the base 
of the lesion with ulceration, sometimes accom- 
panied by a foul discharge. 

We cannot dismiss from our calculation the 
benign forms, since at any time they may mani- 
fest malignant characteristics. We cannot always 
treat a benign lesion as malignant because it may 
require an extensive operation, which the danger 
caused by its presence does not always justify. 
We must therefore decide in which cases we 
should operate on the benign growth at once, 
and in what others we must be content to watch 
for symptoms of degeneration. 

The form of malignant lesion of the mouth 
which has the longest period of incubation, if 
one may use that expression, is leucoplakia, a 
disease manifested by white patches in the mucous 
membrane. These patches, which are smooth, 
white and glistening, resemble, and _ indeed 
microscopically are, scar tissue. They may occur 
on the tongue, on the inside of the lips, on the 
gums and perhaps on the palate. They fre- 
quently appear in the region where an irritation 
occurs, as, for instance, where a tooth rubs against 
the tongue, or the mouth-piece of a pipe touches 
the buccal membrane. Constitutionally, patches 
of leucoplakia are often due to syphilis, although 
not necessarily so. In smokers who are also 
syphilitics they seem to be most common. 
Patches of leucoplakia frequently degenerate 
into epithelioma after a variable time. We have 
had cases at the Massachusetts General Hospital 
in which a period of twenty years has elapsed 
between the appearance of the patches and their 
eventuation in carcinoma. 

Leucoplakia may appear in single or multiple 
form and is not characterized by an indurated 
base or by ulceration. When carcinoma super- 
venes, an ulceration appears on the border of 
the patch of leucoplakia and microscopical ex- 
amination shows the formation of carcinoma 
about the ulceration. I would not be understood 
to mean that ulceration close to such a patch is 
diagnostic of the presence of carcinoma, for 
benign ulcerations are also observed. Yet an 
ulceration near a patch of leucoplakia justifies, 
in my opinion, a microscopical examination, 
whether induration of the base be present or not. 


_ *The iReving pal ers on ‘* The Results of the Treatment of Cancer 
in and about the Mouth,” were read at a meeting of the Section 
for Surgery, Suffolk District Branch of The Massachusetts Medical 
Bociety, Feb. 1, 1905. 





To be classed among malignant lesions other 
than leucoplakia is also simple ulceration. This 
may occur on all portions of the mouth, tongue 
and soft palate. It is usually caused either by 
local irritation, as a bad tooth, or some irritation, 
such as a pipe, or by diseases, such as syphilis, 
tuberculosis or lupus. Practically lupus and 
tuberculosis can be diagnosed by the wide, shallow 
appearance of the ulcer with its undermined, 
irregular edges and its lack of induration. The 
general condition of the patient and failure to 
find elsewhere evidences of the disease are also 
points to be noted. Ulcerations from tubercu- 
losis and lupus are far less frequent than those 
of syphilis or even those of traumatic origin. 
Practically, syphilis and trauma (the latter name 
including all forms of local irritation) form the 
main classes with which we have to deal. 

In excluding syphilis we must remember that, 
as ulcers are caused by the tertiary form, we 
should look for all evidences of this stage of the 
disease. Tertiary ulcerations may occur at any 
point in the mouth or on the tongue, but espe- 
cially upon the soft palate. They may be mul- 
tiple and associated with other syphilitic lesions 
in the mouth or nose. By careful examination 
we can often find the scars of earlier lesions on 
tongue, palate or posterior wall. The nostrils 
should be minutely examined for past or present 
necrosis of the septum or turbinates. Perfora- 
tion of the bony septum, even where it causes 
no external deformity whatever, is often found, 
and when present is almost absolute evidence 
of pre-existing syphilis. No practical, valuable 
rule can be given in the diagnosis of the ulcer 
itself except the stony feel of the induration. It 
is well known that the history is not of value in 
such cases. Treatment by syphilitic medication 
is of course a sure test but is time consuming, and 
the feeling at present is that no delay in the re- 
moval of the carcinoma is permissible. Never- 
theless, when the diagnosis is doubtful and it 
can be made in no other way, the writer believes 
that anti-syphilitic treatment should be tried. 
Not longer than a week, using large doses of 
iodide, is necessary to establish a diagnosis, and 
a favorable improvement may sometimes be 
noticed in less time. 

It may be remarked here, as a further aid to 
diagnosis between carcinomatous and syphilitic 
lesions, that the former are far more apt to be 
found in the middle third of the tongue than else- 
where; whereas the specific lesions have no special 
localization. 

Traumatic ulcerations may, under careful 
examination, almost always be associated with 
their causes. A sharp tooth near the site of 
ulceration, in a position such that the tongue 
in its movements may rub against it, is the most 
common of these, and suck ulcerations usually 
heal with rapidity as soon as the cause is removed. 

Finally, given an ulceration the character of 
which inclines us strongly to the belief that it is 
carcinomatous, the question arises as to the mode 
of procedure. If there is no room for reasonable 
doubt, the patient should be at once operated 
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upon radically, a small wedge being removed at 
the time of operation and examined by a com- 
petent pathologist before proceeding further 
with the operation. If, on the other hand, any 
reasonable doubt exists as to the nature of the 
growth, the same procedure — namely, excision of 
a small wedge-shaped piece, — may be practiced 
under cocaine, taking care to cut wide of the lesion 
into healthy tissue, both to avoid any danger of 
starting metastases by the incision and also to 
afford the pathologist a comparison between the 
healthy and diseased tissue. The edges of the 
wound are brought together by suture and unite 
very quickly. No time should be lost in examina- 
tion of the piece so removed, and if malignant 
radical operation should follow as soon as possible. 
Most important of all is it that the practitioner 
should follow up suspicious cases until no doubt 
remains in his mind in regard to the nature of 
the growth. Patients constantly present them- 
selves to the clinics with advanced carcinoma, 
neither they nor their physicians having regarded 
the earlier symptoms as of importance. 


THE RESULTS IN CASES OF CANCER OF THE TONSILS, 
TONGUE, AND JAWS, OPERATED ON AT THE 
MASSACHUSETTS GENERAL HOSPITAL DURING 
THE EIGHT YEARS FROM JANUARY 1, 1892, To 
JANUARY 1, 1900. 

BY FARRAR COBB, M.D., BOSTON, 
Surgeon to Out-Patients at the Massachusetts General Hospital, 
AND 


CHANNING C. SIMMONS, M.D., BOSTON, 


For the Division of Surgery of the Medical School of Harvard 
niversity. 


THIS series is comprised of ninety-two consecu- 
tive cases of cancer involving the mouth that 
were observed at the Massachusetts General 
Hospital during the eight years from Jan. 1, 
1892,to Jan. 1, 1900. They have been divided 
for convenience into four classes: (1) Cancer 
of the tongue, or floor of the mouth involving 
the tongue. (2) Cancer of the tonsil, which 
includes two cases of cancer arising from the 
mucous membrane of the cheek, but involving 
the fauces at the time of observation. (3) Can- 
cer of the upper jaw, including those arising from 
the antrum, alveolar process, or hard palate; and 
(4) cancer of the lower jaw, arising either from 
the mucous membrane over the alveolar process 
or more deeply placed, having a glandular origin, 
but soon involving the bone. Not all were oper- 
ated upon; some being too far advanced at the 
time of consultation, while others refused opera- 
tion on being told the probable result. In many, 
also, operation was undertaken only as a last 
resort in the hope of relieving symptoms. Eighty- 
three cases have been followed, while no informa- 
tion as to the result could be obtained in nine. 
Both operated and unoperated cases were followed 
to enable conclusions to be drawn in comparing 
the two classes. 

The results obtained have been very interesting 
and have occasioned considerable surprise, com- 
pletely upsetting the preconceived idea that 
cancer of the mouth was a hopeless disease, and 





that if the patient survived the operation he 
would surely die in a short time from recurrence. 

The information sought from the cases was 
whether there were any cures, whether life was 
prolonged and made more bearable by operation, 
the relative value of the palliative and radical 
operation, and the operative mortality. The 
statistics seem to be fair, but there is a possibility 
of several of the cases not heard from being alive, 
as the patients represent the floating population, 
and are hard to locate when alive, but are easily 
found in the state records if dead. 

The males were much more frequently affected 
than the females, as was to be expected, the 
actual numbers being 71 males and 21 females. 
Many of the histories, unfortunately, were too 
vague to allow any conclusions as to the predis- 
posing cause to be drawn. Almost all used alco- 
hol and tobacco and many dated the first symp- 
tom from trouble with the teeth, but as in this 
class of patient bad teeth are the rule, too much 
stress should not be laid on this point. 

The average age was fifty-four and one third 
years. Taken by decades that from fifty to sixty 
years gave the largest number of cases, sixty to 
seventy years came next, with the decade from 
forty to fifty, third. The extremes in age were 
seventy-four years and twenty-one years, the 
latter being the youngest case found in a super- 
ficial examination of the literature. The opera- 
tion consisted of everything from a simple curett- 
ing, or excision of the tumor, to a complete 
removal of the tongue, or jaw, with an elaborate 
dissection of the triangles of the neck. Six cases 
died soon after operation, giving an operative 
mortality of 10%. One of these cases, however, 
died of general purulent peritonitis, as proved 
by autopsy, which was in no way brought about 
by the operation. Excluding this case there was 
a mortality of 84%, five cases, which, considering 
the age of the patients and the usual severity of 
the operation, does not seem excessive. One 
ease died of shock, one of delirium tremens, and 
three of sepsis. It is interesting to note that there 
was not a single death from pneumonia, a com- 
plication so often feared and upon which so much 
stress is laid. There have been eight cases of 
cures following operation, all of which are alive 
and well to-day, the time from the date of opera- 
tion varying from four to thirteen years. A 
ninth case, which should be regarded as a cure, 
lived four years after operation and then returned 
to the hospital with a sarcoma from which he 
died four months later. In all cases of cures 
there is a pathological report with microscopic 
examination made by Dr. W. F. Whitney. (These 
cases will be reported more in detail in their 
proper classes.) 

Nearly all the cases where pathological exam- 
ination was made, showed, on microscopic 
examination, squamous cell carcinoma, there 
being one case each of adeno-carcinoma, alve- 
olar carcinoma, and carcinoma arising from an 
aberrant fragment of the thyroid gland at the 
foramen cecum of the tongue. 

On the whole, life in the operated cases was 
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longer than in those where no operation was 
performed, thirty-three of the former living over 
one year from the first appearance of symptoms 
to nineteen of the latter. The figures of cases 
living over a year from the time of observation 
are more striking, being 23 against 5. Of 
course some were too far advanced at the time 
of admission and were refused as inoperable, but 
the greater number of unoperated cases refused 
operation when its severity and the small hope 
of ultimate cure were explained to them. 

Regarded individually, the most interesting 
series of cases, and the only one large enough to 
justify conclusions, is, that of cancers of the 
tongue: Of these there were 54 cases, of which 
34 were operated upon with an immediate mor- 
tality of 83%. 

In all of these cases where a pathological ex- 
amination was made the diagnosis was squamous 
cell cancer, with the exception of one of malig- 
nant aberrant thyroid. There was only one case 
of leucoplakia which presented a small ulcerated 
nodule near the base of the tongue, thought 
probably malignant. The patient refused opera- 
tion and died of cancer of the tongue eight years 
later. Although leucoplakia is often given as a 
predisposing cause, this is the only case of which 
the records make any mention. Two forms of 
cancer of the tongue are recognized, one where 
the growth starts from the epidermis and is first 
seen as a small ulcer, and the second where it 
starts from the mucous glands and is present at 
an early stage as a small hard nodule ulcerating 
later, but at one time having a distinct nodular 
phase. It was impossible, however, to differ- 
entiate these two variaties from the involved 
stories told by the patients. The average age 
was between fifty and sixty years, and the males 
more frequently affected, as naturally would be 
expected. The operations consisted of every- 
thing from the simple excision of a V-shaped 
piece of the tongue, including the growth, to the 
removal of the entire organ and dissection of the 
triangles of the neck. Strange at it may seem, 
there were more cures following comparatively 
simple operations than the more radical ones, but 
this is probably explained by the age of the pa- 
tients. This point will be touched upon later 
in the paper. Owing to the large number of lym- 
phatics in the tongue, infection of the lymph 
nodes undoubtedly occurs early, and it is said 
that recurrence is in the cervical lymph nodes 
rather than locally. In this series of cases, 
however, the reverse has been true, more recurring 
locally than in the glands. 

Of the 34 operated cases, 4 are alive and well 
to-day; 2 thirteen years after operation, 1 six 
years after operation, and 1 four years after 
operation. A fifth case lived four and a half 
years and then died of sarcoma. Including this 
as a cure of the original carcinoma, the percentage 
of cures is 14.3%. That life was prolonged by 
operation is undoubted, as shown by the figures 
on the chart, being eleven months longer from 
the first symptoms and fourteen and seven tenths 
months from the time of observation. The cures all 





occurred in old cases, the patients being seventy, 
seventy-four, sixty-two and sixty-two respec- 
tively. The fifth case, on the other hand, was 
an exception to this, being extremely young, but 
twenty-one years old. The detailed history of 
these cases is as follows: 


Case I: Dr. J. C. Warren. — Female, seventy years 
of age. Entered hospital Nov. 14, 1892. Two years 
before entrance a lump on the right side of the tongue 
was removed under cocaine by her physician. Some 
was left, however, which for eight months had been 
increasing rapidly in size. Examination showed the 
whole right side of the tongue, from the fauces to the 
tip, occupied by a large, hard, sloughing tumor which 
in places crossed the median line. No glands could be 
felt in the neck. The tongue was drawn out through 
the mouth with silk sutures passed through its body 
and the anterior three quarters amputated by a V- 
shaped incision. The wound was closed with silk. 
The patient made a good recovery and was discharged 
well. In January, 1901, she returned and a nodule 
the size of a walnut, which had appeared on the stump 
of the tongue, was removed by Dr. Warren by a simple 
operation. Microscopic examination of both specimens 
showed epidermoid cancer. The patient is still alive 
and well, thirteen years after the first operation, and 
shows no sign of recurrence. The patient is now 
eighty-three years old, she talks very indistinctly, but 
has apparently little difficulty in taking food. 

Case II: Dr. J. C. Warren. — Male, seventy-four 
years of age. Entered hospital Dec. 14, 1892. One 
year before entrance, patient noticed a small lump 
under the tip of his tongue which slowly increased in 
size but caused no pain and but little inconvenience. 
Examination showed an indurated ulcerating tumor 
the size of a robin’s egg under the tip of the tongue. 
No glands could be felt in the neck. At operation an 
incision was made under the symphysis and carried 
up through the floor of the mouth. The tongue was 
then drawn through the incision and its anterior half, 
including the tumor and the surrounding tissue, re- 
moved by a V-shaped incision. The wound in 
the mouth was closed with silk and the skin with 
silkworm gut. The patient made a good recovery 
and was discharged in a short time well. The patient 
was heard from in January, 1905, thirteen years after 
operation. He is in perfect health, but rather feeble. 
He is eighty-seven years old. 

Case III: Dr. A. T. Cabot. — Male, sixty-two years 
of age. Entered hospital Feb. 25, 1899. Seven 
months previous patient had noticed a small lump 
on the left side of the tongue which had caused him 
no pain or inconvenience. On examination there was 
found a nodule on the left side of the tongue about one 
inch from the tip, which was about the size of a filbert, 
hard but not ulcerated. Several small, hard glands 
could be felt on the left side of the neck and under the 
angle of the jaw. At operation an incision was first 
made under the jaw and the lingual artery tied, the 
tongue was then drawn out through the mouth, split 
down the middle and the left half removed. The 
edges of the mucous membrane were approximated 
with catgut and the skin wound under the jaw closed 
with silkworm gut. No attempt was made to remove 
the glands. Microscopic examination of the specimen 
showed epidermoid cancer. The patient made a good 
recovery and was discharged well. In response to a 
letter he reported to the hospital on Jan. 20, 1905, 
almost six years after operation, in perfect health. He 
spoke distinctly and had no trouble in eating; there was 
no sign of recurrence. 


Case JY: Dr. M, H. Richardson. — Male, sixty-two 
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years of age. Entered hospital January, 1897. One 
year before the patient had noticed a sore on the side of 
his tongue which diminished in size when he stopped 
smoking, but for two months previous to entrance to 
the hospital grew rapidly. Examination showed a 
hard, indurated growth occupying all the left side of 
the tongue from the fauces to the tip, foul and slough- 
ing. There were many large lymph nodes in the left 
side of the neck. At operation an incision was made 
under the lower jaw on the left and carried into the 
mouth, after first tying the lingual artery. The tongue 
was then drawn out through the incision and ampu- 
tated at a level with the circumvallate papille on the 
left and half an inch farther forward on the right. 
Thorough dissection of the glands in the neck was made 
and the skin wounds closed with silkworm gut; the 
mucous membrane of the mouth being approximated 
with catgut. The pathological examination of the 
specimen showed it to be epidermoid cancer. The 
patient was discharged well after a rapid recovery and 
was examined in 1901, four years later, by Dr. Richard- 
son, at which time he was found to be in perfect health 
with no sign of recurrence. 

Case V: Dr. F. B. Harrington. — Male, twenty-one 
years of age. Entered hospital Sept. 15, 1893. Four 
weeks previous the patient had noticed a small lump 
under the tip of the tongue on the right side. On 
examination an ulcer the size of a ten-cent piece was 
found in that position over a small indurated area. 
At operation a triangular piece of tongue, including 
the growth, was removed through the mouth and the 
cut edges of the tongue approximated with silk sutures. 
Microscopic examination of the specimen showed 
typical epidermoid cancer. The patient remained 
perfectly well for four years, but returned to the hospi- 
tal in October, 1897, with a lump the size of a walnut 
under the angle of the jaw on the right, involving the 
base of the tongue. At operation a complete excision 
of the tongue was done by Kocher’s method. The 
microscopic examination of this specimen showed 
small, round-cell sarcoma. The patient made a good 
recovery and was discharged well but died four months 
later of recurrence. 


Of cancers involving the tonsils there were 
eight cases, in only two of which was an attempt 
made to remove the whole growth. All these 
cases have been traced and are dead, but the num- 
ber is so small that it does not seem justifiable to 
draw conclusions from them alone, although they 
are included in the table, embodying all the cases. 

There were 15 cases of cancer of the upper 
jaw, on 11 of which operations were performed 
without mortality. Most of these cases arose 
either from the antrum or the alveolar process 
of the jaw, six each, only one originating on the 
hard palate. Fourteen of these cases have been 
followed and all but two are dead, the average 
length of life being in the operated cases 38.75 
months. But two of the nine operated cases 
followed died within a year, one lived three years, 
two lived four and a half years and one is alive 
and well to-day. His history is as follows: 


Dr. J. W. Elliott. — Male, sixty-six years of age. 
Entered hospital in June, 1897. For eight weeks 
previous to his entrance he had noticed some swelling 
of his left cheek associated with shooting pains. Ex- 
amination showed a tumor of the left upper jaw pre- 
sumably arising from the antrum, which caused con- 
siderable bulging downwards of the hard palate and 
extended upwards to the floor of the orbit, and was 








seen externally as a swelling of the cheek. At opera- 
tion a complete excision of the upper jaw was done, 
the specimen on microscopic examination showing 
alveolar carcinoma. The patient made a good recov- 
ery and is alive and well to-day, eight years later. He 
is actively engaged in his trade, that of a blacksmith. 


One other case of partial excision is alive and 
well to-day, six years after operation, that of a 
man with a fungating ulcer of the cheek involving 
the bone, this case probably started, however, 
as a rodent ulcer. 

Of cancer of the lower jaw there were 15 cases 
during this period of seven years, on 12 of which 
operation was performed, which in nearly all 
was complete and radical. There were two 
deaths following operation, giving a mortality 
of 164%. 

All the cases were followed and all but two are 
dead, no other cases operated upon living over 
one year. One case, however, deemed too far 
advanced for operation, lived two and one-half 
years. The two cures were in the two most 
favorable cases. One was a fungating ulcer on 
the gum, which was removed with a large por- 
tion of the alveolar process, a comparatively 
minor operation. The growth on examination 
proved to be malignant papilloma. The patient 
is alive and well to-day, eight years after 
operation. 

The other case was a woman forty-five years 
of age who presented an ulcerating tumor on the 
alveolar process the size of analmond. At opera- 
tion the growth with a portion of the alveolar 
process was removed and on pathological exam- 
ination proved to be a squamous cell carcinoma. 
The jaw was not resected and no attempt was 
made to remove the glands from the neck. The 
patient is alive and well to-day, six years after 
operation. 

This series of cases shows that although in 
malignant disease around the mouth the prog- 
nosis is very grave, a certain percentage of pa- 
tients are cured by operation. Age seems to be 
a very important factor, the malignancy of the 
disease diminishing as age increases, the two 
longest cures, thirteen years, occurring in old 
people, seventy and seventy-four years respec- 
tively, at the time of operation. 

The relief of symptoms following operation 
could not be determined; but in many cases where 
it was possible to communicate with friends 
there was alleviation of symptoms, varying in 
length of time, in all but one case. 

Cancer of the tonsil is the least favorable to 
operation. This is to be expected as its anatomi- 
cal relation is such that it is practically impos- 
sible to remove it with a good margin of healthy 
tissue, if it is involved in a malignant growth. 

Next to cancer of the tonsil that of the lower 
jaw seems to be the most malignant, returning 
soon after a radical operation and causing death 
within a year.| 

Life, in cancers of the upper jaw, seems to be 
prolonged more than in any other type of disease 
involving the mouth, although the hope of ulti- 
mate cure is no greater. If one called cases 
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living three years without a recurrence cured, 
there would be in this series five cases, or 50%, 
but three of these cases died after this length of 
time of recurrence, two even surviving four and a 
half years after operation, but eventually suc- 
cumbing to the disease. 

In cancer of the tongue, life certainly was con- 
siderably prolonged and there was a much 
larger percentage of cures than is generally 
supposed. These cures, however, bore no rela- 
tion to the size of the growth or the extent of the 
operation. In but one of the cures was a radical 
operation done. In two the disease was appar- 
ently too far advanced to offer any chance of 
cure, half of the tongue being involved from the 
tip to the pillars of the fauces, but these people 
were of advanced age, a time when the malig- 
nancy of cancer is somewhat diminished. It 
must not be inferred from this, however, that 
the simple minor operation is advocated in this 
disease, and it is probable that had as extensive 
operation been done in all cases the percentage 
of cures would have been larger. The writers 
believe that all operations for cancer should be 
as radical as possible. Thus Butlin in 199 cases, 
where a radical operation was done, reports 20% 
of cures; and Laison, cited by Von Bergmann, 
34%. This operation as done in Germany, 
however, is very extensive, the operative mor- 
tality varying up to 25%. Both the above 
observers fail to state whether their cases were 
selected or represented a consecutive series. 


ALL CASES. 
Number, 92 
Followed, 83 
Males, 71 Female, 21 
Average Age, 544 yrs. 
Age by decades: . 

20-30 5 50-60 27 

30-40 4 60-70 25 

40-50 20 70-80 12 

OPERATED CASES, 
Total, 62 
Followed, 57 
Operative mortality (5 cases), 8.5% 
Cures (9 cases), 16.3% 
Duration life from first symptom, 29.3 mos. 
Duration of life from operation, 23.7 mos. 
UNOPERATED CASES. 

Duration life from first symptom, 19.8 mos. 
Duration life from observation, 9.3 mos. 
CANCER OF THE TONGUE. 

Number, 54 
Followed, 46 
Males, 45 Female, 9 
Average age, 534 yrs. 
Age by decades: 

20-30 4 50-60 14 

30-40 3 60-70 13 

40-50 12 70-80 9 

OPERATED CASES. 
Total, 34 
Followed, 30 
Operative mortality (3 cases), 8.8 
Cures (5 cases), 16.7 
Duration life from first symptom, 32 mos. 
Duration life from operation, 26.8 mos. 
UNOPERATED CASES. 

Duration life from first symptom, 20.9 mos. 
Duration life from observation, 12.1 mos. 





SARCOMA. 


In following up the foregoing cases the results 
of some of the sarcomas were also inquired into, 
and although the series of cases is not as com- 
plete, it seems worthy of mention for the sake 
of comparison. The results on the whole were 
somewhat better than in carcinoma, but on analyz- 
ing the cases it was found, as would naturally 
be expected, that the less malignant types, such 
as the giant cell, fibro- myxo- and osteo-sarcoma 
recovered, while the round- and spindle-cell vari- 
ety almost invariably died. 

Ten cases of epulis, giant-cell sarcoma, have 
been followed, all of which are alive and well, 
more than five years from the date of operation. 
Two cases returned after operation, but in both 
of these the growth only was removed, while in 
the others a portion of the alveolar process was 
taken out with it. The two recurrences were 
operated upon again and are now cured. 

Of the five cases of sarcoma of the tonsil fol- 
lowed four were operated upon. Two of these, 
both of the small, round-cell type, lived five and 
six years from the time of operation before suc- 
cumbing to the disease. The third, also a small, 
round-cell sarcoma, died of recurrence in two 
months. The fourth case, an extensive large 
round-cell sarcoma, in which the operation was 
only undertaken for the relief of symptoms, took 
arsenic internally and is alive and well to-day, 
thirteen years after operation. 

Of the sarcomas of the upper jaw five operated 
cases were followed and two are alive, one a 
fibro-sarcoma, six years after operation. The 
other, a case of sarcoma hard to classify, but 
of an endothelial type, is alive five years after 
the first operation, but has had several recur- 
rences, and in fact has one at the present writing. 

Three of the seven cases of the lower jaw 
followed are alive, an osteo, a fibro-osteo, and a 
lymph-angio sarcoma. The other four cases were 
of a more malignant type and are dead. 


THE RESULTS OF TREATMENT OF CANCER IN AND 
ABOUT THE MOUTH AT THE BOSTON 
CITY HOSPITAL. 


BY HOWARD A. LOTHROP, M.D., BOSTON, 


Instructor in Surgery, Harvard Medical School; Assistant Visiting 
urgeon, Boston City Hospital, 


AND 
DAVID D. SCANNELL, M.D., BOSTON, 


Assistant in Anatomy, Harvard Medical School; Assistant Visiting 
urgeon, Boston City Hospital. 


For the Division of omany of the Medical School of Harvard 
niversity. 

THE cases upon which this report is based are 
taken from the records of the Boston City Hospi- 
tal during the nine years from Jan. 1, 1895, to 
Dec. 31, 1903, inclusive. In this period, records 
are found of 69 cases, an average of about 8 each 
year. Of the total of 69, we have been able 
through various means to secure fairly reliable 
information regarding 60, or nearly 87%. 

It has seemed undesirable from the view point 
of simplicity to attempt to define too explicitly 
for classification purposes, the unusual and 
relatively infrequent sites of carcinoma in and 
about the mouth. We have, therefore, grouped 
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all the cases under four headings: namely, fongue, 
inferior maxilla, superior maxilla, and tonsil and 
fauces. 

Carcinoma of the tongue we found to occur in 
30 cases (43.47%) ; inferior maxilla in 22 (31.88%) ; 
superior maxilla in 9 (13.04%); and tonsil and 
fauces in 8 (11.59%). 

On the age basis, we have, as would be expected, 
the majority occurring in the period from forty 
to seventy years: to be more exact, thirty to 
forty years, 7 cases; forty to fifty years, 17 cases; 
fifty to sixty years, 25 cases; sixty to seventy 
years, 15 cases; seventy to eighty years, 5 cases. 

Sexually considered, 56 were males and 13 
were females, slightly over four to one. 

Of the total number of 60 which were traced, 
17 were either considered inoperable or else 
refused operation, leaving 43 on whom operation 
was performed. 

Taking the cases as a whole, a general average 
regarding duration of symptoms, before appli- 
cation was made for treatment, is shown to be 
about seven months. This fact must not be lost 
sight of when later we come to speak in detail of 
the results and the causes of failure, the patients 
in most cases not having been seen until the dis- 
ease was well established. 

Touching briefly on the pronounced symptom 
or symptoms associated with each of the four 
parts involved, we find that when the tongue or 
inferior maxilla was the site of the disease, local 
pain and dysphagia were most complained of; 
in the case of the superior maxilla, pain, dys- 
phagia, excessive salivation, and what we choose 
to call the trismus of malignant disease, whereby, 
because of the involvement by extension of the 
muscles of mastication, or the invasion of the 
temporo-maxillary joint, movement of the jaws 
becomes markedly limited or wholly prevented; 
where the tonsils and fauces were involved, pain 
and dysphagia were again the prominent symp- 
toms. 

In general, it may be said that the cachexia 
and associated systemic effects of malignant 
disease were not in evidence in this type of case; 
so that one looking for the secondary anemia, 
loss of weight and strength, etc., as helping in an 
early differential diagnosis, would be deceived. 
It may be said in passing that in each one of 
these 60 cases, the clinical diagnosis was con- 
firmed by the pathological report. 

As to the duration of the symptoms in carci- 
noma located in each one of these four sites, 
antedating the time of the first observation: 
Tongue: average seven months; longest time, 
four years; shortest time, two weeks. Inferior 
maxilla; average, seven and one-half months; 
longest time, two years; shortest time, three 
weeks. Superior maxilla: average, six and one- 
half months; longest time, twenty-one months; 
shortest time, five weeks. Tonsil and fauces: 
average, seven months; longest time, eleven 
months; shortest time, four weeks. 

A duration of seven months would be an aver- 
age, therefore.’ 

As to results: Of these 60 traced cases, 56 are 











dead and 4 living, the latter seven, five and one- 
half, five, and two years, respectively, after opera- 
tion, the lesions in these cases occurring in tongue 
and inferior maxilla (each 2). 

In the cases recorded as dead, the average 
duration of life, from the time of the patient’s 
first seeking help up to the time of death, whether 
operated or not, was about nine months: the 
longest being seven years and the shortest twenty 
days. Adding to this the average duration of 
symptoms antedating the first surgical observa- 
tion, we find sixteen months to be the average 
duration of life from the time of the first symp- 
toms. 

Of the 48 cases operated upon, of whom 39 
are known to be dead, the average duration of life 
was nine and one-half months or three and one- 
half months longer than in the non-operated 
cases. It must not be forgotten that 4 of these 
43 are still living, as previously stated. 

The operative mortality (by this meaning the 
deaths resulting from the operation itself) was 
4, these varying in time from ten hours to four 
days. In each case death resulted from either 
post-operative shock (3) or hemorrhage (1); 
in none of all the 43 operated cases did there 
develop an inhalation pneumonia. 

Our statistics would seem to show that age had 
relatively little effect on the time prognosis in 
this class of case, although the activity of the 
malignant process was perhaps a little less in 
those more advanced in years. In all those 
cases terminating fatally, the ultimate cause of 
death was the malignant process itself, usually 
in the form of recurrence where operation had 
been performed, or as a result of extension of the 
original lesion where no operation had been 
deemed advisable. 

As to the site of the carcinoma as influencing 
tenure of life, regardless of the question of opera- 
tion (in all cases dating from first observation): 
In case of tongue, average duration was seven 
months; in inferior maxilla, average was also 
seven months; in superior maxilla, average six 
months; in tonsil and fauces, average six and one- 
half months. 

It will ve seen, therefore, that seven months 
constituted an average, and that carcinoma of 
the tongue or tonsil brought a fatal termination 
no sooner than the same process in the upper or 
lower jaw. 

Making a comparison of the operated and non- 
operated cases, merely from the standpoint of 
length of life (and not of physical or mental 
betterment), according to the location of the 
disease, we have these data: 

Of those operated for cancer of the tongue, 2 
are living, seven and five years respectively after 
operation, which in cach case was partial excision. 
A priori, one would say that both of these cases 
must have been seen within a relatively brief 
time from the first appearance of the disease, and 
yet this was true of only one of them which was 
operated three weeks after the onset of the first 
symptom. The other case, now living seven 
years after operation, had the disease eight months 
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before seeking relief. Of those dead, the longest 
period was two years and the shortest one day; 
average fourteen and one-half months. Of those 
not operated, the longest duration of life was 
fifteen months, and the shortest fifteen days; 
average seven months or one-half as long as the 
operated cases. 

Inferior maxilla: Two living, five and one and 
one-half years respectively after operation which 
in each case was a resection of one half of the jaw 
(in these 2 cases, the duration of symptoms before 
applying for relief had been six and eighteen 
months respectively). Of those dead, the longest, 
period was nineteen months and the shortest two 
weeks, average sixteen months. Of those not 
operated upon, one lived eight months, the longest, 
and one, one month, the shortest; average four 
months or one fourth as long as the operated 
cases. 

Superior mazilla: Average duration of life 
after operation was seven and one-half months, 
the longest thirteen months and the shortest 
four days. We have records of only one case 
not operated upon, and in this, death occurred 
in thirteen months. 

Tonsil and fauces: Average length of life after 
operation was eight and one-half months, the 
longest thirteen months, the shortest two and 
one-half months. The only case not operated 
lived six months. 

As to the influence of the kind of operation 
performed (complete or partial excision) in length- 
ening life or the reverse, these again will be con- 
sidered according to location. 

Tongue: Complete excision, 7; average life, 
seven months. Partial excision, 10; average 
life, twenty-three months. 

A disproportion here in favor of partial excision, 
over 3 to 1: we would recall to mind the fact 
that in the cases where the tongue was involved, 
the average duration of symptoms was seven 
months. At this point it must be mentioned 
again that the only two cases in this class living 
were partial excisions of tongue, operated upon 
three weeks and eight months respectively after 
the lesion was first noticed. 

Inferior maxilla: Complete excision, 6; aver- 
age life, sixteen and one half months. Partial 
excision, 7; average life, seven months. Over 
2 to 1 in favor of complete excision. 

Superior maxilla: Complete excision, 5; aver- 
age life twelve months. Partial excision, 3; 
average life, five months. Slightly over 2 to 1 
for complete excision. 

Tonsil and fauces: Complete resection, 2; 
average life, nine months. Partial excision, 3; 
average life, four months. Slightly over 2 to 1 
for radical operation. 

Out of this total of 43 operated cases only two 
stand out in contrast as cured, both of these, as 
will be remembered, being carcinoma of the 
tongue on whom partial excision was made. 

Most unreliable are the statements of patients 
suffering from malignant disease in general, when 
attempts are made by means of impersonal 
circular letters to obtain facts regarding their 








condition, and their unreliability is especially 
marked in those affected with carcinoma of the 
buccal cavity where the tendency is to distort 
and exaggerate their post-operative sufferings 
as compared with the ante-operative state. 
Nevertheless, allowing for all this, it is a fair 
statement that a majority of those of whom we 
have been able to secure information, either 
through letter or personal interview, have been 
able to state voluntarily that the operation gave 
them at least temporary benefit, certainly enough 
to have justified the attendant discomfort and 
risk. Out of thirty more or less satisfactory 
responsive cases, an exact statement would be 
that two considered themselves cured, 20 tem- 
porarily benefited at least, 3 no better than 
before operation, and 5 worse. 

Another fair inference from this list is that the 
comfort and comparative freedom from suffering 
of those patients operated upon was distinctly 
greater than in the case of the non-operated, 
even though, according to these statistics, the - 
tenure of life was not much greater. This feeling 
was especially well illustrated in the case of at 
least five patients, who, understanding from the 
beginning the gravity and apparent hopelessness 
of their state, returned again and again to the hos- 
pital for what transient relief might be afforded. 
In passing, it may be said that one of these 
has already had 13 operations since the date of 
her first one and within a fortnight has expressed 
her intention of returning for even further treat- 
ment. 


SUMMARY OF RESULTS. 


Subsequent histories obtained in 60 cases: 
Number living, 4; number dead, 56; number 
operated, 43; number not operated, 17; average 
duration of symptoms up to time of first obser- 
vation, generally and specifically considered, 
seven and one-half months; average duration 
of life post-dating first observation, whether 
operated or not, nine months; average duration 
of life from time of first symptom, sixteen months; 
average duration in those not operated, six 
months; average duration in those operated, 
nine and one-half months, operative mortality, 
4, 

In cancer of tongue, operated cases lived twice 
as long as non-operated cases. 

In cancer of inferior maxilla, operated cases 
lived four times as long as non-operated. 

In cancer of superior maxilla, and tonsil and 
fauces, there were not enough non-operated cases 
to justify comparison. 

Effect of complete or partial excision as length- 
ening life: Tongue, partially excised cases lived 
over three times as long as those having complete 
excision. 

Inferior maxilla: those having complete exci- 
sion lived over twice as long as those palliated. 

Superior maxilla: complete excision slightly 
more than doubled duration of post-operative 
life. 

Tonsil and fauces: radical treatment resulted in 





a doubled length of life after operation. 
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Of 30 cases, 5 were made worse, 3 no better 
than before operation, 20 temporarily benefited, 
and 2 cured. 

CONCLUSIONS. 


(1) The mortality of cases suffering from car- 
cinoma in and about the buccal cavity (based on 
the statistics presented in this report) is extremely 
high, at least 90%. 

(2) All unoperated cases die sooner or later 
of the disease, barring intercurrent affections. 

(3) The duration of life of operated cases as 
compared with those not operated is in favor of 
the former by an average of about three and one- 
half months. yok 

(4) The comfort of the individual is distinctly 
added to (even if it be only temporary) by some 
sort of surgical intervention; such relief may be 
either mental or physical. 

(5) An early diagnosis of malignant disease 
about the buccal cavity is of the greatest impor- 
tance, and a moderately radical excision of parts 
offers the greatest hope of a radical cure, com- 
mensurate with the comfort of the patient and 
the immediate risk to life. We realize fully and 
appreciate the importance of a most radical 
excision of parts in and about the seat of malig- 
nant disease. We believe that, in general, such 
extremely radical measures offer the greatest 
hope of permanent cure. The surgical treatment 
of malignant disease situated in very many parts 
of the body should consist of most radical exci- 
sion. On the other hand, malignant disease may 
be situated in and about certain parts where 
extreme radical excision is attended either with 
great immediate risk to life or may so interfere 
with the function of the parts that the subsequent 
suffering and discomfort of the patient, provided 
he survive the operation, does not warrant such 
radical treatment, in view of the great probability 
of recurrence. There are instances where the 
patient wishes extreme measures to be taken for 
the purpose of avoiding recurrence, and under 
such circumstances there is no objection to em- 
ploying the most radical measures. We believe, 
however, that the risk and discomfort, together 
with the inability to offer much hope of non- 
recurrence, following the complete removal of 
the tongue, the inferior maxilla or more or less 
of the pharynx and larynx, should be weighed 
and carefully presented to the patient before 
such radical treatment is undertaken. — 

(6) Where there is extensive invasion of the 
parts, excision (if done at all) should be under- 
taken solely with the idea of palliation, without too 
serious interference with physiological function 
and without too great immediate risk. 


THE USE OF THE X-RAY IN THE POST-OPERATIVE 
TREATMENT OF CANCER IN THE MOUTH. 
BY E. A. CODMAN, M. D., BOSTON. 

Pernaps I might express all that I have to say 
to you in one sentence. I have never seen the 
x-ray do any objective good for cancer in the 
mouth. This statement should carry only as 
much weight with you as it is reinforced by the 








amount of my experience, which has been con- 
fined to about a dozen cases at the hospital and 
five in private practice. The cases at the hos- 
pital I have not treated personally and have 
not followed in detail or with especial care. There 
have been, however, in some of these cases, 
distinct evidences of subjective improvement. 
These patients appear to derive benefit from the 
treatment for a time and are certainly more hope- 
ful than if nothing was being done. 


One of my private cases is particularly instructive, 
because I was able to do my very best for him. This 
patient was referred to me by Dr. J. C. Warren on 
May 12, 1902, for prophylatic x-ray treatment. Dr. 
Warren had removed most of the tongue and dissected 
the neck in April. The case seemed unusually hopeful 
because the original ulcerations, two in uumber, were 
of limited extent, and the glands removed from the 
neck showed no evidences of disease. The wound 
united well by first intention and with the exception 
of a small sinus in the neck, the patient’s general con- 
dition was excellent. I began the x-ray treatment on 
May 12, and continued it faithfully through the summer. 
The x-ray was given not only on the outside of the 
neck, but through a more or less elaborate arrange- 
ment of mouth guards and speculz into the inside of 
the mouth as well. Every precaution was taken to 
use the x-ray thoroughly, and I felt satisfied that I 
was giving as large doses as could be given without 
great risk of ulceration. The exposures were strong 
enough to produce signs of irritation in the mouth, and 
the sides of the neck had the appearance of a severe 
degree of sunburn. The patient was an extremely 
bright, intelligent, cultivated, agreeable man, in the 
prime of life, and Dr. Warren and I both felt that if 
there was anything in the x-ray prophylactic treat- 
ment, we ought to do our best in this case. During 
the middle of the summer, in spite of my best efforts, 
recurrence gradually appeared in the floor of the mouth 
and in the neck, and, by the middle of September had 
advanced to such an extent that to ‘ontinue to give 
the x-ray seemed a mere nuisance. After the treat- 
ment was abandoned, recurrence proceeded at a very 
rapid rate and the patient died during the following 
winter. The condition of his mouth and neck before 
his death was simply terrible. The local process 
seemed to advance much faster than his general strength 
diminished, so that at the time of his death the ulcera- 
tion in the neck had nearly sloughed through the entire 
neck, and it seemed a miracle that his head was still 
on his body. Fortunately, he took morphine kindly 
and enormous doses were given him. 


I mention these pitiable facts merely to illus- 
trate what seemed to be the characteristic feature 
of this case. That it seemed as if the long use 
of the x-ray had in some way increased the dis- 
proportion between the local growth and the 
general resistance. It seemed as if the patient 
lived longer in consequence of the x-ray treat- 
ment than he might otherwise be expected to have 
lived, but such increase as there was in the length 
of his existence was a thing not to be desired. I 
think one may oftentimes learn more by a com- 
plete case such as this, than by partial observa- 
tion of many similar cases; and, naturally, since 
having made the attempt to prolong life in such 
a favorable case as this one and having seen the 
recurrence appear during the course of my treat- 
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ment, I have little confidence in the use of the 
x-ray in cancer in the mouth. 

To offset this, is the case reported by Dr. C. B. 
Porter to-night, who is now living and well several 
years after the operation. Shortly after the 
wound healed Dr. Porter referred this gentleman 
to me for prophylactic x-ray treatment because 
of the leukoplakia which still existed on the re- 
maining portions of his tongue. I gave him 
x-ray for a time, but I cannot say that I believe 
that it did good, because it is impossible to deny 
that he would probably have remained well in 
the ordinary course of events. Ultimately, the 
leucoplakia disappeared. Besides these two 
cases I have seen three others. One a patient 
with recurrent cancer following excision of cancer 
of the cheek and jaw in which the recurrence was 
very rapid and in which the x-ray appeared to 
produce no alleviation whatever, either objective 
or subjective. This case was referred to me by 
Dr. A. T. Cabot. Another case was recently 
referred to me by Dr. R. F. O’Neil. The patient 
was evidently in a very critical condition and the 
x-rays were merely given as a placibo. Another 
case of cancer of the floor of the mouth was re- 
ferred to me by Dr. Charles O. Thompson. The 
patient was an elderly man and had had no 
operation except for diagnosis. The disease 
was so far advanced that I considered it inoper- 
able, and as the patient fully understood the 
character of the disease and the probable result, 
I told him frankly that I thought the x-ray 
would be merely a waste of time and money. 

Notwithstanding these discouraging results, 
I should still be willing to say to an inoperable, 
hopeless patient that the x-ray is worth trying. 
I should feel that to some people even this little 
chance was welcome, and I certainly believe that 
while an effort to relieve them is still being made 
the effect is helpful to the patient. 

We know that the x-ray does make superficial 
cutaneous cancers disappear in some cases, and 
we cannot deny that it may allay the progress 
of deep-seated cancer; therefore, we may honestly 
say that it might do good in certain cases. Hopeé- 
less as it is, I believe that it is the most hopeful 
treatment we have after operation has failed. 
Even the unfortunate gentleman that I first 
alluded to, believed for many months, that he 
was well. However, it annoyed me excessively, 
long after I knew that recurrence was well under 
way, to be congratulated by certain of his friends 
as having cured him. 

Treatment by the x-ray of operable cancers 
in the mouth is in my opinion unjustifiable, 
unless the circumstances are extraordinary. 


THERMOTHERAPY AS A PART OF PHYSICAL 
THERAPEUTICS. 


BY OCTAVE ROZENRAAD, M.D., BERLIN, 
Late Medical Assistant in the Moabit Hospital, Berlin. 


“Ubi stimulus, ibi affluxus.” 


THE European physician is to be congratulated 
in that during the last few years new resources 





therapeutics, as they have been applied with 
greatest success in large sanatoria, such as almost 
every German city now enjoys. Hydrotherapy, 
gymnastics with Zander apparatus, open-air 
treatment, sun baths, electricity, vibrations, 
massage and thermotherapy form the promi- 
nent part. 

Thermotherapy, one of the so-called physi- 
kalishdidtetische Heilmethoden, is the treatment 
by heat. Such may be derived from our natural 
resources. The sun and the heat of the earth 
are the best and the most effective. We know 
that with the rays of heat combined there are 
other rays or so-called ‘‘ ions” which have a 
therapeutic influence, and the radioactivity, 
recently found in German springs, Baden- Baden, 
Carlsbad, ete., has to be reckoned with as a thera- 
peutic agent as well. The enormous quantities 
of heat which the sun sends out, two millions of 
calories per minute, are practically not made use 
of at all. 

Sun baths were used in ancient times. The 
Greeks, probably through their relations with 
the Phenicians gave a prominent position in 
their mythology to Helios. Herodotus seems to 
have been the first to acknowledge the thera- 
peutic effect of the sun rays. He and Antillys 
recommended it in fluor albus, dropsy and ner- 
vous affections, especially hysteria. The Romans 
who had a solarium, a roof garden, where they 
took these baths, highly appreciated their value. 

It is only however, in modern times that sun 
baths have been scientifically employed. Through 
the special analysis we know the difference 
between the chemical and heating rays. 

Sun baths have been successfully used in Ger- 
many and these ‘‘ Lujtbdder” have been applied 
in nervous condition, such as _ neurasthenia, 
insomnia, ete. Special attention is given to them 
in the Sanatoria of the Black Forest.! 

Sorgo, head physician of a sanatorium for 
consumptives in Austria has recently employed 
the sun rays in phthisis laryngis. The mucous 
membrane shows greater sensibility to the sun 
rays than the epidermis. He reports a case 
in the Wiener klinische Wochenschrijt, 1904, suc- 
cessfully treated. He treated the mucous mem- 
brane of the larynx with double reflected 
sunlight. 

The effect of the sun rays is bactericidal as well 
as thermodynamic. Roux of the Paris Institute 
Pasteur, reported this year at the Congress of 
Climatotherapeutics held at Nice, that the sun 
rays, especially those of the southern climate, 
destroy bacteria, tubercle as well as tetanus 
bacilli, within ten minutes. This is largely due 
to the formation of ozone, a strong disinfectant. 
Whether heat or cold is advisable in disease has 
always been a matter of discussion among scien- 
tists. To the layman it is certainly incompre- 
hensible that the physician should order an ice- 
bag to be applied one day, and warm compresses 
the next. The fact is that the physiological 
effect remains the same, for it is the nerve fibers 
that communicate this irritation to the cerebrum. 





have been given to him in the use of physical 





1Zetermann van Cordt: Zeitschrift f. phys. Therapie, 1904. 
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At two millimeters below the surface no dis- 
tinction in the tissues can be made. 

Heat is applied to the body through cataplasms, 
fango, hot sand, hot water, thermophores or 
hot air. Hot air has the advantage over the 
other measures that the heat may be applied to 
a higher degree than by other means, and causes 
greater active hyperemia. Turkish baths were 
long since introduced into therapeutics in the 
treatment of different forms of disease, such 
as rheumatism, sciatica, ete. Attention ought, 
though, to be paid to the fact that they are not to 
be used at the whim of the patient, as baths of 
too long duration may cause a collapse. 

A great number of hot air apparatus exist. 
They are generally based on‘the same principle. 
The limb is placed in a cylinder, made of double 
copper, the limb is prevented, through a board 
padded with asbestos, from coming into contact 
with the cylinder itself. A thermometer is placed 
inside. The heat is produced through numerous 
Bunsen burners or alcohol lamps placed under 
it. The free sweating prevents the limb from 
being burnt. 

The absorption of heat by the body, accord- 
ing to Landois, depends upon the surrounding 
medium. Heat will be better felt the denser 
the medium; water is therefore a stronger me- 
dium than air. Water above a temperature of 
50° Celsius becomes unbearable, whereas hot air 
at such a temperfture is pleasant. The highest 
possible temperature without cauterization is 
400° Celsius. Rautenberg,? investigating the 
effect of hot air on hypersecretion and hyperemia, 
has found that the hotter the air becomes, the 
more rapid the air-currents, the sooner the skin 
becomes dry and the greater the hyperemia, 
But there is a line, an optimum of temperature, 
above which less favorable results are obtained. 
The optimum for perspiration is 50° C., for active 
hyperemia it is 120°C. Now, according to Profes- 
sor Bier, hyperemia is a defense of the organism 
against excessive heat. It should be pointed 
out that an exposure of the body to a very high 
temperature leads to-nervous prostration. 

According to Bier the advantage of a local 
hot bath over a general hot bath is that one part 
only of the body is subject to a medium of high 
temperature, where as, in general baths (hot water, 
hot-air or sand), the heat is applied to the entire 
surface of the body, and general hyperemia of the 
skin results, whereas with a local hot-air bath, local 
hyperemia of the affected part is obtained with 
its beneficial results. 

Francois Franck was the first to make a scien- 
tific research on the matter of hyperemia. He 
held that irritation of the skin caused a contrac- 
tion of the blood vessels and anemia of the organs 
through reflex action. Yet Klapp, Bier’s assist- 
and, has proved that hyperemia*may result, and 
Goltz and Ewald * have proved by physiological 
experiments that the contraction of the blood 
vessels is independent of the nervous system. 

Schreiber gives the limit above which no 

2 Zeit. f. phys. and diat. Ther., September, 1904. 


3In a dog whose medulla was cut, the power of contracting the 
arteries of the skin was preserved. 





perspiration is possible as 90° Celsius; at 50° 
Celsius, slight perspiration; at 70°, optimum, the 
skin feels dry, a fact probably due to the ex- 
haustion of the secretory glands. 

The American physician seems to understand 
by hot-air baths a treatment for the whole body. 
The local application of heat advocated by Bier, 
designed to produce active and passive hyperemia, 
seems not to be appreciated. 

C. E. Skinner, New Haven, Conn., recently 
read at the Fifty-fifth Annual Session of the 
American Medical Association, a paper of which 
I find the report in the Journal of the American 
Medical Association, Oct. 8, 1904, that “ local 
dry hot air application is rarely of any use in the 
treatment of arthritis deformans, except for the 
relief of pain, and even for this purpose it fails 
more often than it succeeds, and sometimes 
marked aggravation is the result.” This does 
not seem to me to be an exact statement. In 
Europe, especially in Germany, it is generally 
acknowledged that the local hot-air treatment 
is of greatest benefit to a patient suffering from 
chronic rheumatism, and especially from arthritis 
deformans. 

Bier to whom we especially owe the local hot- 
air treatment says in his book, “‘ Hyperemie als 
Heilmittel,” page 209: 

“ Anerkannt diirjten die Wirkungen der activen 
Hyperaemie durch heisse Luft sein, bei chronischen 
Rheumatismus und Arthritis deformans. . . . Bei 
ldngerer Anwendung sieht man die Sehwellungen 
der Gelenke zuriickgehen, Krepitationen welche 
vorhanden waren, abuchmen krankhajte knotige 
Auschwellungen verschwinden.” (The effect of 
active hyperemia through hot air with chronic 
rheumatism and arthritis deformans is acknowl- 
edged. After a long application we notice that 
the swelling of the joints subsides, crepitation 
diminishes, the nodular inflammatory swelling 
disappears.) 

De jacto, this treatment is in Germany no more 
under discussion. Its value is acknowledged 
and it is applied in hospitals and in sanatoria. 
Air heated to a temperature of 200° to 300° F. 
is made use of in chronic inflammatory affections 
of the joints, especially in monarticular rheuma- 
tism and tenosynovitis (achillodyny), ete. It is 
of no value in gout; on the contrary. through set- 
ting forth large amounts of uric acid from the 
joint affected it may precipitate an attack of uni- 
versal gout.‘ 

Bier’s assistant made a special form of hot-air 
bath for affections of the pelvis, which covered 
the entire pelvis. Polano used the same principle 
in gynecology for parametritic inflammations. 
The patient’s pelvis was entirely enclosed in the 
box and a current of hot air even up to a tem- 
perature of 150° Celsius was driven through. 
Kehrer has tried the same method for non- 
development of the sexual organs, hoping that 
through an afflux of blood the atrophy might be 
cured. 

Hot air has recently been introduced in the 
treatment of decubitus by Schlesinger, Professor 


4Hare: Therapeutics. 
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Goldscheider’s assistant, at the Moabit hospital 
in Berlin. He claims to have seen good results 
in the treatment of decubitus occurring in puer- 
peral and typhoid fevers, endocarditis and septi- 
eemia. In decubitus trophicus, as was to be 
expected from its nature, healing did not result. 
The application was made at a distance of ten 
inches, and hot air at a temperature of 108° C. 
was directed against the affected part. The 
surrounding healthy tissue was covered with 
celluloid. After the application of hot air the 
tissue was well protected with a thick layer of 
dermatol. Dr. Schlesinger states that after a 
three weeks’ treatment, he has seen restitutio ad 
integrum result. 

Dr. Max Joseph® recommends hot-air treat- 
ment for uleus specificum, which Eugen Hollender 
of Berlin introduced. Dr. Hollewnder was the 
first to make use of hot air in Lupus vulgaris. 
Two years ago he applied it in the first stage of 
a specific infection. He employed a temperature 
of 400° Celsius. This is then cauterization without 
contact (contactlose Cauterisation). The mode 
of application was the following: First, anemia 
was obtained through Esmarch’s bandage, so 
that almost no blood was left in the arteries; an 
anesthetic was used, generally chlorethyl. Then 
a current of hot air was directed against the spot 
affected. Within a few minutes scarification 
took place, then the scarified tissue was removed 
with a curette. Anesthesia was renewed and once 
more the hot air current was used. The after 
treatment is the usual one employed with a burn. 

According to the statistics presented to the 
Berliner Medizinische Gesellshaft, the number of 
patients treated was 130, of which 105 were 
cured. Hollaender advocates the method to 
the general practitioner as a very simple one which 
seems to be very effective and does no harm to 
the patient. 

Every organ that works is in a state of hypere- 
mia. Bier’ makes the following distinction 
between active and passive hyperemia. Active 
hyperemia he calls the stronger afflux of arterial 
blood to the tissues; passive hyperemia when 
the reflux of venous blood is stopped. 

Hyperemia sometimes gives most. striking 
results. Walsh has noticed that an eczema of 
both hands which had resisted treatment was 
cured by hot air, the only hand being treated 
was the right one, and yet the left hand was 
cured as well. The same result is obtained in 
rheumatism; suppose both arms affected, if one 
arm is exposed to hot air treatment both arms 
may be cured. This paradox is to be taken cum 
grano salis. The explanation is offered that 
the body possesses a certain amount of antitoxin, 
so-called alexines, but not sufficient to cure both 
arms. When one part of the morbid tissue 
becomes cured, the whole amount of these alex- 
ines is thrown into the morbid tissue remaining 
Like a general who might overcome two armies 
one at a time, but who would find the task too 
great if he attacked both at the same time. 


5 Zeitschrift. f. physik. u. diat. Ther., 1904, 
6 Arztliche Praxis, April, 1904. 
7 Hyperemie als Heilmittel, p. 15. 





The fact has long since been known that a 
patient suffering from tuberculosis pulmonis et 
genu is very apt to recover from his phthisis 
pulmonis when the tubercular knee is eliminated 
through amputation. 

A new treatment was introduced in 1897 
through Bier, now professor of surgery at Bonn, 
then at Esmarch’s clinic at Kiel. This treat- 
ment is called “ Stawungshyperaemia.” It is hyper- 
emia through stagnation of the blood. Bier had 
noticed that whenever a process of regeneration 
takes place in an affected tissue a strong afflux 
of blood occurs. He, therefore, artificially pro- 
duced this hyperemia by temporarily constricting 
a limb. Bier’s method has given satisfactory 
results in tuberculosis of the limbs and in gonor- 
rheal arthritis. It is contra-indicated when a 
phlegmon exists for already there is too little 
circulation. This is passive hyperemia. Active 
hyperemia may be caused through hot water, 
sand baths, marsh fango, which comes from the 
moors of Battaglia near the Italian Lakes, or hot 
air. 
It is to be understood that not the whole body 
is put into the heating medium, but that the 
application remains a local one — local hot air 
treatment. In an age in which a “ lust of opera- 
tion’’ exists, we wish to advocate conservative 
methods as long as possible. 

When recently in Paris, I saw cases of metritis 
gonorrhea successfully treated through Apostoli’s 
method of electric sondage * and cases of facial 
neuralgia, in which the extirpation of the ganglion 
Gasseri was recommended as the ultimum refugium, 
cured through a long application of the electric 
current, an hour daily for several months.® 
Whereas the extirpation is not only a serious 
operation, but is apt to give rise to keratitis and 
other troubles of the eye. 


CONCLUSION. 


The methods I have described, which form but 
apart of the physicalische Heilmethoden demand 
considerable time for their proper application. 
They are not, therefore, always available for the 
poorer classes. Great benefit would result if a 
special department were to be attached to each 
hospital for the treatment of the poor by physical 
means. 

Otherwise if no operation can be recommended, 
the physician will find himself at a loss when 
the drugs have failed. As Oliver Wendell Holmes 
said, so long ago, in the “Autocrat of the Break- 
fast Table,” ‘If the medicines were thrown into 
the sea it would be better for mankind, but worse 


for the fishes.” ‘ 
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WEATHER CONDITIONS AT THE SHARON 
SANATORIUM. 


BY WALTER A. GRIFFIN, M.D., SHARON, 
Resident Physician at the Sharon Sanatorium, Sharon, Mass. 


THESE observations were taken at the Sharon 
Sanatorium, an institution for the treatment of 
incipient pulmonary tuberculosis. It is situated 
about eighteen miles from Boston at an elevation 
of some 250 feet above the sea. This report 
is not intended to prove that the weather con- 
ditions at the Sanatorium are ideal, but they may 
be taken in connection with the results of treat- 
ment of tuberculosis at this institution, as shown 
in the annual reports and in various papers by 
Dr. Bowditch, to indicate how much may be 
accomplished in a climate not naturally favored, 
provided the patients are given the right sort of 
regimen. 

A record of the amount of sunshine has been 
kept for three years. The data were collected 
for half that time by the nurses at the Sanato- 
rium, and for the rest of the time by the author. 
The fact that there has been but little variation 
in the amount recorded in the whole time argues 
something for the method of making the data, 
by personal observation. There has been an 
average of 168 days each year when the sun 
shone all day, and 85 days when there was no 
sun. The other 112 days of the year had sun for 
one fourth of the time or longer, and these various 
fractions of sunny days have amounted on an 
average to the,equivalent of 65 whole days of 
sunshine per a These added to the 168 days 
already mentidfied would make an average of 
223 sunny days each year. Such a grouping 
seems fair since many of the days sunny only in 
part are really as pleasant as those on which the 
sun shines all the time. How the amount of sun 
was distributed each year is shown by the fol- 
lowing table: 

Per cent. of 


Sun all Total sum of Days entirely 


day. sunny days. sunny days. without sun. 
1902 163 224 61 86 
1903 172 221 62 87 
1904 170 224 61 83 


The amount of sun does not vary in different 
months as much as might be expected. The 
average by months for the three years follows: 


eth.  Temont torent Daesentiondy 
Jan. 18 58 9 
Feb. 18 64 8 
March 17 55 13 
April 18.5 62 7 
May 22 71.4 4 
June 18.5 62 7 
July 20 64.5 4 
Aug. 18.5 60.2 6 
Sept. 20 66.6 4 
Oct. 17.8 57.5 9 
Nov. 18.5 62 7 
Dec. 15.7 50.8 9 


About a year and a half ago maximum and mini- 
mum thermometers and a rain gauge were set 
up. A sling :psychrometer was also bought. 
This instrument consists of a wet and a dry 





bulb thermometer from the reading of which may 
be computed, with the aid of tables furnished 
by the government, the vapor pressure, relative 
humidity and temperature of the dew point. 
Records have been taken once a day, as near 8 
A.M. as possible. 

The average mean temperature in the year 
and a half has been 46.5 degrees. The highest 
record was in July, 1903, when 94 was reached. 
Only three times has the thermometer registered 
above 90°. The lowest temperature was 14° 
below zero. 

The relative humidity has been high as one 
would expect from the nearness to the New 
England coast. It has been above 90° about six 
timeseach month. Itrarely goes below 35%, and 
averages 73%. There has been but slight differ- 
ences in different months. The absolute humid- 
ity has not been worked out. 

The rainfall was 41.7 inches for 1904 and 16 
inches for the last six months of 1903. It is to 
be noted that rarely is there less than 2 inches 
in a month. Because of the gravelly nature of 
the soil surface water is quickly taken up. How 
the temperature, humidity and precipitation have 
varied by months is shown by the following 
table: 


Month. Highest Lowest Average mean Av. relative Precipi- 
1903 temp. temp. temp. humidity. tation. 


July 94 49 70 2.52 


Aug. 84 44 62 79 3.49 
Sept. 87 35 62 78 1.27 
Oct. 75 22 51 79 4.26 
Nov. 70 5 37 76 1.32 
Dec. 53 —s 25 71 3.25 
1904 

Jan. 46 —14 12 78 4.60 
Feb. 499 —7 20 72 3 

Mar. 68 0 32 66 3 

April 72 12 43 68 8.62 
May 85 32 58 65 2.66 
June 92 35 61 73 1.97 
July 88 43 72 79 2.51 
Aug. 88 45 66 74 2.35 
Sept. 85 27 60 77 6.22 
Oct. 79 18 48 73 2.68 
Nov. 58 8 32 74 1.39 
Dec. 52 0 22 67 2.71 


No record has been made of the direction or 
velocity of the wind, but in general all west winds 
are fair and east winds bring foul weather. Sud- 
den changes are frequent, but the harshness of 
the east wind is not felt so keenly as in Boston 
because of the intervention of the Blue Hill of 
Milton. The Sanatorium is so well protected by 
woods that there is seldom any hardship to pa- 
tients from winter winds. 


aie 
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A SUGGESTION FOR A PRACTICAL APPARATUS 
FOR USE IN INTRA-THORACIC 
OPERATIONS.* 


BY FRED T. MURPHY, M.D., BOSTON. 


Since the field of intra-thoracic surgery seems 
to offer so great opportunities for work, and since 
with a suitable apparatus all danger of collapse 
of the lungs can be eliminated, I present the 


* I am much indebted to Drs. W. B. Cannon, F. E. Garland and 
B, Vincent for their assistance in this work. 
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following suggestion for a simple and practical 
apparatus for use in intra-thoracic operations. 

Surgical operations within the thoracic cavity 
have been comparatively rare except for empyema, 
and this in a great measure is so because of the 
possibility of a dangerous collapse of the lungs 
when the pleural cavity is opened. That a single 
pleural cavity sometimes may be opened without 
causing alarming dyspnea is proven by numer- 
ous reports of cases, yet the danger from this 
complication is imminent. 

Collapse of the non-adherent lung on opening a 
single pleural cavity has been prevented in various 
ways, é. g., by allowing the pneumothorax to 
occur slowly, by the preliminary formation of 








adhesions between the visceral and parietal 

















Fic. 


pleura, by stitching the lung to the chest™wall 
and by seizing the lung when the pleural cavity 
is opened and holding it so that the mediastinal 
partition is kept in place and the opening in the 
chest wall kept closed. No one of these methods 
has proven entirely satisfactory for the free 
exploration of the pleural cavity. 

If a double pneumothorax is created by break- 
ing through the mediastinal partition, as would 
happen in extensive operations on the thoracic 
portion of the esophagus, there must be a practi- 
cally immediate and fatal collapse unless by some 
artificial means the lungs are inflated. Physiolo- 
gists have long used artificial respiration in animal 
experiments by means of a tracheotomy tube 
and a rhythmically acting air pump. The Fell- 
O’Dwyer apparatus may tide over an emergency 
collapse of the lung, but no satisfactory working 





method was devised to insure normal respira- 
tion during intrathoracic operations on the 
human being until Sauerbruch published the 
description of his ‘‘ negative or minus pressure ”’ 
chamber. 

The essential feature of his method is to main- 
tain a minus pressure over the exposed lung 
equal to the normal interpleural pressure, that 
is, about 10 mm. of mercury. This was done by 
enclosing the body of the patient, leaving the 
head outside, within an air-tight chamber in 
in which the operator stands and in which by 
means of suction pumps the air is constantly 
renewed and kept at the required minus pressure. 
This original chamber has been modified so that 
the abdomen and lower extremities‘ are not 











I. 


subjected to the minus pressure. Animal ex- 
periments and operations upon the human being 
have demonstrated the practicability of the 
above-described method. 

Braurer and Petersen reversed the method of 
Sauerbruch and employed a plus pressure within 
the lungs instead of a minus pressure without. 
They introduced air into the lungs from a reser- 
voir under a constant pressure of about 10 mm. 
of mercury above the normal atmospheric pres- 
sure, either by means of a tracheal canula, or 
through a chamber which contained the patient’s 
head and the anesthetist, or by means of a small 
complicated head apparatus which contained 
the patient’s head and the hands of the anesthet- 
ist. Engelken and Wilms have suggested tech- 
nical modifications in the application of this 








method. Animal experiments and operations 
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upon the human being have also demonstrated 
the practicability of this plus pressure method. 

Certain questions as to the relative value of 
the plus or minus pressure have been raised, and 
in regard to the plus pressure it has been stated 
that acute circulatory disturbances follow its 
use and that there is an alarming loss of body 
temperature. 

Without entering into a discussion here of the 
theoretical advantages of the one method over the 
other, I would say that I have employed the plus 
pressure method on a considerable number of 








‘-abinet. The double valve foot pump for main- 
taining pressure, the rubber reservoir and the 
jacketed ether bottle are such as have been used 
in the Fillebrown apparatus fgr giving ether in 
operations about the mouth as described and 
perfected by Mosher and Green. The double 
jacket surrounding the ether bottle readily keeps 
the ether for forty-five minutes at about 110° F. 
if water of about that temperature is put into the 
inner cylinder and much hotter water into the 
outer. By the arrangement of the tubes in the 
ether bottle the in-going air from the foot pump 








animals — the results of which experiments will 
be published later — without meeting with any 
difficulty either with the circulation or the respi- 
ration, provided that the pressure was main- 
tained at a level of from 8 to 10 em. of water, 
that is about 7 mm. of mercury, and provided that 
the operating room was kept at somewhere near 
body temperature. 

Fig. 1 shows a small cabinet for the head of the 


patient and the hands of the anesthetist, an) 


apparatus by which the plus pressure is main- 
tained and the ether given and a water mano- 
meter for regulating the pressure within the 


to 


through the rubber reservoir may be sent wholly 
or in part through the ether vapor or may be 
forced into the cabinet without containing any 
ether. 

The chamber for the head consists of a simple 
sheet-zine box, 12 inches high, 15 inches wide in 
front and 12 inches behind, and 10 inches deep. 
_In the top is a glass window through which the face 
of the patient may be watched. At either side is 
an opening 34 inches in diameter surrounded by 
a strong, lipped flange 1 inch wide. These open- 
ings at the sides have been placed 34 inches from 
‘the top and 14 inches from the back wall because 


Vor. CLI, No. 15] 


BOSTON MEDICAL AND SURGICAL JOURNAL 


431 





in this position and with the narrower back wall 
the anesthetist can without difficulty introduce 
his hands and have perfect control of the patient’s 
head. At either side also is a tube 3 inch in diam- 
eter for the inlet. and outlet of the air, On the 
right side is an opening 14 inches in diameter 
which is ordinarily kept closed by a rubber cork. 
This cork may be removed in case the plus pres- 
sure within the chamber is not needed. In the 
front wall is an opening 9 inches in diameter 
through which the patient’s head is introduced 
into the chamber. This also is surrounded by 
a heavy, lipped flange 1 inch wide. This opening 
is placed 1 inch from the bottom and 2 inches 
from the left side in order that there may be room 
to turn the head to the right in case of vomiting. 

When the chamber contains the head of the 
patient and the hands of the anesthetist there 
is still ample room for an ether bottle and cone 
so that if there is any difficulty in administering 
sufficient ether by means of the foot pump or in 
case the rubber cork has been taken out it is pos- 
sible to give the ether as if the cabinet were not 
in place. 

Fig. 2 shows the apparatus in working order 
with rubber cuffs surrounding the neck of the 
patient and the arms of the etherizer. For the 
cuff about the neck ‘ dentist’s heavy weight ” 
rubber sheeting is used. A circular hole is cut 
in the sheeting only large enough to admit the 
patient’s head, after gentle stretching of the 
rubber. The cuff is made secure at the level of 
the thyroid cartilage by means of strips of adhe- 
sive plaster so applied that they come within 
the chamber when it is in operation. Neither 
the rubber sheeting nor the adhesive strips need 
to be tight enough to prevent in the least the 
superficial venous flow in the neck. This cuff 
should be arranged before the anesthetic is started. 
Then when the patient is fully etherized the head 
is placed within the chamber and by a few turns 
of long adhesive plaster strips the rubber sheeting 
is fixed around the lipped flange. The rubber 
cuffs for the arms may also be made with rubber 
sheeting, but a 5-inch “ band rubber ”’ tube is 
more easily handled. The cuffs are also fixed 
with adhesive strips. The material for the head 
and arm cuffs may be obtained from the David- 
son Rubber Company’s factory. 

The water manometer consists of a glass tube 
over which is slipped a short piece of rubber 
tubing, and a vessel sufficiently deep to provide 
a depth of about 16 em. of water. The rubber 
tubing over the glass tube is transfixed by a wire 
which is long enough to reach across the vessel 
which contains the water. By- moving the 
rubber tubing up or down the depth to which 
the glass tube enters the water is varied and so 
the degree of pressure within the cabinet may 
be regulated. This pressure, I believe, should 
be only so much as is in each case necessary to 
allow a sufficient change of the air within the 
lungs and is not a fixed amount. 

In using the chamber the eyes should be pro- 
tected by moist compresses because the box is 
filled with ether vapor. The tongue should be 





held forward by a stitch so that it cannot be 
forced against the roof of the mouth by the plus 
pressure. 

Thus far no opportunity has offered to test 
this apparatus on a human being in whom the 
pleural cavity was opened, but it has been demon- 
strated on a well man that with a closed thoracic 
cavity the pressure within the cabinet can be 
maintained without effort, with an ample supply 
of oxygen and without danger of injury to any 
part of the appliance. A similar apparatus of 
smaller size has made it possible on animals to 
open one or both pleural cavities without any 
apparent disturbance of respiration or circulation 
and the lungs did not collapse. 

If the apparatus works equally well in opera- 
tions upon human beings it possesses the advan- 
tage of cheapness, portability, ease of manipu- 
lation and simplicity. 
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A NEW URETHRAL IRRIGATOR. 


BY F. J. COTTON, M.D., BOSTON, 


Assistant Surgeon, Boston City Hospital; Surgeon to Genito-Urinary 
epartment, Boston Dispensary. 


THE more we come to appreciate the value of 
thorough irrigations in urethral treatment, the 
more important it becomes to have the best 
and handiest means of carrying them out. There 
is no lack of irrigating devices, some of them 
very handy. Practically all of them, properly 
handled, are efficient; most of them have obvious, 
if not important, defects. In venturing to pre- 
sent a new type of irrigator nozzle, I can only 
say that it avoids some of the defects present in 
the usual models, is handy, cleanly, readily steri- 
lized, and cheap. 

Irrigations to be of value must first of all be 
so managed as to give thorough washing. This 
means a large quantity of irrigating fluid, prefer- 
ably so introduced as to cleanse the urethra 
progressively from the entrance backward, and 
so handled as to give a constant or intermittent 
distention of the canal, so that fluid is brought 
in contact with the whole surface. This has 
been carried out in various ways. Irrigation by 
catheter is an undesirable method, for whether 
done with a stiff, olive-pointed instrument with 
retrograde out-flow, or with a simple glass or 
soft rubber catheter, it entails in any case a 
trauma of the mucous membrane which may not 
be great, but is wholly undesirable. The method 









































































in ah ears Cameo ameter tm 
























432 BOSTON MEDICAL AND SURGICAL JOURNAL 





fAprin 13, 1905 








of choice ' is that of alternately filling the urethra 
to a fair stretch, and letting it empty itself en- 
tirely. For this purpose the irrigator tip should 
enter the meatus only far enough to close the ori- 
fice during the inward flow. This gives as good 
cleansing as the catheter method, if not better, 
and dvoids mechanical irritation. 

There are two types of irrigator tips for this 
meatus irrigation. The first consists essentially 
of a simple conical tip which is pushed into the 
meatus so as to fill the opening while the stream 
is being thrown into the urethra; the tip is then 
partly withdrawn while the injected fluid is emp- 
tied between it and the urethral walls. Usually 
the ejected fluid is received into some sort of a 
shield surrounding the nozzle. 
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a and b show the small and large nozzles (a little less than 4 
actual size); c is a special blunt type of the larger size which proves 
more convenient in a few cases. 

The Valentine irrigator, the Rees model and 
others belong to this class. 

The other class is that of the familiar double- 
current nozzles in which the nozzle is fitted into 
the meatus and stays there, while the solution flows 
into the urethra by one tube and out by another. 

As to the first class, they are a little cumber- 
some, and not all of them are readily cleaned or 
sterilized, and the distribution of the return flow 
of fluid is apt to be a little indiscriminate. The 
only serious objection, however, is that the alter- 
nate shoving in and pulling out of the nozzle is irri- 
tating, and, especially where the meatus is small, 
may be so irritating as to be a distinct drawback. 

The double-current nozzles have none of these 
disadvantages. The one most used, however, 
the vulcanite Kiefer nozzle, has inlet and outflow 
tubes too small for convenience, and is so large 


at the end that it can be used effectively only 
where the meatus is large. Moreover, the hard 
rubber collects a film on the surface and cannot 
well be kept clean. There is a form of double- 
current nozzle made of glass (I never knew whose 
device it is) which obviates all these difficulties, 
except that it also is impracticable for a small 
meatus. The Wigmore model, which does fit a 
small meatus, is of metal, not very readily cleaned, 
and heats up unpleasantly during irrigation with 
hot solutions. 
The model herewith presented was first worked 
out a year and a half ago as a substitute for the 
Kiefer in cases in which the meatus is small. It 
proved so convenient in this small size that I had 
the larger size made, and since then have had 
both sizes in constant use with entire satisfaction. 
The illustration tells the story. The nozzle 
is of annealed glass tubing with an inlet tube 
above, entering close to the tip; the last } inch 
carries the inflow and the outflow alternately. 
The outlet tube is in direct line with the urethra 
and of a size to permit instant emptying. The 
contraction of the outlet in the larger sized 
model is a later modification designed to prevent 
the too sudden emptying of the tube, and a con- 
sequent filling of the tube with air which may 
enter the urethra: this end is efficiently attained 
in this way. With the smaller size no such 
precaution is necessary. The tips are made in 
two sizes so that almost any meatus is readily 
fitted. The trick of hand necessary to compress 
the rubber inlet tube alternately with the closing 
of the outflow tube by the pressure of the gloved 
finger is exactly the same as with the Kiefer 
nozzle and is quickly learned if not already 
familiar. There is no shifting of the tip of the 
nozzle and consequently no irritation at the 
introitus. An important point is that the tubes, 
being made of smooth glass, do not readily collect 
a film of pus and chemical precipitates, and they 
can readily be cleaned and may be boiled without 
fear of cracking. Another advantage is that 
the cheapness of these nozzles makes it practi- 
cable that one be set aside for each patient, or 
the operator may keep a considerable stock, 
sterilized and constantly at hand for use. The 
nozzles have been made by the J. W. Staniford 
Company and may be obtained through Sampson 
and Soch. 
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Kieports of Aocieties. 


SECTION FOR SURGERY OF THE SUFFOLK 
DISTRICT BRANCH OF THE MASSACHU- 
SETTS MEDICAL SOCIETY. 

A MEETING was held at the Medical Library on Feb. 
1, 1905, at 8.15 p.m., Dr. F. B. HArrineTon in the 

chair. 

The subject for the evening was: 


THE RESULTS OF THE TREATMENT OF CANCER IN 
AND ABOUT THE MOUTH. 


The discussion was limited strictly to epithelioma 
and carcinoma and did not include sarcoma, epulis or 





1 Save in some cases for posterior irrigation or for irrigation be- 
hind a wide stricture. 


other new growths. Epithelioma of the lips and exter- 
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nal parts of the face were not included, even if there 
had been involvement of the jaws. Cancer of the 
mucous membrane of the cheek, the soft palate or 
tonsils were included. 

The following papers were read: 


1. THE IMPORTANCE OF EARLY DIAGNOSIS. 


DR. FREDERIC C. COBB. 


2. THE RESULTS OF CASES OPERATED ON AT THE MASSA- 
CHUSETTS GENERAL HOSPITAL FROM JAN. 1, 1895, 
TO JAN. 1, 1900, FIVE YEARS. 


DR, FARRAR COBB AND DR. CHANNING SIMMONS. 


3. THE RESULTS AT THE BOSTON CITY HOSPITAL. 


DR. HOWARD A. LOTHROP AND DR. D. D. SCANNELL. 


4. THE USE OF THE X-RAY IN POST-OPERATIVE 
TREATMENT. 


DR. E. A. CODMAN. 


DISCUSSION. 


Dr. J.C. WARREN: I wish to show a patient on whom 
I operated for cancer of the floor of the mouth three 
years ago. There has been no return of the disease. 
The patient was seventy years of age at the time of 
the operation Feb. 6, 1902. Five weeks before he had 
first noticed the presence of an ulcer underneath the 
tongue on the fold of membrane between it and the 
jaw, on the left side. It had been examined by Dr. 
EE. R. Saunders of Kingston, Jamaica, who advised 
him to return home immediately and have an operation 
performed. The operation consisted of an_ incision 
externally along the line of the horizontal ramus. 
The soft parts were separated from the inside of the 
jaw bone by a blunt dissector and the mucous mem- 
brane involved together with the submaxillary gland 
and the lymphatic glands adherent to it were removed 
en masse. The patient made a good recovery, but there 
was a fistular opening which healed slowly. There 
has been no sign of a relapse and the patient is in 
excellent health. The following is the report by 
Dr. W. F. Whitney: ‘The tumor removed from 
the floor of the mouth of Mr. Murphy showed an in- 
filtrating, slightly ulcerated new growth about 2 cm. 
in diameter and about 3mm. deep. There was attached 
to the submaxillary gland, one or two small lymph- 
nodes, one also removed. Microscopic examination 
showed the growth to be composed of large masses of 
flat, epithelial cells in places in intricated whorls in- 
filtrating the tissue which also has very abundant 
small round cells. Diagnosis, epidermoid cancer.” 

My method of operating on cancer of the tongue 
consists in making an incision from the outer angle 
of the mouth vertically downward to the lower border 
of the jaw and then horizontally backward along 
that border as far as the ascending ramus; the inci- 
sion should then move upwards and backwards on 
the outer side of the jaw a sufficient distance to enable 
the operator to reflect back the flap thus formed easily. 
The soft parts having been separated from the jaw on 
the inside by a blunt dissector, the bone is divided 
at any point most convenient to the operator and the 
two fragments separated by retractors. The base of 
the tongue and the floor of the mouth together with 
the anterior cervical triangle are easily approached 
in this way and the diseased tissue, primary and sec- 
ondary, can be removed en masse. If the patient is 
placed in a chair the bleeding is slight and no intuba- 
tion of the larynx is necessary. An incision along the 
anterior border of the sterno-mastoid is necessary to 
remove the cervical glands and through this drainage 


The poor success following operations for cancer of 


the teggue may be due in part to incomplete opera- 
tions. Recent experience has shown that far more 
extensive operations than those usually employed 
are well borne and leave the patient in a condition 
compatible with a comfortable existence. 

Dr. C. B. Porter: Mr. J. B. B. came to see me in 
September, 1902, sent by Dr. Calvin Pratt of Bridge- 
water. 

His trouble commenced in January, 1902, nine months 
previous to my seeing him. He had the advice and 
treatment of a number of doctors, and last of Dr. Pratt, 
who told him he thought it was cancer. I kept him 
under observation about a month, thinking that the 
induration which was present might be due to the 
previous applications of caustics, and then advised 
operation. The ulcer was in the middle of the left 
floor of the mouth, size of a nickel, extending from near 
the jaw to the under surface of tongue and involving it 
slightly. There was a patch of leukoplakia on the inside 
of the gum farther back on the same side. There were 
no glands to be felt. I cut out the mass with a good 
margin of seemingly healthy tissue, including a portion 
of the tongue. He made a good recovery and returned 
home in ten days. 

The growth which I removed was examined by Dr. 
A. H. Gould and the sections submitted to Dr. J. H. 
Wright, who writes: ‘“ Microscopical examination 
shows typical squamous cell carcinoma. No unusual 
features are apparent in the sections. The carcinoma- 
tous tissue extends into the muscular tissue of the 
tongue and reaches to a depth of about 5 mm. beneath 
the surface of the mucous membrane. The dimensions 
of the mass of carcinomatous tissue included in the 
sections are about 12mm. by 4mm.” 

In the following May, 1903, I sent him to Dr. Cod- 
man for x-ray treatment, from whom he had ten treat- 
ments, and subsequently five more. He was kept 
under observation. In the following August, while 
I was in Europe, Dr. C. A. Porter operated on him again. 
A note from him says: 

“T operated upon him in August, 1903, fifteen 
months ago, owing to the fact that distinct induration 
could be felt bimanually close to the ramus of the jaw 
at site of your operation. I told him that if this was 
nothing the operation would do no harm, and if it was 
a recurrence it was his only chance of getting well. 
I operated under the jaw, removing the submaxillary 
gland, the adjacent tissues, cutting the hypoglossal 
nerve, and extending the dissection up, after the 
removal of the nodule, to the scar of your first opera- 
tion. There were 2 or 3 enlarged glands and a mass 
of connective tissue. Careful examination of the 
whole showed no evidence of cancer. 

(This patient was exhibited at the meeting by Dr. 
Porter.) 

Dr. ALBert H. Turrie, Cambridge: I wish to pre 
sent two cases of cancer of the tongue without recur- 
rence. Mr. K., aged fifty-five; operation, spring of 
1899. Growth of raspberry size removed, which showed 
cancer epithelium embedded in a fine stroma. The 
growth was diffuse and broken down with incipient 
ulceration in the center. There was no glandular 
invasion. Case was shown. 

_ Cass II. — Mrs. B., aged eighty-three years. Opera- 
tion one year ago for growth on the edge of the tongue 
somewhat larger than the preceding. The growth 
was epithelial in origin, diffuse, and without lymphatic 
complications. At present the tongue is somewhat 
tender, but shows no evidence of recurrence. 

Dr. M. E. Smiru: I would like to say a few words 
on this very important subject from the standpoint 





can subsequently be made. 





of the dentist. This is a subject that comes very close 
to the practice of dentistry. If there is any benefit to 
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be derived from surgical interference it is the early 
operation that holds out the greatest amount of hope. 
In many cases the dentist should be able to make a 
diagnosis long before the patient is aware that there 
is any trouble and long before they consult a surgeon 
or physician. In looking over my private practice, 
I can recall several cases where a diagnosis was made 
long before the patient was aware that anything was 
wrong; they called to see about some other trouble. 
One case in particular, a lady, was going to have a lower 
plate made and her dentist assured her it would be all 
right. There was a little growth in the angle of the 
jaw where he would carve a little out of the plate and 
it would be all right. Her daughter, not being quite 
satisfied, thought she would like to have my advice 
before having the work done. I recommended an 
operation. Dr. Mixter operated at the Massachusetts 
General Hospital, removing the inferior maxilla from 
articulation to symphysis. She lived a year, three 
months and five days 

Another case where there was suspected trouble in 
the nose or throat and a thorough examination had 
been made by specialists; results negative. A very 
small ulcer was discovered about half the size of my 
little finger nail deep down on the side of the tongue, 
just below the wisdom tooth. Two days later he was 
operated on by Drs. Richardson and Warren. He 
lived one year, six months and one day. 

In sarcomas much more can be done by the dentist, 
for they can be seen much earlier and seemingly a more 
accurate diagnosis made. How often we see those 
little growths not larger than the size of a pin head! If 
at that time they are thoroughly removed there is little 
danger of recurrence and comparatively no loss of 
tissue; if they do recur there is still an opportunity of 
doing a more radical operation. 

As for bad teeth being the cause of cancer, I cannot 
agree with that statement; often the mouth is in a very 
bad condition, still, I have seen cancer in well-kept 
mouths, and mouths where there were no teeth. There 
are many growths from bad teeth that are called 
‘ancer, in which case, if the bad teeth are removed the 
erowths disappear. Cancers sometimes occur in close 
proximity to a bad tooth, but I think they have a 
separate origin. I have seen alveolar abscesses that 
were called cancer. Badly fitting plates sometimes 
cut into the soft tissue and cause a growth that looks 
very suspicious and some good men have been de- 
ceived. Another condition that is terribly deceptive 
is where a person has had one or two teeth out for a 
long time; later the rest of the teeth are removed and a 
full plate put in; the place where the teeth were removed 
early is much deeper and harder than the rest of the 
mouth; in a very short time as the jaws shrink away, 
the whole pressure of the plate comes on that one little 
spot and if left long enough may produce a very ugly 
sore and as there is generally but little pain in the 
immediate part it is overlooked. The pain is severe 
but is reflex and is referred to some other part of the 
head. Some of those cases are bad enough to send a 
patient to the insane hospital; with the reflex pain 
that is almost unbearable and a sore that the patient 
considers cancer they are in a bad condition. 

Do not consider that the subject of cancer of the 
mouth is given its right place in our dental schools; 
there should be more importance placed upon that 
subject; I consider it a dental disease and it should be 
so taught in our schools; in fact, any growth in the 
mouth should be considered of sufficient importance to 
demand a microscopical examination; that is our 
routine practice especially if we are suspicious that it 
is sarcoma. The only trouble we have is that Dr. 
Whitney complains that we do not give him enough 
tissue to make a satisfactory examination; we tell him 











that he has it all and that is the best we can do, but 
by taking the growth right from the mouth and sending 
it immediately to the microscopist it is surprising how 
satisfactory the reports are. 
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MEDICAL SOCIETY OF THE STATE 
OF NEW YORK. 


StaTeD MeetinG Hetp Jan. 31, Fes. 1 and 2, 1905. 
(Continued from No. 14, p. 408.) 
Seconp Day.— (Continued.) 


THE CORRECTION OF NASAL DEFORMITIES BY 
SUBCUTANEOUS OPERATION. 

Dr. Joun O. Ror of Rochester said that these opera- 
tions were within the ability of the average surgeon, 
though they required an accurate knowledge of plastic 
surgery, the plastic art, and a correct perception of 
proportion and symmetry. In fact the surgeon should 
be more or less of an artist or sculptor. He classified 
these deformities into those that affected the bony 
portion, leading to too great convexity or concavity, 
or lateral deflection; deformities of the cartilaginous 
portion which might be due to excessive or defective 
development of the tip; those affecting the wings, and 
other deformities resulting from injuries or from syphi- 
litie process which did not belong to the other classes. 
The subcutaneous operation was equally applicable 
to all and gave most excellent results. He described 
the technic which, of course, differed somewhat accord- 
ing to the object to be attained. He reported one case 
where the columna of the nose was torn off by the kick 
of a horse. Instead of being replaced a new columna 
was formed by tissues taken from the upper lip. All 
the tissues beneath the skin were taken and brought 
through to the nose by means of a buttonhole. After 
several months the mucous membrane, by exposure 
to the air took on the character of skin and replaced 
the columna very satisfactorily. In order to hold the 
parts in place until union was secured he used a saddle 
made to fit the contour of the nose and held in place 
by adhesive plaster across the face. This was removed 
frequently and adjusted so as to conform to the contour 
of the nose. 


THE MIDDLE TURBINATE IN DISEASES OF THE ACCESSORY 
SINUSES. 


Dr. Joun A. Srucky of Lexington, Ky., thought 
that owing to the investigations of recent years disease 
of the sinuses was more often recognized than formerly. 
Grippe, however, might be one of the causes of increase 
in this disease, and so-called grippe complications 
often had their origin in some pathological condition 
of the middle turbinate. Both English and American 
writers considered that the middle turbinate was an 
offshoot of the ethmoid, and differences in its size and 
shape were more often overlooked than those in the 
inferior turbinate. The early removal of conditions 
that interfered with free drainage often obviated the 
necessity of more extensive operative procedures at 
a later period. He objected to the use of escharotics 
and the galvanocautery on the middle turbinate. The 
scissors and the snare should be employed, together 
with careful asepsis. 


INFERIOR TURBINATED BONE, ITS FUNCTIONS, 
DISEASES AND TREATMENT. 


Dr. WENDELL C. Porites of New York said that 
pathological conditions of the inferior turbinate brought 
about interference with respiration and drainage. It 
was especially subject to reflexes of various kinds and 
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was a fruitful cause of hay fever. Operations should 
only be undertaken when there were serious disturb- 
ances of function. He deprecated the use of escharot- 
ics. They were no longer considered justifiable except 
in very small lesions, owing to the fact that they caused 
serious reaction and gave rise to unfortunate symp- 
toms. He considered the galvanocautery of doubtful 
efficiency and said that the only occasion for its use 
was in the submucous reduction of the size of the tur- 
binate by means of needles introduced beneath the 
skin surface before the current was turned on. Elec- 
tricity was no longer used in the nose. He advised 
the wire snare for the posterior portion and the scissors 
for the middle and anterior portions of the turbinate. 
He did not plug the nose after operation, but used 
a piece of absorbent cotton soaked in a 12% solution 
of acetotartarate of aluminum with the addition of 
adrenalin if there was danger of hemorrhage. 


TREATMENT OF CHRONIC OTITIS MEDIA, WITH 
ILLUSTRATIVE CASES. 


Dr. W. Souter Bryant of New York said that it 
was not impossible to cure cases of chronic discharge 
from the middle ear by palliative measures. Cleanli- 
ness was of first importance; all irritative materials 
should be removed so that there would be no culture 
media for infective materials. He used 10% to 20% 
nitrate of silver for carious bone as it did not produce 
irritative action. If it was impossible to secure rapid 
healing of the perforations of the membrane he recom- 
mended dermatization of the exposed inner surface 
of the drum. Irritation might cause the discharge to 
become inveterate. The reader cited a number of cases 
showing that true chronic otitis media with discharge 
might be permanently cured. These cases, however, 
required patience and great care. 

Dr. WENDELL C. Puitiires of New York spoke of 
the brilliant work of Dr. Roe in correcting nasal de- 
forinities, and said that he had seen in Dr. Roe’s office 
the worst of the cases he reported, which seemed to 
be a hopeless one and in which he had accomplished a 
great deal. In this case the only one hopeful thing 
was that the patient was non-syphilitic. Nasal de- 
formities due to the ravages of syphilis were the most 
difficult to influence by any surgical operation. He 
said that Dr. Roe made use of redundant tissue with 
which to build up the deformity, that is, he took tissue 
from some other part of the nose. With regard to Dr. 
Stucky’s interesting remarks he said that he rarely 
undertook to remove the middle turbinated bone, or 
any portion of it, without following it up with thorough 
curettement. In regard to Dr. Bryant’s paper and his 
statement about the hopefulness for cure in chronic 
middle ear disease by the employment of cleanliness 
and local measures, he said that in middle ear disease 
with necrosed bone, etc., the outlook was bad unless 
surgical measures be employed. Life insurance com- 
panies would refuse to accept applicants with chronic 
ear disease because of the danger of extension to the 
more vital structures. Patients with necrosis in the 
middle ear with the involvement of structures closely 
connected not only the venous system but even the 
—_ itself; surgery really offered the only means of 
relief. 

Dr. Sarcent F, Snow of Syracuse did not believe 
that the galvanocautery and cauterizing agents had a 
place in treatment of the middle turbinated bodies; 
only the cutting instruments should be employed. 
Dr. Bryant’s paper was both valuable and dangerous; 
valuable if the directions given be followed by men 
who were careful and persistent; dangerous if followed 
by men blind in their persistence. Cleansing methods 
as advocated in other hands than Dr. Bryant’s might 





prove to be a great source of danger. The better 
drainage advocated acted as a safety-valve and was 
productive of the best of results. If good drainage be 
instituted, Nature would make a prompt recovery. 
In cases of large necrotic surfaces, with pent-up secre- 
tion, fever, and further extension of the disease, such 
local treatment becomes dangerous and only surgical 
methods should then be employed. 

Dr. J. A. Stucky of Lexington, Ky., believed that 
the men who were the best able to correct these nasal 
deformities were born and not made and that Dr. Roe 
was among those who were born. With regard to 
Dr. Phillips’ paper he said the pendulum seemed now 
to have swung to the other extreme, and history was 
now repeating itself, and fewer operations were now 
performed on the nose. A few years ago rhinologists 
made the nose as smooth as a gun barrel and now there 
was a plea for more conservatism in work upon the nasal 
cavities. In the South he said there were two portions 
of the nose that were much respected, 7. e., the septum 
and the inferior turbinated bone. The question now 
was not how much could one remove but how little; 
just enough to give free drainage and permit of free 
respiration. He believed that in many cases of head- 
ache due to intranasal pressure the trouble was not due 
to the inferior but to the middle turbinated bone. 
When there were shelf-like projections with pressure 
upon the floor of the nose he thought one was justified 
in removing part of the bone but not with the galvano- 
cautery or with excharotics, but with the knife or saw. 
He did not like the scissors as he once did. He empha- 
sized the fact that the inferior turbinated bone was a 
real bone and if too much of it be removed a crusty 
and unpleasant condition would result which would be 
very hard to get rid of. With regard to curetting the 
ethmoid cells if indications were present, curette them, 
but one should be sure that those indications were 
really present. Dr. Stucky believed that many 
of the so-called nasal diseases, the hypersensitive 
rhinitis, the neuroses, the tumefaction of the tissues, 
etc., were really due to systemic disturbances and 
were not truly pathological conditions within the nose. 
With regard to Dr. Bryant’s paper, he said that 
he should be congratulated upon his success in those 
eases. Dr. Stucky had had better success with the 
simple candle-wick for drainage than with absorbent 
cotton. 

Dr. W. Souter Bryant of New York closed the 
discussion and said that many cases of trifacial neural- 
gia were due to faulty conditions of the middle turbi- 
nated bone and no relief could be had until attention 
was paid to it. The relation of the middle turbinate 
to the middle ear was very interesting; sometimes the 
removal of an abscess on the lower end of the turbinate 
would stop a tinnitus, would stop a discharge from the 
ear, and improve the hearing. 


THE PUBLIC HEALTH LABORATORY. 


Dr. Hersert D. Pease of Albany said that as prob- 
lems of public hygiene could only be solved by the 
technical methods of bacteriological, chemical and 
biological examination, laboratories were a necessity. 
As these could not be established by any but large 
cities it was the duty of the State to provide those 
needed in other localities. Eleven states had already 
started such work. Public Health laboratories should 
receive such help as would enable them to do bacterio- 
logical diagnostic work in diphtheria, typhoid fever, and 
tuberculosis. They should also be equipped to make 
chemical examinations of water, water sewage and 
milk. They should also have charge of the prepara- 
tion of antitoxins and vaccines and the Pasteur treat- 








ment of rabies and the diagnosis of this disease. Some 
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of the problems to be solved were the relation of diph- 
theria to the diphtheria-like bacilli, the relation of 
typhoid to the paratyphoid bacilli, the questions of 
the natural conditions surrounding the viability of 


pathogenic bacteria. Infectious and epidemic diseases 
should be studied by laboratory workers. The educa- 
tional value of such work was great, and the work as 
worthy of state support as charitable, penal and cor- 
rective institutions. He wished to encourage con- 
ferences and schools for the instruction of sanitary 
officers. 

THE VARIOUS METHODS FOR OPENING THE SKULL FOR 

THE REMOVAL OF TUMORS OF THE BRAIN. 


Dr. CHARLES H. Frazier of Philadelphia considered 
tumors of the temporal, frontal and occipital region 
and described the position, shape and size of the flaps 
used in removing such tumors. He considered the 
methods of hemostasis and the instruments employed 
in making osteoplastic flaps and establishing drain- 
age. He reviewed the dangers attendant upon the 
exposure of cerebellar tumors. When the symp- 
toms of cerebellar tumors resulting from _inter- 
cranial pressure caused great discomfort and the 
tumors were inoperable he recommended that a 
Section of bone be removed. He cited two cases of 
this nature who had suffered extremely and upon 
whom he had operated. Since operation they had 
been very much relieved though vision was not 
restored. 

Dr. B. Farqunar Curtis of New York said the 
paper of Dr. Frazier was very important and a very 
instructive one and deserved much attention not only 
in its relation to brain tumors, but because of its rela- 
tion to operations upon the interior of the skull and 
some cases of complicated fractures. His method of 
opening the skull was of general interest. With regard 
to Crile’s instrument as being the best for the purpose 
he agreed, although he had not had an opportunity to 
use it except in an experimental way. He said he had 
been compelled to do resections of the skull with the 
wire saw, and he had found it practical although it was 
by no means as rapid in its work in cutting flaps as Dr. 
Crile’s instrument. Three or four openings must be 
made and the delay came in having to introduce the 
wire saw from one opening to the other. The bone 
could generally be opened in from ten to fifteen minutes 
and the brain exposed. Dr. Curtis emphasized the 
necessity for having large flaps, an additional inch in 
room being of the greatest importance; the skin flap 
should be cut larger than the bone flap. Then when 
the whole flap was raised up the edges of the skin 
could be turned over and fastened by sutures. 
Oblique drainage should be employed, from with- 
out inwards and this was facilitated by making 
the skin flap larger than the bone flap. He believed 
that rubber dam or soft rubber glove was better than 
rubber tissue and less liable to break. He congratu- 
lated Dr. Frazier upon the brilliant results he had 
obtained. 

Dr. CHARLES H. Frazier of Philadelphia closed the 
discussion. He said he could not remember a case in 
which the tumor was exposed and but little time lost, 
with the blood pressure normal, in which he had hesi- 
tated to go ahead and remove it; the removal of the 
growth under such conditions did not seem to add to 
the gravity of the operation and did not necessitate 
doing the operation in two stages, unless the tumor 
was very large. He had long since come to the 
conclusion that, unless something unusual developed, 
the whole operation could be performed at one 
time. 


(To be continued.) 





Kecent Witerature. 





The Heath Scholarship Prize Essay, on the De- 
velopment and Anatomy of the Prostate Gland 
together with an account of Its Injuries and 
Diseases and Their Surgical Treatment. By 
W. G. Ricuarpson, M.B., B.S., F.R.C.S., 
Assistant Surgeon at the Royal Infirmary, 
Neweastle-on-Tyne, Assistant Demonstrator 
of Operative Surgery at the University of Dur- 
ham College of Medicine. London: J. & A. 
Churchill. 1904. 


The author of the above entitled work is to be 
congratulated upon having produced one of the 
most notable and admirable contributions to the 
literature of the subject of which it treats that 
exists. It is characterized by the completeness 
of the facts presented, by logical sequence of ar- 
rangement, conciseness and lucid expression. 

The first fifty of the whole number of one hun- 
dred and twenty pages are devoted to the consid- 
eration of the anatomy and development of the 
prostate. The writer brings to the elucidation 
of this part of his study a careful and compre- 
hensive examination of the comparative anatomy 
and the bearing which the latter has upon the 
same structures in the human being, and presents 
both aspects in a manner that leaves nothing to 
be desired. The conclusions to which the study 
leads the writer are concisely summarized at the 
end of each of the chapters. Among them are 
the following: ‘‘ There is a portion of the gland 
which lies behind the urethra, below the outlet 
of the bladder and above the canal for the ejacu- 
latory ducts; this portion discharges its secretion 
into the V-shaped area at the back of the urethra 
close to the outlet of the bladder; and it is con- 
tinuous on each side with the lateral lobes. It 
is a distinct portion of the prostate and is called 
the ‘ middle lobe,’ ‘ median portion,’ or ‘third 
lobe.’ ” 

‘“‘ The capsule is a firm envelope which is every- 
where intimately connected to the stroma of the 
organ on its inner surface, and it is also connected, 
though not so intimately, on its outer surface 
with the fascial sheath of the prostate.” 

“In the fascial sheath the plexus of veins is 
embedded, and they are found mostly on the 
anterior surface and around the sides near the 
junction with the base of the bladder.” 

The embryological development of the gland 
and adjacent structures is given with equal 
thoroughness to that shown in the anatomical 
demonstrations, 

The author next takes up the subject of chronic 
enlargement of the prostate. Under this heading 
the various theories with regard to the causation 
of this condition that are prevalent are discussed, 
and each in turn including the one which attri- 
butes the senile enlargement to gonorrheal inflam- 
mation is combated, the final conclusion being 
one with which we are in entire accord, namely, 
that there is but one underlying factor that is 
common to the great majority of cases, — age, — 





and that the etiological influence of all the other 
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elements that have been proposed as explanations 
of its origin are not substantiated. 

Among other interesting points brought out 
in the course of this part of the subject is that 
of the occurrence of senile chronic enlargement 
of the prostate in dogs. 

The writer next enters upon the clinical side 
of the question of the chronic enlargement of 
later life, in the course of the consideration of 
which he gives a most instructive demonstration 
of the forms and use of catheters. Comparing 
the treatment of the condition by catheter with 
that by radical operation — prostatectomy — he 
expresses himself thus: 

“ If the surgeon were to pass the instrument 
himself on every occasion when it was required, 
there could be little objection to recog izing 
catheters as a most valuable form of treatment; 
cystitis would be a rare complication, and the 
other secondary results of enlargement of the 
prostate would be greatly delayed, but even in 
such imaginary conditions the treatment would 
be in no sense acure, . . . and the surgeon him- 
self would in many cases be unable to give relief, 
and an operation, though long delayed, would 
become imperative.” ‘ It is not true that the 
operations are followed by such a high rate of 
mortality as that which follows catheterism. 
After operation death may be sooner, but it is 
not so sure at it is when the patient resorts to 
catheters.” 

This is a view which is shared by some other 
surgeons, and among them by ourselves. And 
again the writer speaks with no uncertainty, his 
conviction, which is one that we have also uttered 
for many years past that “No one who has seen 
the wholly satisfactory results of successful cases 
of prostatectomy can doubt that the radical 
operation will become the usual form of treatment 

. of such cases as arrive at the point when the 
choice lies between catheters and an operation.” 

In speaking of the operative steps the writer 
gives some most instructive details as to the 
manner of carrying out enucleation of the gland 
with the finger tip. 

The technique of the perineal operation is less 
fully entered into than other parts of the subject. 
The Bottini operation is not discussed, but cas- 
tration and vasectomy are considered, and, 
because of the unreliability of the results and 
inability to determine which cases are suitable 
for the application of these methods, are not 
approved despite the considerable number of 
successes which have followed their employ- 
ment. 

Acute and chronic prostatitis and prostatic 
abscesses are concisely presented and the essay 
concludes with a short reference to malignant 
disease of the gland and a table of thirty-six 
prostatectomies. 

There is an entire and refreshing absence of all 
unnecessary minutiz# and not a trace of the 
advertising of wares which occasionally mar 
publications which otherwise have much merit. 
This author addresses himself exclusively to the 





factory. The volume is handsomely illustrated 
with forty-six plates, which with but few excep- 
tions are the work of the author himself. 


Appleton’s Medical Dictionary. An Illustrated 
Dictionary of Medicine and Allied Subjects, 
in which are given the derivation, accentua- 
tion, and definition of terms used throughout 
the entire field of medical science. Edited by 
Frank P. Foster, M.D. New York and Lon- 
don: D. Appleton & Company. 1904. 


This volume of nearly two thousand pages is 
hardly to be designated as a “‘ handy volume,” 
as it is called in the publishers’ note. As a matter 
of fact, the book is one of the largest and most 
comprehensive medical dictionaries which has 
yet appeared, being considerably greater in bulk 
than the last edition of Dunglison. Like many 
medical dictionaries, and dictionaries of other 
sorts as well, the book is encyclopedic in the 
character of some of its articles. The volume 
is intended especially for the general practi- 
tioner of medicine, and it must therefore stand 
as a rival to many others which have already 
been designed for the same general purpose. In 
certain respects it goes beyond its competitors in 
completeness, and therefore in value. On the other 
hand its cumbersomeness will no doubt interfere 
in a measure with its success. Two volumes 
would certainly be more convenient than one 
of this size. We are particularly glad to note 
that the editor has not yielded to the recent 
tendency to use the termination “ ic ”’ for “ ical ” 
nor to drop the final e in many words ending 
in “ine ” and “ ide.” The words in the text 
are printed in large type, which is to be com- 
mended, and derivations are liberally given, 
which is altogether desirable in so mixed a ter- 
minology as medicine represents. Illustrations 
are liberal; the printing is admirable, and in 
general the book presents a most attractive 
appearance. It is edited by Dr. Frank 
P. Foster, whose experience in this line of 
work certainly shows to advantage in this 
volume. 


Practical Physiological Chemistry. By J. A. MIL- 
roy, M.A., M.D., Demonstrator of Physiology, 
Queen’s College, Belfast, and T. H. Miroy, 
M.D., B.Se., F.R.S.E., Professor of Physiology, 
Queen’s College Belfast. New York: Long- 
mans, Green & Co. 1904. 


Insistence on the practical features of physio- 
logical chemistry is the noteworthy feature of 
this textbook. It is intended for beginners in 
the subject and is divided into a qualitative and 
a quantitative section. In the former are given 
the tests for the various foodstuffs, the charac- 
teristics of the digestive ferments and their 
activity, and the chemistry of bile, blood, milk 
and urine. The quantitative section presents 
clearly and concisely methods for accurate deter- 
mination of the constituents of urine, blood, milk 
and gastric juice. The book is abundantly 
interleaved with blank pages, so that the stu- 





problem as such, and is correspondingly satis- 





dent’s notes may be near his text. 
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THE CHEMICAL EXAMINATION OF THE 
URINE. 

THE intelligent diagnostician, with the patient 
before him, has usually two means of arriving 
at a conclusion as to the most probable disease 
or disturbance present, 7. e., subjective symptoms 
and objective signs, and it is assumed that a good 
questioner and a careful observer will, in the 
majority of instances, locate the diseased organ 
or organs. The objective data are, of course, 
those obtained by what can be either seen, heard 
or felt. This is the rule. When, however, we 
are dealing with the urinary tract these means are 
inadequate and other methods must be employed 
to determine its condition; exception to this 
would be those pathological states of the tract 
that can be determined by the sense of touch or 
by instrumentation. The analysis of the urine 
is, therefore, a necessity, and, to use a figurative 
expression, urinary analysis may well be con- 
sidered the ‘‘ stethoscope ” to the kidneys. 

We feel perfectly safe in saying that every 
true and thorough diagnostician always examines 
the urine and gets from it all the information 
possible; if he neglects this, he has side-tracked a 
duty to his patient. He may claim to have ade- 
quate knowledge of the renal condition by gastric 
disturbance, history of polyuria, abnormal arterial 
tension and cardiac signs, edema, disturbances 
of vision, and other symptoms and signs; but a 
diagnosis of renal disease from such data is 
merely a guess. A full urinary picture, obtained 
only by a clinical examination of the urine, is 
essential to the diagnosis of disease of the kidneys. 
We stated that‘a full urinary picture was essential, 
that is to say, a knowledge of the twenty-four hour 





quantity of urine, the relation of the twelve-hour 
(day) quantity to the twelve-hour (night) quan- 
tity, the specific gravity, reaction, tests for albu- 
min and sugar, the total twenty-four hour quan- 
tities of urea, chlorides, phosphates, and uric 
acid, and finally the microscopical examination 
of the sediment. With these facts before him, 
the physician has tangible evidence as to the con- 
dition of the kidneys and their capacity for doing 
the work expected of them. But this picture 
constitutes only a part of the complete picture 
of the ease from which a diagnosis is to be de- 
duced. 

Urinary examinations, like other means of 
diagnosis, have their shortcomings, but this is 
no reason why we should abandon them.  Fre- 
quently, too much is expected of the urinary 
expert or analyst. He is often requested to make 
an analysis of a urine and to draw his inferences 
as to the condition of the kidneys without any 
knowledge of the history of the case or the results 
of physical examination. The inferences must, 
of necessity, be drawn solely from the urinary 
findings. Under these circumstances, all that 
can be done is to point out pathological processes, 
any one of which may be present, and to state 
which condition the urine most closely resembles. 
Positive statements are not safe, and cannot be 
made without the clinical aspect of the case 
upon which the diagnosis may be wholly depend- 
ent. It should be remembered that urinary 
diagnosis has by no means reached the stage of 
an exact art, and that much remains to be learned, 
although decided advances have been made 
within the past fifty years. All of our readers 
will agree that it is a duty to get all possible data 
from the patient who is under treatment; the 
correct interpretation of such data naturally 
depends upon those concerned in making the 
diagnosis of the existing disease. 

In a paper by Dr. R. C. Cabot, published in the 
Journal of the American Medical Association of 
March 18 and 25, he condemns the use of the 
common methods of urinary analysis, based on 
a critical study of the ante-mortem and post-mor- 
tem records of more than 200 cases at the Massa- 
chusetts General Hospital in Boston since the 
year 1893. He found that there were frequent 
discrepancies between the clinical diagnoses and 
the autopsy findings. In acute glomerular ne- 
phritis 75% of the clinical diagnoses were wrong; 
in subacute glomerular nephritis 50% were wrong; 
in chronic glomerular nephritis 11%; in chronic 
interstitial disease 32%; and in amyloid infiltra- 
tion 100% of the clinical diagnoses failed to coin- 
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cide with the anatomical diagnoses. Briefly 
stated (not using the words of the author), his 
conclusions are: (1) In acute, subacute and 
chronic glomerular nephritis the common methods 
of urinary analysis are, in many instances, inade- 
quate for an ante-mortem diagnosis of the con- 
dition, but to a less degree in the subacute and 
chronic forms than in the acute form. (2) In 
chronic interstitial the diagnostic resources are 
not as sufficient as in chronic glomerular nor as 
inadequate as in the acute cases. (3) Implicit 
reliance on the urinary findings frequently results 
in calling senile and arteriosclerotic degenera- 
tions of the kidneys a chronic nephritis, and acute 
and passive degenerations, an acute nephritis. 
Furthermore, that some urines are highly albu- 
minous and full of casts when no lesion in the 
kidneys can be found at autopsy. (4) It is a 
waste of time to quantitate urea without an 
accurate knowledge of the patient’s metabolism, 
and an attempt to estimate the anatomic 
condition of the kidneys by the measurement of 
albumin and the search for casts is fallacious in 
the extreme. (5) That the most reliable data 
about the urine are the twenty-four hour quan- 
tity, the specific gravity and the color. 

These results are very surprising and open to 
marked criticism. Do they mean that the care- 
ful research in urinary diagnosis of fifty or more 
years is to be wholly undone? We cannot agree 
to this. There certainly is a screw loose some- 
where. 

We do not intend to make a critical review of 
Dr. Cabot’s paper, but there are a few points 
to which we wish to call attention. The internes 
of our large hospitals are usually an intelligent 
class of men and the best that can be obtained, 
but they are medically inexperienced. Their 
urinary findings may be correct in every detail, 
but their interpretation of what they find — the 
inferences drawn — is where a serious difficulty 
arises. Their diagnoses frequently find their 
way to the records and thus they stand. We 
feel confident that if the attending physician 
could himself attend to every diagnostic detail 
connected with the hospital patient, the results 
would be different; furthermore, that a series of 
cases taken from the private practice of an ex- 
perienced diagnostician would show a marked 
contrast to the results published by Dr. Cabot. 

A very important point that must not be dis- 
regarded is the fact that a decided change in the 
kidneys and urine may take place just before 
death. This is especially seen in acute diseases, 
such as typhoid fever, pneumonia, acute endo- 








carditis, acute alcoholism, and the like, where a 
slight and apparently insignificant renal conges- 
tion or acute degeneration which has existeg 
early, just before death culminates in a true 
acute glomerular nephritis. This phenomenon 
is not the exception, but is of frequent occurrence. 
Changes in the urine are likely to occur in many 
of the chronic forms of nephritis just prior to 
death. For example, in chronic interstitial 
diseases the twenty-four hour quantity of urine 
near death is often much below the average nor- 
mal — 1,500 cc. — while earlier in the disease 
the daily output is generally considerably in 
excess of this figure. From a careful study of 
the urine alone, it is, therefore, difficult or even 
impossible to conclude that a chronic interstitial 
nephritis exists without coupling the urinary 
findings with the clinical history and the physical 
examination. 

We consider it a mistake to place implicit reli- 
ance on the results of urinary examinations for a 
diagnosis, since errors in diagnosis are bound to 
occur if the urinary findings are not considered 
a part only of the clinical picture of the case. 
Such findings should be corroborative rather than 
the pivot on which the final diagnosis rests, but 
their importance should in every instance receive 
consideration. 

In conclusion, we await suggestions for a better 
way, if our present methods are all wrong and at 
variance with the pathological facts. 
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A MEDICAL EXAMINER FOR SUFFOLK 
COUNTY. 

THE office of one of the two medical examiners 
of Suffolk County (Boston) becomes vacant on 
July 1, 1905, by the resignation of Dr. F. W. 
Draper, who has held this position since it was 
created, twenty-eight years ago. The scandalous 
condition of affairs which existed under the old 
coroner system has been almost forgotten. The 
system of medical examiners is no longer an 
experiment, and it is to the credit of this Common- 
wealth that it was the first to adopt a method 
which has been copied by many states. 

So much has been lost to this community by 
the resignation of Dr. Draper that one feels at 
first as if no one could take his place. No one 
can, at once. The proper person can grow up to 
it. Let us hope that a successor can be found, 
but let us make no hasty decision. Dr. Draper 
entered upon the office as a young man. A com- 
paratively young man should succeed him, and 
this because the present rising generation of 
physicians is trained further and taught more 
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than an older one. A reflective mind, a cour- 
teous manner, a firmness 0° character, as well as 
integrity, were combined in Dr. Draper. The 
office needs skill and prudence, caution and de- 
cision, clearness of speech, as well as_ well- 
trained observation. A poor medical examiner 
can work endless mischief. 

We do not recall any medical office which 
the Governor of the State is required to fill that 
carries with it a greater degree of personal respon- 
sibility than the medical examinership of Suffolk 
County. When the medical examiners in Massa- 
chusetts took the place of the coroners in 1877 
the legislative enactment which established the 
change used these words: ‘‘ The governor shall 
nominate and by and with the advice and consent 
of the council shall appoint able and discreet men, 
learned in the science of medicine, to be medical 
examiners.”’ Ability, discretion and _ learning 
was the trinity of qualifications which theoreti- 
cally governed the executive choice in the selec- 
tion of these men in the several counties. With 
rare exceptions these characteristics have been 
exemplified, and the medical examiners are a 
representative body of medical men zealously 
eager to justify their appointment. 

Let us see in what manner the medical examiner 
is required to show his ability, discretion and 
learning in the science of medicine. He must 
be able to observe diligently and exhaustively all 
circumstances that come before his view, always 
remembering and training himself to remember 
that the “‘ first duty of a medical examiner is to 
cultivate a faculty of minute observation.” He 
must know the technic of post-mortem examina- 
tions fully. The methods in legal medicine are, 
with slight variations, the same that are used in 
pathological anatomy, the difference being that 
in the legal examination the primary object is 
to determine if any other than natural causes 
have produced the death. In most cases this 
is easily determined; in others it is most difficult 
and demands the exercise of the highest technical 
skill. Frequently observations which may easily 
be overlooked are of importance. The medical 
examiner should have the quality of mind which 
enables him to determine and place in their rela- 
tive proportions all the facts which can be deter- 
mined, and he should be able to discriminate 
between definite knowledge and theory. 

The most recent advances in physical chem- 
istry have been found to be of importance in legal 
medicine. For example, the determination by 
cryoscopy of the difference between the molecular 
concentration of the blood in the right and left 





sides of the heart gives important information 
in supposed deaths from drowning. The biologi- 
cal tests for determining the source of blood 
stains have been found to be more accurate than 
the former microscopic methods. Zoology has 
contributed knowledge to determine the period 
of exposure of a body to the elements. All these 
methods require for their application technical 
skill and constant exercise. 

Careless and slipshod work is not a part of an 
ideal examiner’s creed. He knows quickly by 
experience that it is a great art of counsel who 


,|defend persons charged with crime to endeavor 


to expose what the medical witness has omitted 
to do, and although the omission may really be 
of no consequence, yet it may be placed before a 
jury in such a strong light that the accused 
obtains the benefit of the doubt. 

The safety of a community, its good name, the 
exposure of crime, the detection of criminals, the 
protection of character and of property, and the 
happiness of families and of individuals not in- 
frequently rest in the hands of the medical exam- 
iner. The decision of the district attorney as to 
the necessity of legal proceedings in doubtful 
or suspicious deaths rests practically upon the 
report of the medical examiner. When the 
medical examiner in any given case decides that 
death is due to natural causes, that ends the case. 

A medical examiner must possess tact and sound 
judgment to adequately discharge his duty. 
For example, the law requires, with reference to 
cremation, that all bodies which are subjected 
to that process shall first be subject to the scrutiny 
of the medical examiner to eliminate the element 
of violence from the cause of death. This in- 
quiry must be made under the shadow of a recent 
bereavement, and there can hardly be a more 
trying set of circumstances to test the medical 
examiner’s sympathy and tact. The brusqueness 
of officialism must give way to gentleness, else 
the whole inquiry fails of its purpose. 

All the ability, discretion and learning of a 
medical examiner may be defeated by his failure 
to impart the facts that he has acquired, either 
orally or in writing. To convey knowledge so 
that the common mind may understand is a gift 
that few possess. The medical examiner in the 
presentation of facts should be simple and direct, 
avoiding the technical, translating the scientific 
into the intelligible. It is perhaps more impor- 
tant that he should possess these qualities than 
great learning. 

The public, and particularly the legal profes- 
sion, has come to regard medical experts as men 
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who are partisans, and who frequently lack a 
nice sense of impartiality. This is due not merely 
to the personal character of medical experts, but 
to their being employed by either the defendant 
or the plaintiff in a suit, rather than being sum- 
moned and paid by the court. The medical ex- 
aminer is fortunately in a position in which it is 
his duty, as a public servant, to be ruggedly 
honest whenever he goes upon the witness stand. 
To shade the testimony in favor of the individual 
who pays the fee for expert testimony is human. 
The medical examiner should be guided by truth 
alone wherever it may lead. 

To summarize: A medical examiner should be 
a man of strict integrity; he should possess ability 
and skill in acquiring facts, discretion and tact 
in obtaining information, learning and good 
judgment that he may properly interpret the 
facts, and simplicity and directness that he may 
convey these facts to the proper authorities. 


— 
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THE RESIGNATION OF DR. LANE FROM THE 
BOSTON INSANE HOSPITAL. 

THE resignation of Dr. Edward B. Lane, who 
for nearly twenty years.has occupied the position 
of superintendent of the Boston Insane Hospital, 
comes as a severe blow to those who have the 
best interests of that institution at heart. The 
daily papers have announced that Dr. Lane 
resigned to enter private practice. This is only 
a partial statement of the case, and one appar- 
ently inspired by a desire to conceal the real 
ground for the resignation. 

It is understood that Dr. Lane felt that his 
resignation was morally forced upon him by the 
action of the Board of Trustees. Up to the pres- 
ent time it has been the rule at this hospital, as 
at similar institutions, that the superintendent, 
who is held responsible for the proper adminis- 
tration of the institution, should select his assist- 
ants subject to the approval of the trustees. 
The trustees of the Boston Insane Hospital 
have seen fit to change this rule and no longer 
require the nomination of the superintendent in 
making such appointments. Acting under this 
new rule, they made an appointment which did 
not meet the approval of Dr. Lane. 

It is unnecessary to speculate upon the motives 
which may have inspired this action. To the 
members of the medical profession who know 
Dr. Lane’s ability, and the conscientiousness 
which he has brought to the performance of his 
duties, the knowledge that his judgment was at 
variance with that of the trustees is sufficient 








ground for deciding that the trustees made a 
mistake. Nor can we help feeling that a matter 
which is serious enough to demand a resignation 
was, in Dr. Lane’s judgment, one that vitally 
concerned the proper administration of the insti- 
tution and the welfare of the unfortunate patients. 
Under such circumstances Dr. Lane has taken 
the only step open to him as an honorable member 
of the profession with a high ideal of his duty 
to those intrusted to his care. It is deplorable 
that such a step should become necessary in an 
institution which has hitherto been so admirably 
managed and in which the citizens took a just 
pride. 
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MEDICAL NOTES. 

AN ANTIVIVISECTION Story. —A prize was 
lately offered for an antivivisection story. If, 
says the British Medical Journal, we may judge 
from the accounts of it which we have seen, 
“ Trixy,” by Elizabeth Stuart Phelps Ward, an 
American writer of some note, would seem to 
be the kind of thing required. Here is the lady’s 
description of the assistant director of a large 
surgical institute in which researches in physiol- 
ogy are carried out: ‘‘ His face . . . was brutal. 
He had the eyes of an inquisitor, lowering and 
shifty. To an ordinary citizen his was a face 
to be dreaded. It was the type that was common 
in the sixteenth century. It was broad, flat, 
and surmounted by a rebellious fiery mane. 
But if his face would inspire dread, his hands 
gave the layman a nameless apprehension.” A 
charming portrait; one wonders if it is from life. 
If it is, it is not unlikely that one of the antivivi- 
sectionist fraternity unconsciously sat for it, 
for faces of the inquisition type are, as far as our 
observation goes, more common among them 
than among their opponents. — Medical News. 





BOSTON AND NEW ENGLAND. 

Acute Inrectious DIsEAsEs In Boston. — 
For the week ending at noon, April 12, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 27, scarlatina 23 , typhoid fever 5, 
measles 14, tuberculosis 42, smallpox 0. 

The death-rate of the reported deaths for the 
week ending April 12, 1905, was 21.99. 


Boston Morrauity Sratistics. — The total 
number of deaths reported to the Board of Health 
for the week ending Saturday, April 8, 1905, 
was 232, against 223 the corresponding week of 
last year, showing an increase of 9 deaths, and 





making the death-rate for the week 19.80. Of 
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this number 127 were males and 105 were females; 
225 were white and 7 colored; 150 were born in 
the United States, 76 in foreign countries, and 6 
unknown; 52 were of American parentage, 138 
of foreign parentage, and 42 unknown. The 
number of cases and deaths from infectious dis- 
eases reported this week is as follows: Diphtheria, 
19 cases and 5 deaths; scarlatina, 34 cases and 2 
deaths; typhoid fever, 5 cases and 3 deaths; 
measles, 15 cases and 1 death; tuberculosis, 57 
cases and 28 deaths; smallpox, no cases and no 
deaths. The deaths from pneumonia were 35, 
whooping cough, none, heart disease 29, bron- 
chitis 6, and marasmus 5. There were 12 deaths 
from violent causes. The number of children 
who died under one year was 39; the number 
under five years 53. The number of persons 
who died over sixty years of age was 55. The 
deaths in public institutions were 76. 

There were 13 cases and 7 deaths reported 
from cerebrospinal meningitis. 

REGISTRATION IN Dentistry. — Of fifty-eight 
candidates who recently took the examination 
of the Massachusetts Board of Registration in 
Dentistry, but twenty-two succeeded in passing. 
This speaks well for the increased requirements 
for those entering the profession of dentistry. 


NEW YORK. 


Support OF PrivaTE Hospirats. — Mr. Par- 
sons, the chairman of the committee of twelve 
recently appointed to suggest measures for the 
relief of the private hospitals of New York, was 
empowered at the first meeting of the committee, 
on April 3, to select from sub-committees, which 
will deal respectively with the following points: 
hospital support, co-operation, economics and 
accounting. 

New Lanp AcquIreEpb By Mr. Srnat Hospirau. 
The Society of the Mount Sinai Hospital has 
bought a plot of land comprising eight city lots 
on the south side of 100th Street, directly oppo- 
site the new hospital buildings. The property, 
it is stated, has not been acquired with a view to 
adding immediately to the buildings, but the 
trustees thought it advisable to secure the lots 
and hold them in reserve against the future needs 
of the institution. A number of donations since 
the last annual report was published have made 
the purchase possible out of the general fund 
of the hospital. 

EpipemMic CEREBROSPINAL MENINGITIS. — It 
will be seen that there has been a very marked 
increase in cerebrospinal fever, and the epidemic 
is considerably more severe than that of last 












year. Thus, in the month of March, 1904, the 
weekly average of deaths from the disease was 
only 18. The present epidemic probably reached 
its climax during the week ending April 1, when 
no less than 131 deaths were attributed to it. 
From January 1 to April 1, there was a total 
mortality of very nearly 600 from it. In the 
year 1904, there was a total of 1,211 deaths from 
it, as against 271 in 1903. There were somewhat 
fewer deaths in the first week of April than in 
the last week of March, and while it is as yet too 
early to arrive at any positive conclusion, i 
would seem likely that from this time on, with 
the advancing mildness of the season, the epi- 
demic will gradually decline. Dr. H. M. Biggs, 
medical officer of the Health Department, states 
that the percentage of cases resulting fatally is 
about 40, or twice as large as the percentage in 
pneumonia. 


ConvicTION OF A ‘“ HEALER.” — The latest 
conviction for the illegal practice of medicine 
secured by the County Medical Society is that 
of a Mrs. Weaverson, a “ healer,” and one of the 
leading exponents in the city of what is described 
in the newspapers as the “ Persian Mazdaznan 
Cult of Sun Worshipers.’” The chief evidence in 
the case was furnished by a woman detective 
employed by the society, and the defendant was 
fined $250, the maximum money penalty for the 
offense. 


APPROPRIATION FOR MODERNIZING HospPITALs 
FoR Contacious DisEases. — The Health De- 
partment has just received an appropriation of 
$1,000,000 from the city authorities which will 
be used in enlarging and modernizing its hospitals 
for contagious diseases. Among the new buildings 
will be a number of cottage pavilions for the care 
of patients suffering from two contagious diseases 
at the same time, such as scarlet fever and diph- 
theria. The execution of the plans of the depart- 
ment involves an expenditure amounting alto- 
gether to $7,000,000. About $1,500,000 will be 
used for rebuilding the isolation hospital on 
Kingston Avenue, Brooklyn, and two city blocks 
will be occupied by the various buildings. In 
the course of a few months three new buildings, 
costing $703,000, will be opened at the Willard 
Parker Hospital in East 16th Street, namely: a 
scarlet fever pavilion, with 300 beds, an adminis- 
tration building, and a bacteriological laboratory. 
Whenever the necessary funds can be secured 
from the city, pavilions for diphtheria and measles, 
similar to that for scarlet fever, will be built. On 
North Brother Island, it is intended soon to begin 


. 


Se = he CS 


DQ CO Ge 


56 5 









Vou. CLII, No. 15] 


BOSTON MEDICAL AND SURGICAL JOURNAL 443 








the erection of a much needed dormitory for the 
hospital employees, an administration building, 
and a pavilion for tuberculosis. Two other 
pavilions will be constructed later, and the im- 
provements contemplated at this hospital will 
cost about $300,000. One of the greatest needs 
is suitable accommodation for measles patients. 
The statistics of the Health Department show 
that during the past seven years there has been 
an epidemic of measles: every alternate year. 


REPORT OF COMMITTEE ON ADULTERATION. — 
The annual report of the committee on adultera- 
tions of the State Board of Pharmacy, of which 
Prof. George Dielman of the New York College 
of Pharmacy is chairman, was submitted to Gov- 
ernor Higgins on April 1. It shows that the 
adulterating, counterfeiting and dilution of drugs 
has been measurably restricted, the violations 
of the statutes during the year 1904 having been 
one-half less than in the preceding year. Twenty- 
one hundred and twenty-one samples were col- 
lected from pharmacists and other dealers, and 
upon analysis 151 of this number were found more 
or less deficient in strength, representing 7.12% 
of the total. In 117 samples, the presence of wood 
alcohol was shown. In cases of the most flagrant 
violations of the pharmacy law fines were imposed. 
Some of the druggists who were fined appealed 
to the Supreme Court, but lost their cases. 
They then carried the cases to the Appellate 
Division of that court, and this has now sustained 
the lower court, deciding that the fines were 
properly imposed. Professor Dielman states 
that the State Board of Pharmacy was materially 
aided in its work by the druggists’ associations, 
as well as by many druggists individually, and 
he expresses his opinion that the condition of 
pharmacy in New York is to-day better than it 
has ever been before. 





MWiscellanp. 
PLAGUE IN INDIA. 


The Lancet comments as follows on the plague 
situation: ‘‘The serious news which our Indian 
correspondent sends regarding the mortality 
from plague in that country indicates that no 
progress has been made in the control of the 
disease. On the contrary, the situation in India 
is becoming worse year by year and not only 
threatens to be, but is already, one of the greatest 
catastrophes of modern times. In January of 
this year over 100,000 deaths were recorded from 
plague in India. In February there were another 
100,000, and 34,000 and 35,000 deaths are the 
numbers which have been reported during the 
past two weeks. Thus a greater disaster has 





occurred to our Indian population since the com- 
mencement of 1905 than has happened to the 
Russian army in Manchuria. Have those re- 
sponsible for the welfare of our Indian empire 
fully realized the gravity of the situation either 
from its humane or political aspects? As regards 
the humane side, it is obvious that active meas- 
ures proportionate to the greatness of the issues 
at stake require to be taken. Are these being 
organized and carried out? We doubt if the 
reply that can be given is satisfactory. It is 
true that an inquiry is to be undertaken by the 
Lister Institute of Preventive Medicine, the 
governing body of which has been in communi- 
cation with the India Office and that the Insti- 
tute, in conjunction with the Royal Society, has 
nominated a small advisory committee to be 
intrusted with the duty of drawing up a plan of 
campaign. This is good so far as it goes, but 
surely the urgency of the situation has not been 
recognized. The proposal of the Lister Institute 
was made last September, the work has not yet 
commenced, and it is possible that nothing much 
will be done till next September. In the mean- 
time the appalling death-rate continues. The 
Advisory Committee includes Dr. C. J. Martin, 
I'.R.S., director of the Lister Institute, and 
Col. D. Bruce, R.A.M.C., F.R.S., and is to be 
reinforced by a nominee of the India Office, two 
workers in India, and two assistant bacteriolo- 
gists, and there is certainly room upon such 
a committee for one or two more persons pos- 
sessing first-hand knowledge of the practical 
problems involved in the checking of an epi- 
demic. Dr. Martin, Colonel Bruce and Capt. 
G. Lamb, I.M.S., who will codperate with the 
committee in India, are obviously competent to 
do their share in grappling with the situation, 
and so is the gentleman whose name has been 
mentioned as the representative of the India 
Office, but if scientific inquiry on the spot is to 
be delegated, as was once we think the design of 
the Lister Institute, to two assistant bacteriolo- 
gists, then the confidence of the medical profes- 
sion in the work of the Advisory Committee will 
require some support. The method in which 
this matter is being handled must occasion con- 
cern to those who are anxious that the inquiry 
should be started in a proper manner and should 
achieve practical results. The epidemic of plague 
in India is more than a passing incident calling 
for some palliative measure. It is a catastrophe 
which, if not dealt with by broad and adequate 
measures having for their main object the pre- 
vention of the disease, will create a state of affairs 
in the Empire which may become a serious 
political danger. No government can afford to 
have its subjects dying from one disease, presum- 
ably a preventable disease, at the rate which is 
occurring in India, for ultimately such destruction 
produces its moral effects. When the rulers 
appear to hold the subjects’ lives cheaply a loos- 
ening of the bonds may occur between the gov- 
erned and those who govern. This has occurred 
in the times of pestilence before now and it may 





occur again.” 
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RECORD OF MORTALITY 
FOR THE WEEK ENDING SATURDAY, APRIL 1, 1905. 
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Deaths reported, 3,790; under five years of age, 1,145; princi- 
pal infectious diseases (smallpox, measles, cerebrospinal 
meningitis, diphtheria and croup, diarrheal diseases, whoop- 
ing cough, erysipelas, fevers and consumption) 914; acute 
lung diseases 672, consumption 392, scarlet fever 27, whooping 
cough 27, cerebrospinal meningitis 168, smallpox 1, erysipelas 
15, puerperal fever 12, measles 35, typhoid fever 50, diarrheal 
diseases 124, diphtheria and croup 50. 

From whooping cough, New York 12, Chicago 12, Philadel- 
phia 1, Lowell 2. From scarlet fever, New York 20, Chicago 
1, Philadelphia 2, Providence 1, Boston 3. From cerebrospinal 
meningitis, New York 131, Chicago 1, Philadelphia 4, Balti- 
more 2, Boston 9, Worcester 2, Lowell 4, Lynn 2, Lawrence 
5, Somerville 3, Quincy 2, Fall River, Springfield and Water- 
town 1 each. From smallpox, Chicago 1. From erysipelas, 
New York 6, Chicago 2, Philadelphia 3, Providence 1, Boston, 
Somerville and Marlborough, 1 each. 

In the seventy-six great towns of England and Wales, with an 
estimated population of 15,609,377, for the week ending March 
25, 1905, the death-rate was 15.9. Deaths reported 4,752; acute 
diseases of the respiratory organs (London) 156, whooping 
cough 97, diphtheria 70, measles 210, smallpox 3, scarlet 
fever 54. 

The death-rate ranged from 7.5 in Smethwick and Wallasey 
to 28.9 in Merthyr Tydfil; London 15.3, West Ham 15.6, 
Brighton 10.7, Southampton 22.7, Plymouth 23.8, Bristol 14.4, 











Birmingham 14.4, Leicester 11.7, Nottingham 23.0, Birkenhead 
13.0, Liverpool 18.2, Wigan 16.9, Bolton 16.4, Manchester 17.7, 
Salford 14.9, Halifax 15.9, Bradford 15.3, Leeds 15.1, Hull 18.2, 
Sheffield 18.1, Newcastle-on-Tyne 18.9, Cardift 10.4, Rhondda 
14.6, Bournemouth 11.0, Portsmouth 27.6. 





METEOROLOGICAL RECORD. 


For the week ending April 1, in Boston, according to 
observations furnished by Sergeant J. W. Smith of the United 
States Signal Corps: 
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*0., cloudy; C., clear; F., fair; G., fog; H., hazy; S., smoky; 
R., rain; T., threatening; N., snow; —, below zero. ft Indicates trace 
of rainfall. s@- Means for week. 

















SOCIETY NOTICES. 


AMERICAN GASTRO-ENTEROLOGICAL ASSOCIATION. — 
The Eighth Annual Meeting of the American Gastro-Entero- 
logical Association will be held at the Academy of Medicine, 
19 West 438d St. New York, Monday and Tuesday, April 
24 and 25, 1905. 

CHARLES D. AARON, M.D., Detroit, Secretary. 

THE NEW ENGLAND HOSPITAL MEDICAL SOCIETY. — 
The New England Hospital Medical Society will hold its next 
meeting at Hotel Nottingham, Huntington Ave., Boston, on 
Thursday, April 20, 1905, 7.30 p.m. A lecture on the X-ray 
with especial reference to Orthopedics, by Dr. Percy Brown, of 
Boston. Discussion, Drs. Alice Gray, Edith Meek, Hannah 
Myrick, Eliza Dadmun. 

BLANCHE A. DENIG, Secretary. 

AMERICAN PROCTOLOGIC SOCIETY.— The seventh annual 
meeting of this society will be held at Pittsburg, Pa., May 5 
and 6, 1905; place of meeting, Hotel Henry. The profession 
is cordially invited to attend all meetings. 

A. B. CooKE, M.D., Secretary. 





RECENT DEATH. 


Dr. JARVIS K. Mason, of Suffield, Conn., died April, 8, at 
the age of seventy-three. He was born in Enfield, Conn., and 
was graduated from Yale College in 1855. He taught for some 
years after his graduation, and then turned his attention to 
medicine, receiving his degree at the Harvard Medical School 
in 1861. From that time until his death he has practised at 
Suffield, where he has held positions of trust and responsibility, 
among them being medical examiner from the creation of the 
office in 1883 until his death, health officer of the town for ten 
vears, and town physician for several years. He held mem- 
bership also in various societies, in two of which he had served 
as president. 





BOOKS AND PAMPHLETS RECEIVED. 


The After-Treatment of Operations. A Manual for Practi- 
tioners and House Surgeons. By P. Lockhart Mummery, 
F.R.C.S. Eng., B.A., M.B., B. C. Cantab. Second Edition. 
Illustrated. New York: William Wood & Company. 1905. 

Transactions of the American Surgical Association. Volume 
xxii. 

Thirteenth Report of the State Board of Health of the State 
of Maine, for the years ending December 31, 1903. 

The Diseases of Society. (The Vice and Crime Problem.) 
By G. Frank Lydston, M.D. Illustrated. Philadelphia and 
London: J. B. Lippincott Co. 1904. 

Transactions of the New Hampshire Medical Society at the 
One Hundred and Thirteenth Anniversary held at Concord, 
May 19 and 20, 1904. 
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Address. 


MANUEL GARCIA.* 
BY JOHN W. FARLOW, M.D., BOSTON. 


To-pay there was celebrated in London the 
one hundredth anniversary of one who, still liv- 
ing and active, has well been called the father of 
laryngology. There is probably no laryngological 
society in the world which has not sent its letter 
of congratulation to the distinguished centena- 
rian, Manuel Garcia, in recognition and appre- 
ciation of the great service which he rendered to 
the whole world by his successful laryngoscopic 
examinations of the larynx, and his paper entitled 
‘‘ Physiological Observations on the Human 
Voice,” which gave such impetus to the exam- 
ination, diagnosis and treatment of laryngeal 
disease that speculation and deepest ignorance 
soon gave way to the science of laryngology. 

Let us inquire what his antecedents were, 
what sort of a man he was and what led him, who 
was not a medical man, but a singing teacher, 
to make his experiments on the larynx. Accord- 
ing to Chorley, the great English musical critic, 
the Garcias were a Spanish family of musicians 
and representative artists whose power, genius 
and originality have impressed a permanent trace 
on the records of the methods of vocal execution 
and ornament. The father of Manuel Garcia was 
Manuel Garcia del Popolo Vicenti, born in 
Seville, Spain, in 1775. He began his artistic 
life at six years of age as chorister at the cathe- 
dral, and studied music under the best masters 
of Seville. At the age of seventeen, he made his 
début at Cadiz in an opera of his own composi- 
tion. Later he went to Italy and studied the 
Italian method. He appeared in opera in Paris 
in 1808, where he was received with much 
applause and his style of singing was greatly 
appreciated. In 1824, he went to London and 
thence to New York, in 1825, with a company 
of excellent artists, among them his son, Manuel, 
and his daughter, Maria, better known under 
her subsequent name of Malibran, one of the 
most famous opera singers the world has ever 
known. 

They appeared in Italian opera in New York 
with much success, and later went as far as 
Mexico. They were on the point of returning 
to Europe, when he was set upon by brigands, 
on the way to Vera Cruz, and robbed of his well- 
earned wealth, about thirty thousand dollars. 
He had hoped to found an Italian theatre in New 
York, but the loss of all this money compelled 
him to return to Paris, where he soon retired from 
the stage and devoted himself exclusively to 
teaching, until his death in 1832. His method 
of singing was unsurpassed, and some of the most 
celebrated singers were his pupils, among them 
his son, Manuel, his daughter, Mme. Malibran, 
whom I have already mentioned, and also his 
daughter, Pauline, Mme. Viardot, who became 


*Read at the meeting of the New England Otological and Laryn- 
gological Society, March 17, 1905. — ‘ 








very famous as an opera singer. He wrote excel- 
lent treatises on the art of singing. 

His son, Manuel, was born in Madrid, March 17, 
1805, just one hundred years ago to-day. He 
studied music under various teachers in Madrid 
and Paris and later under his father. His lessons 
were interrupted in 1825, when he was twenty 
years old, by his journey to New York with his 
father’s opera company, in which he sang second 
bass. After his return to Europe he gave up 
the theatre and assisted his father in teaching 
singing at Paris. He studied seriously the con- 
formation of the vocal organs, the limits of the 
different registers of the voice and the mechanism 
of the larynx in singing and presented the sub- 
ject at the Academy of Science in Paris in 1840, 
in a work entitled ‘‘ Mémoire sur la Voix humaine,” 
and received the congratulations of the Institute 

















Fic. I. Manuel Garcia. 


for it. He was Professor of Vocal Music at the 
Paris Conservatory of Music from 1842 to 1850, 
and published a book in two parts on singing, 
for the use of pupils and especially of teachers, 
an excellent work containing many novel ideas. 
In 1850, he went to London and became Professor 
at the Royal Academy of Music. His wife, whose 
maiden name was Eugénie Mayer, was one of his 
pupils and became a noted opera singer. He 
has trained the voices of many of the most famous 
artists, among them Jenny Lind. Of late years 
he has lived in London and his address is Mon 
Abri, Cricklewood, London. We see that he 
was no ordinary music teacher. Of a distin- 
guished musical family, he had been interested 
in the throat, the larynx and the voice for many 
years and’ had published, as early as 1840, a 
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treatise on the voice worthy of the commenda- 
tion of the French Academy. 

Let us look for a few moments at the attempts 
of the predecessors of Garcia to see the larynx 
in the living, human subject. In these days, 
when the study of laryngology is compulsory for 
a medical degree, and when every student. is 
obliged to have a fair amount of attainment in 
the use of the laryngeal mirror, it seems strange 
to read, in an article published by Yearsley in 
London, in 1862, seven years after Garcia’s paper 
and four years after Czermak’s demonstrations, 
that he feels that the subject is such an impor- 
tant one that he hopes there will be in every large 
city at least one practitioner who is expert in the 
use of the laryngoscope. 

It is probable that dental mirrors had been 
used at intervals from time immemorial for 
examining the teeth, and polished tubes for 
looking into the external canals are of very ancient 
origin. Many of you have, doubtless, seen the 
various specula unearthed at Pompeii. But it is 
necessary to have illumination as well as a 
reflecting mirror in order to see down into the 
larynx, and, as Mackenzie well says, “‘ the fact 
that it was not till comparatively recently that 
physicians attempted to discriminate between 
diseases of the fauces and those of the windpipe, 
may account for the non-appearance of the 
laryngoscope at an earlier date. There is no 
evidence of a laryngoscope before the middle of 
the eighteenth century.” 

About 1743, M. Levret, a French accoucheur, 
devised a sort of speculum to aid him in removing 
polypi from the nose and throat by ligatures. 
It was a plate of polished metal which reflected 
the luminous rays in the direction of the tumor 
and also received the image of the tumor. This 
was evidently merely something to enable him 
to see how to tie his ligatures, and he made no 
real use of it to see the larynx. 

Nearly sixty years later, in 1804, Bozzini of 
Frankfort, Germany, devised a tube for illuminat- 
ing the various canals of the body. The title of 
the book was “ The Light-Conductor, or Descrip- 
tion of a Simple Apparatus for Illumination of the 
Internal Cavities and Spaces in the Living Body.”’ 
An absurd idea was commonly held that the 
apparatus would permit an inspection, not only 
of the outlets of the body, but even the internal 
viscera. The medical faculty, particularly that 
of Vienna, was down on him for his pretensions 
and styled his instrument the “ Magic Lantern 
in the human body.” 

His invention, of which I show you a drawing, 
consisted of two essential parts, first a kind of 
lantern and second a number of hollow metal 
tubes (specula) for introducing into the various 
canals of the body. The lantern was vase- 
shaped, made of tin, in the center of which was 
a small wax candle. In the sides of the lantern 
were two round holes, a larger one and a smaller 
one opposite each other. To the smaller, an eye 
piece was fixed, and to the larger the speculum. 
The flame of the candle was situated just below 
the level of these two apertures. The mouth of 





the speculum, a tube of polished tin or silver, 
was always of the same size, but the diameter of 
the tube beyond the orifice varied according to 
the size of the canal into which it had to be intro- 
duced. The apparatus was about thirteen inches 
high and at the downward bend of the laryngeal 



































Fic. II. Laryngoscope of Bozzini, showing the vase-shaped lamp 
with candle inside. The speculum with the two small mirrors at 
the bend is to be attached to the larger opening in the side of the 
lamp. For looking down into the larynx, the small end of the specu- 
lum is directed downwards, and it can be turned upward when the 
post-nasal space is to be examined. 

tube were two mirrors. In employing reflected 
light he had the speculum divided by a vertical 
partition, so that there were two canals and two 
mirrors, one to convey light and one to receive it. 

Later I will give some of the objections to the 
value of such tubes in the throat. Suffice to 
say here, that nothing of value came from its use 
in the throat. 

In 1827, Dr. Senn, of Geneva, had a little 
mirror constructed for introduction to the back 
of the pharynx, with which he tried to see the 
upper part of the larynx, but he gave up its use 
on account of the small size of the instrument. 

In 1829, Dr. Benjamin Guy Babington, at a 
meeting of the Hunterian Society of London, 
showed an instrument, not very unlike the laryn- 
goscope now in use, for examination of the parts 
within the fauces not admitting of inspection by 
unaided sight. He used two mirrors: one, the 
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smaller, for receiving the laryngeal image in the 
throat, and the larger for concentrating the solar 
rays on the first one. The patient sat with his 
back to the sun, and, while the illuminating 
mirror (a common hand looking-glass) was held 
in the left hand the laryngeal mirror was intro- 
duced into the mouth with the right hand. By 








Fic. III. Glottiscope of Babington, showing the laryngeal 


mirror and the tongue depressor. 


a simple mechanism, a tongue depressor was 
united with the laryngeal mirror and thereby one 
of the most serious obstacles to laryngoscopy 
was attempted to be overcome. A spring was 
fixed between the shank of the laryngeal mirror 
and the spatula in such a way that by pressing the 
two handles together the tongue was depressed. 
At a later period he gave up the combination of 
mirror and spatula and had mirrors made which 
resembled those now in use. They were of 
polished steel inclined to the shank at an angle 
of about 120°. Though he used his mirrors on 
many patients, there are no cases recorded in 
which it was employed. He made a decided 
advance over Senn, who used merely a laryngeal 
mirror and no mirror for throwing in light. The 
difference between Dr. Babington’s glottiscope, 
as he called it, and the one now in use is that, 
while in the latter the light is thrown on the 
laryngeal mirror by a circular mirror attached to 
the forehead of the operator, in the former the 
illuminating was effected by a mirror held in the 
operator’s left hand and also no artificial light 
was used. 

In 1832, Dr. Bennati, of Paris, asserted his 
ability to see the vocal cords. A mechanic named 
Selligue, who was suffering from tubercular 
laryngitis, had invented a double-tubed specu- 
lum, of which one tube served to carry the light 
to the glottis,and the other to bring back to the 
eye the image of the glottis reflected in the mirror 
placed at the pharyngeal end of the tube, and his 
larynx was examined and treated by Bennati by 
means of this apparatus. 

Trousseau, the great French clinician, had a 
similar tube made for himself, but found it of 
very little value, as not more than one patient in 
ten could tolerate it. Hesays, “it is of such a 
size that it fills up the space between the free edge 
of the soft palate and the tongue. It causes 
gagging, retching and closure of the pharynx, 
which prevents a view of the parts lower down,” 
and he asserts that ‘“ Bennati is in error in saying 
that he has seen the glottis with the speculum 
of Selligue. He saw only the upper part of the 
epiglottis and very rarely the superior entrance 
of the larynx and that only when the accidental 











straightening out of the epiglottis permitted.” 
Trousseau recommends, instead, a digital exami- 
nation of the larynx, which shows what he thought 
of specula. 

In 1838, Baumés showed at the Medical Society 
of Lyons a mirror about the size of a two-franc 
piece, which he described as very useful for 
examining the posterior nares and larynx, but 
no cases are recorded. 

In 1840, Liston, a Scotch surgeon, in his work 
on practical surgery, in treating of edematous 
tumors which obstruct the larynx, says: ‘ The 
existence of this swelling may often be made out 
by a careful examination with the fingers and a 
view of the parts may sometimes be made out by 
means of such a glass as is used by dentists, on 
a long stalk, previously dipped in hot water, 
introduced with its reflecting surface downward 
and carried well into the fauces.” Although 
much credit has been given to Liston, it is obvious 
that he never contemplated an inspection of the 
vocal cords. It is plain that he thought the 
sense of touch was more to be relied on than that 
of sight, and he evidently referred to the epi- 
glottis rather than the parts below. 

In 1844, Dr. Warden, of Edinburgh, reported 
two cases in which he had been able to see the 
glottis by means of a tube and two prisms, one 
for throwing light into the tube and the other 
placed in the pharyngeal end of the tube for 
deflecting the light down on to the glottis. To 
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Fic. 1V. Laryngoscope of Warden. A hol ow canula with a long 
handle to which is attached a prism. This can be turned in various 
directions in order to divert the light from a lamp into the ¢ a. 
A small prism with a metallic handle is then passed along the flo 
of the canula to its laryngeal end, where it serves to divert the light 
down to the larynx. This second prism is not shown in the figure 


facilitate the examination (which the patient 
evidently found rather strenuous) he advised 
quieting the irritability of the throat by touch- 
ing it with the finger, depressing the tongue, 
dilating the fauces and encouraging the patient 
to swallow in order to lift up the arytenoids and 
the epiglottis. Such a method was of no prac- 





tical value. 
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treatise on the voice worthy of the commenda- 
tion of the French Academy. 

Let us look for a few moments at the attempts 
of the predecessors of Garcia to see the larynx 
in the living, human subject. In these days, 
when the study of laryngology is compulsory for 
a medical degree, and when every student. is 
obliged to have a fair amount of attainment in 
the use of the laryngeal mirror, it seems strange 
to read, in an article published by Yearsley in 
London, in 1862, seven years after Garcia’s paper 
and four years after Czermak’s demonstrations, 
that he feels that the subject is such an impor- 
tant one that he hopes there will be in every large 
city at least one practitioner who is expert in the 
use of the laryngoscope. 

It is probable that dental mirrors had been 
used at intervals from time immemorial for 
examining the teeth, and polished tubes for 
looking into the external canals are of very ancient 
origin. Many of you have, doubtless, seen the 
various specula unearthed at Pompeii. But it is 
necessary to have illumination as well as a 
reflecting mirror in order to see down into the 
larynx, and, as Mackenzie well says, “ the fact 
that it was not till comparatively recently that 
physicians attempted to discriminate between 
diseases of the fauces and those of the windpipe, 
may account for the non-appearance of the 
laryngoscope at an earlier date. There is no 
evidence of a laryngoscope before the middle of 
the eighteenth century.” 

About 1743, M. Levret, a French accoucheur, 
devised a sort of speculum to aid him in removing 
polypi from the nose and throat by ligatures. 
It was a plate of polished metal which reflected 
the luminous rays in the direction of the tumor 
and also received the image of the tumor. This 
was evidently merely something to enable him 
to see how to tie his ligatures, and he made no 
real use of it to see the larynx. 

Nearly sixty years later, in 1804, Bozzini of 
Frankfort, Germany, devised a tube for illuminat- 
ing the various canals of the body. The title of 
the book was “ The Light-Conductor, or Descrip- 
tion of a Simple Apparatus for Illumination of the 
Internal Cavities and Spaces in the Living Body.” 
An absurd idea was commonly held that the 
apparatus would permit an inspection, not only 
of the outlets of the body, but even the internal 
viscera. The medical faculty, particularly that 
of Vienna, was down on him for his pretensions 
and styled his instrument the “ Magic Lantern 
in the human body.” 

His invention, of which I show you a drawing, 
consisted of two essential parts, first a kind of 
lantern and second a number of hollow metal 
tubes (specula) for introducing into the various 
canals of the body. The lantern was vase- 
shaped, made of tin, in the center of which was 
a small wax candle. In the sides of the lantern 
were two round holes, a larger one and a smaller 
one opposite each other. To the smaller, an eye 
piece was fixed, and to the larger the speculum. 
The flame of the candle was situated just below 
the level of these two apertures. The mouth of 
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the speculum, a tube of polished tin or silver, 
| was always of the same size, but the diameter of 
the tube beyond the orifice varied according to 
the size of the canal into which it had to be intro- 
iduced. The apparatus was about thirteen inches 
high and at the downward bend of the laryngeal 
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Fic. Il. Laryngoscope of Bozzini, showing the vase-shaped lamp 
with candle inside. The speculum with the two small mirrors at 
the bena is to be attached to the larger opening in the side of the 
lamp. For looking down into the larynx, the small end of the specu- 
lum is directed downwards, and it can be turned upward when the 
post-nasal space is to be examined. 








tube were two mirrors. In employing reflected 
light he had the speculum divided by a vertical 
partition, so that there were two canals and two 
mirrors, one to convey light and one to receive it. 

Later I will give some of the objections to the 
value of such tubes in the throat. Suffice to 
say here, that nothing of value came from its use 
in the throat. 

In 1827, Dr. Senn, of Geneva, had a little 
mirror constructed for introduction to the back 
of the pharynx, with which he tried to see the 
upper part of the larynx, but he gave up its use 
on account of the small size of the instrument. 

In 1829, Dr. Benjamin Guy Babington, at a 
meeting of the Hunterian Society of London, 
showed an instrument, not very unlike the laryn- 
goscope now in use, for examination of the parts 
within the fauces not admitting of inspection by 
unaided sight. He used two mirrors: one, the 
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smaller, for receiving the laryngeal image in the 
throat, and the larger for concentrating the solar 
rays on the first one. The patient sat with his 
back to the sun, and, while the illuminating 
mirror (a common hand looking-glass) was held 
in the left hand the laryngeal mirror was intro- 





duced into the mouth with the right hand. By 





Fic. 
mirror and the tongue depressor. 


Glottiscope of Babington, showing the laryngeal 
a simple mechanism, a tongue depressor was 
united with the laryngeal mirror and thereby one 
of the most serious obstacles to laryngoscopy 
was attempted to be overcome. A spring was 
fixed between the shank of the laryngeal mirror 
and the spatula in such a way that by pressing the 
two handles together the tongue was depressed. 
At a later period he gave up the combination of 
mirror and spatula and had mirrors made which 
resembled those now in use. They were of 
polished steel inclined to the shank at an angle 
of about 120°. Though he used his mirrors on 
many patients, there are no cases recorded in 
which it was employed. He made a decided 
advance over Senn, who used merely a laryngeal 
mirror and no mirror for throwing in light. The 
difference between Dr. Babington’s glottiscope, 
as he called it, and the one now in use is that, 
while in the latter the light is thrown on the 
laryngeal mirror by a circular mirror attached to 
the forehead of the operator, in the former the 
illuminating was effected by a mirror held in the 
operator’s left hand and also no artificial light 
was used. 

In 1832, Dr. Bennati, of Paris, asserted his 
ability to see the vocal cords. A mechanic named 
Selligue, who was suffering from tubercular 
laryngitis, had invented a double-tubed specu- 
lum, of which one tube served to carry the light 
to the glottis,and the other to bring back to the 
eye the image of the glottis reflected in the mirror 
placed at the pharyngeal end of the tube, and his 
larynx was examined and treated by Bennati by 
means of this apparatus. 

Trousseau, the great French clinician, had a 
similar tube made for himself, but found it of 
very little value, as not more than one patient in 
ten could tolerate it. Hesays, “it is of such a 
size that it fills up the space between the free edge 
of the soft palate and the tongue. It causes 
gagging, retching and closure of the pharynx, 
which prevents a view of the parts lower down,” 
and he asserts that ‘“‘ Bennati is in error in saying 
that he has seen the glottis with the speculum 
of Selligue. He saw only the upper part of the 
epiglottis and very rarely the superior entrance 
of the larynx and that only when the accidental 











straightening out of the epiglottis permitted.” 
Trousseau recommends, instead, a digital exami- 
nation of the larynx, which shows what he thought 
of specula. 

In 1838, Baumés showed at the Medical Society 
of Lyons a mirror about the size of a two-franc 
piece, which he described as very useful for 
examining the posterior nares and larynx, but 
no cases are recorded. 

In 1840, Liston, a Scotch surgeon, in his work 
on practical surgery, in treating of edematous 
tumors which obstruct the larynx, says: ‘ The 
existence of this swelling may often be made out 
by a careful examination with the fingers and a 
view of the parts may sometimes be made out by 
means of such a glass as is used by dentists, on 
a long stalk, previously dipped in hot water, 
introduced with its reflecting surface downward 
and carried well into the fauces.” Although 
much credit has been given to Liston, it is obvious 
that he never contemplated an inspection of the 
vocal cords. It is plain that he thought the 
sense of touch was more to be relied on than that 
of sight, and he evidently referred to the epi- 
glottis rather than the parts below. 

In 1844, Dr. Warden, of Edinburgh, reported 
two cases in which he had been able to see the 
glottis by means of a tube and two prisms, one 
for throwing light into the tube and the other 
placed in the pharyngeal end of the tube for 
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Fic. 1V. Laryngoscope of Warden. A hollow canula with a long 


handle to which is attached a prism. ‘This can be turned in various 
directions in order to divert the light from a lamp into the canula 
A small prism with a metallic handle is then passed along the floor 
of the canula to its laryngeal end, where it serves to divert the light 
down to the larynx. This second prism is not shown in the figure. 
facilitate the examination (which the patient 
evidently found rather strenuous) he advised 
quieting the irritability of the throat by touch- 
ing it with the finger, depressing the tongue, 
dilating the fauces and encouraging the patient 
to swallow in order to lift up the arytenoids and 
the epiglottis. Such a method was of no prac- 
tical value. 
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In 1844, Mr. Avery, of London, made use of a 
circular reflector, perforated in the center, for 
concentrating the light on a laryngeal mirror. 
This was attached to a head-band worn by the 
operator. The reflector was five inches in dia- 
meter and the apparatus worn on the head 
weighed a pound. The small laryngeal mirror 
was placed at the end of a speculum, as in Boz- 
zini’s case, but it was very difficult to use on 
account of its irritating the throat. No cases 
seen with this instrument are recorded, and it was 
not published until after Garcia’s paper. 











Fic. V. 
speculum with mirror inside, handle of small mirror not shown in 
figure. 


Avery’s Laryngoscope. Head band, mirror, lamp 


All the experiments up to this time had pro- 
duced no practical result as far as knowledge of 
the larynx was concerned. The larynx as a 
whole had probably never even been seen and, 
consequently, the physiology and pathology of 
the organ were no further advanced than in the 
early part of the nineteenth century. An isolated, 
incomplete examination, followed by no theoreti- 
cal or practical advantage, merely a medical 
curiosity, which did not impress even its inventor 
as having any special value, — such was the state 
of knowledge, or rather ignorance of the living 
larynx, when, in 1854, while on a vacation in 
Paris, Manuel Garcia undertook a series of laryn- 
goscopic examinations on himself for the purpose 
of studying the action of the larynx in the pro- 
duction of the voice. He was unaware of what 
had been done by his predecessors; in fact, they 
had not done much that could help his studies. 

‘“‘One day in September, 1854,” he says, “ when 
[ was sauntering about the Palais Royal, busied 
with the wish often put aside as unattainable 
but yet always urgent, namely, to see the glottis 
during the act of singing, I suddenly saw both 
mirrors of the laryngoscope in their respective 
positions as clearly as if my eyes actually beheld 
them. I immediately hastened to Charriére, the 
instrument maker, and in answer to my inquiry 








if he happened to have a little mirror on a long 
handle, he replied that he had a small dental 
mirror which had been exhibited in the London 
Exposition of 1851, but which had been found 
unpractical. I bought it for six franes. After 
procuring a small hand mirror, I hastened home 
in great impatience to begin my experiment. I 
laid the little mirror, which I had warmed in hot 
water and carefully dried, on my uvula, and with 
the hand mirror concentrated a beam of sunlight 
on its surface. To my great joy, I saw the 
glottis widely open and so distinct that a portion 
of the trachea was visible. 

‘“When my initial excitement had subsided, I 
began to examine what was presented to my eye. 
The form and manner in which the glottis opened 
and closed noiselessly and its movements in 
phonation filled me with astonishment.’ 

He was the first to conceive the idea of an auto- 
scopic examination. He directed that the person 
experimented on should turn towards the sun so 
that its rays falling on the little mirror in the throat 
should illuminate the glottis. He also said that 
if the observer experimented on himself he should, 
by means of a second mirror, receive the sun’s 
rays and direct them on to the throat mirror. 
He occasionally advised the use of a perforated 
head mirror, when he was being examined by 
another person. ° 

In 1855, just fifty years ago, he presented before 
the Royal Society of London his paper entitled, 
‘‘ Physiological Observations on the Human 
Voice,” which contained the first, and a very 
admirable, account of the action of the cords in 
inspiration and vocalization, some very impor- 
tant remarks on the production of sound in the 
larynx and also valuable reflections on the forma- 
tion of chest and falsetto tones. 

This paper created little stir at the time, and 
was treated with apathy, if not incredulity. It 
was known that he had a very tolerant throat 
which he, as a trained singer, had under perfect 
control, and his observations were thought to be 
merely personal and not of universal application. 
The fact that he was not a medical man may have 
lessened the interest of physicians in this epoch- 
making discovery. 

His paper, however, passed into the hands of 
Tiirek of Vienna, who, two years later, in 1857, 
during the summer months, employed the mirrors 
and methods of Garcia on himself, and also at 
the Vienna General Hospital; but the uncertain 
light and the frequent absence of sun made him 
inclined to lay aside his studies, and he even 
declared that he was “far from having and 
exaggerated hopes about the employment of the 
laryngeal mirror in practical medicine.” He 
was a fine musician and an able physician any 
was much helped in the publication of his clas- 
sical work on “ Diseases of the Larynx,” which 
he published later, by Dr. Effinger, a noted water- 
color artist, who illustrated the conditions seen 
in the laryngoscopic cases which came under 
Tiirck’s care after the method had been per- 
fected by Czermak. 

This final step in the progress of laryngoscopy 
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was made by Czermak, Professor of Physiology 
in Pesth, in Hungary. He had a very large 
pharynx, small tonsils and uvula, and was a 
splendid subject for laryngoscopy. 

In order to study the production of certain 
guttural sounds, such as occur in the Arabic 
language, in 1857, he borrowed from Tiirck the 
little mirrors which the latter had thrown aside 
as useless. In order to be independent of the 
sun and weather, he substituted artificial light 
for sunlight and made use of the large concave, 
ophthalmoscopic mirror of Ruete for concen- 
trating the luminous rays. Full of enthusiasm, 
he made journeys to Germany, France and 
England, journeys which were considered im- 
possible, at that time. By his demonstrations on 
himself and others, he compelled an interest and 
knowledge of this new discovery, and at this time 
the ‘Science of Laryngology ” took its origin. 
In 1858, he published his first essay, entitled: 
‘‘ Physiological Researches with the Laryngeal 
Mirror of Garcia,” thus showing the importance 
he attached to the work that had been done by 
Garcia. 

At the time of Czermak’s great activity a 
marked controversy arose between him and 
Tiirck in regard to various questions of priority 
in the use of these mirrors and methods. The 
rivalry, unfortunate for the two individuals, 
had the effect of attracting attention to the sub- 
ject and, in a way, was a means of making known 
the merits of this new mode of diagnosis and 
treatment. 

It would be unpatriotic did we not mention a 
fact, probably unknown to most of you, that 
Massachusetts has also had a small share in the 
history of laryngoscopy. In January, 1858, Dr. 
Ephraim Cutter, of Woburn, Mass., in conjunc- 
tion with Mr. G. B. Clark, of Cambridge, the 
noted lens and telescope maker, devised a laryn- 
goscope similar to that of Bozzini. It consisted 
of two tubes, one for observation and the other 
for illumination, and at the oval, pharyngeal end 
was a prism to divert the rays of light into the 
larynx. I can show you a drawing of Cutter’s 
proposal and also of what Clark wished to sub- 
stitute, but I am not aware that it came to any 
practical use. Perhaps some of the older members 
of this society may know something of its fortune. 

Looking over the various experimenters whom 
I have mentioned, we may say, in a general way: 

(1) Bozzini first attracted attention to the 
importance of seeing into the different cavities 
of the body, and to some extent succeeded. 

(2) Babington was, in a certain sense, the dis- 
coverer of laryngoscopy. 

(3) Baumés, Liston and Warden and Avery 
made apparently independent efforts to examine 
the larynx. 

(4) But to Garcia is due the merit of having 
first made an extended series of examinations of 
the healthy larynx. 

(5) And to Czermak must be awarded the 
praise of having diffused the knowledge of the 
instrument and shown its value in the study of 
disease. 





The tubes and specula had no practical result. 
The mirrors of Babington and Liston and the 
illumination of Avery were not so very unlike 
what we have to-day. But no knowledge of the 
larynx, no literary contribution, came until 
Garcia. 
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_ Fie. VI. Cutter’s Laryngoscopic Tubes. Upper one with prism 
inside is Cutter’s idea for illumination of the larynx, and lower one 
with two prisms is Clark’s suggestion. 


As a singer, he had learned to depress the base 
of his tongue, but he did not advocate in exami- 
nation the drawing forward of the tongue by the 
left hand of the operator, and, consequently, he 
generally failed to see the anterior part of the 
cord. Fortunately, it is the posterior part where 
most of the motion in speaking and singing takes 
place, hence he was able to publish his very com- 
plete paper on the “ Human Voice.” In this 
paper, read before the Royal Society in London 
in 1855, he says: ‘‘ At the moment when the 
person draws a deep breath, the epiglottis being 
raised, we are able to see the following series of 
movements: the arytenoid cartilages become 
separated by a very free lateral movement, the 
superior ligaments are placed against the ven- 
tricles, the inferior ligaments are also drawn back. 
though in a less degree, and the glottis, large and 
wide open, is exhibited so as to show in part the 
rings of the trochea. As soon as we prepare to 
produce a sound the arytenoid cartilages approach 
each other and press together by their anterior 
surfaces without leaving any space. Sometimes 
they even come into so close contact as to cross 
each other by the tubercles of Santorini.’”’ These 
are certainly the words of one who has seen 
critically, exactly and repeatedly, not only the 
epiglottis, but the cords and the whole larynx. 
He gave also very valuable information on the 
chest, head and falsetto registers, and showed that 
the vocal cords and not the ventricular bands 
exclusively form the voice, whatever its register 
or intensity. Although not a medical man, his 
work was considered so valuable that he was 
given an honorary degree of M.D. by the Uni- 
versity of Konigsberg, in Germany. 

I have tried to bring before you a few facts in 
regard to the artistic and highly musical ante- 
cedents and surroundings of Manuel Garcia; his 
great success as one of the most famous teachers 
of singing in the world, his painstaking studies 
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of his own larynx, after so many others had failed 
or their efforts had resulted in nothing of value; 
his noteworthy paper before the Royal Academy, | 
the first erposé of the appearance and action of 
the living human larynx; his honorary medical 
degree; the fact that his mirrors were used by 
Tiirek and Czermak, who, especially the latter, 
amplified and improved the art; and more espe- 
cially by his demonstrations and Journeys made 
known to the medical world the possibility of 
seeing and treating the larynx and thus making 

possible the science of lary ngology and rhinology. 
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A METHOD OF PRODUCING ETHER NARCOSIS 
BY RECTUM, WITH THE REPORT OF 
FORTY-ONE CASES, 


BY JOHN H. CUNNINGHAM, JR., 





M.D., BOSTON, 
Assistant Visiting Surgeon to the Long Island Hospital, 
AND 
F. H. LAHEY, M.D., 


Senior House Officer, Long Island Hospital, Boston. 


Tue idea of producing narcosis by injecting 
ether vapor into the rectum occurred to the writer 
while serving as house surgeon under Dr. Abner 
Post at the Boston City Hospital in 1903. This 
idea was founded upon the fact that rectal 
enemata were so successfully absorbed. The sub- 
ject was suggested to Dr. Post, who informed 
him that the method was an old one, and the 
writer was referred to an article written by Dr. 
Post in 1884, when he and Dr. George W. Gay 
employed the method in a few cases at the 
Boston City Hospital. A careful search of the 
literature revealed the following history: 

The first mention of producing ether narcosis 
by the rectum appears in Pirogoff’s book on etheri- 
zation, published in 1847 in St. Petersburg. 
About the same time Roux! made expe riments 
upon the subject, as did Vincente y’ Yhedo and 





1 Jour. de l’Academie des Sciences, Xviii, 47, p. 146. 


Mare Duprey, employing injections of ether pure 
and mixed with water. Their observations, al- 


‘though demonstrating the practicability of this 


method of producing complete anesthesia, excited 
little interest. 

No mention of the practice appears again until 
1884, when Molliere,? following the suggestion of 


Dr. Alex Yversen of Copenhagen, employed the 
method at l’Hétel Dieu de Lyon and established 
its merit. His experiments were made with a 


simple apparatus similar to that employed by 
'the earlier investigators. It consisted of a large 
bottle almost filled with ether from which a tube 
conducted the vapor to the rectum. The bottle 
was placed in a water bath which had a tempera- 
ture greater than the boiling point of ether. By 
this means the ether was made to boil, and by 
its own volatile expansion was carried over into 
the rectum. Molliere produced complete anesthe- 
sia in from ten to twenty minutes, and used only 
asmall quantity of ether (10 gms.) in so doing. 
Unlike the results of Pirogoff’s and Roux’s ex- 
periments, those of Molliere created considerable 
interest and several surgeons practiced the method 
with variable results. 

Hunter * reports six cases which he summarizes 
as follows: ‘‘ The method in question promises, 
in my opinion, to effect a radical improvement in 
the method of administering ether. A striking 
feature is the small quantity of ether required, 
showing how large a quantity is commonly 
wasted. The absence of any unpleasant sensa- 
tions on the part of the patient is a matter of 
no small importance. The rapidity with which 
anesthesia can be induced and the general 
absence of struggling and opposition by the 
patient give the rectal method a decided value, 
even if it should be used only as a preliminary 
step to the usual method.” Hunter makes no 
reference to diarrhea or other ill effects being 
produced by the employment of this method. 

Weir * mentions seven cases where rectal ether- 
ization was employed by Dr. William T. Bull 


with the result that nearly all had bloody or 
simple diarrhea following, and that one case 
became collapsed afterward. He also cites two 


cases of his own. One was a boy fourteen years 
of age who received rectal ether for fifteen min- 
utes, and although he became sleepy and the 
breathing sterterous, sensibility was not com- 
pletely lost and etherization in the ordinary way 
became necessary. His other case was a robust 
child of eight months, upon which he operated 
for hare-lip. The child was fully anesthetized in 
three minutes and the operation completed suc- 
cessfully. The amount of ether used was in all 
less than two ounces. The child was ‘‘ somewhat 
depressed ”’ at the end of the operation, but 
rallied under stimulation and heat. During the 
night it had several bloody movements and died 
the following morning. 

Wanscher ® records twenty-two cases anesthe- 
tized by injecting ether vapor into the rectum 


2Lyon Medical, 1884, xlv, p. 419. 

3 New York Med. Rec., 1884, xxv, p. 507. 

4 New York Med. Rec., 1884, xxv, p. 508. 

5 Cong. Internat. Med. Sciences, 1884, ii, p. 186, Sec. 1. 
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after the method suggested by Pirogoff, and 
speaks in most favorable terms regarding his 
results. He mentions one especially noteworthy 
‘ase Which explains the occasional difficulty in 
producing narcosis by the rectal method. In 
this case he gave rectal ether for between thirty 
and forty-five minutes with no result. Knowing 
that the patient’s bowels had not been properly 
cleaned out he postponed the operation, emptied 
the bowel and rectum of its contents and the 
following day repeated the etherization. The 
patient was completely etherized in thirteen 
minutes. There are several cases in our series 
that corroborate this observation, and it might be 
said that difficulties in rectal etherization arise 
only from failure to have the bowel clean. 

Post,® reports three cases etherized at the Bos- 
ton City Hospital by the rectal method. The first 
case was a man with cellulitis of the arm, with 
general toxic symptoms. He was completely an- 
esthetized in thirteen and a half minutes. The 
ether was then discontinued and complete anes- 
thesia continued for nearly a half hour. Several 
hours later he had two loose movements which 
contained much gas. A starch and opium enema 
was given and no further diarrhea resulted. The 
second case was one which came to the hospital 
after having eaten a hearty breakfast. The 
patient received rectal ether for thirty-four 
minutes, at which time she was completely 
anesthetized, one and three quarters ounces of 
ether being used. During the etherization the 
abdomen became slightly distended and the gas 
was expelled by abdominal pressure. The patient 
vomited about an ounce of fluid once, following 
the ether. There was a normal movement from 
the bowel about one hour later and subsequently 
two slightly loose movements, one of which was 
tinged with blood. The third case was one with 
hemorrhoids. Etherization was complete in fif- 
teen minutes and a little less than two ounces of 
ether was used. There was no vomiting or 
diarrhea following the etherization. 

Hewett, in his book, ‘‘ Anesthetics and Their 
Uses,’”’ 1901, speaks of the early work of Alex 
Yversen and Molliere and the cases of Weir and 
Bull. He mentions Dr. Buxton’s preference for 
rectal etherization in operations upon the upper 
extremity. He makes no statement that leads 
one to believe that he has had any personal experi- 
ence with this method of ether administration. 

Buxton, in his book on “ Anesthetics,” 1900, 
states that he has employed the method “ pretty 
extensively” and strongly advocates its use in 
operations about the head and neck and for 
empyema. 

Advantages. — It is obvious that a free and 
continuous access to the field of operation is a 
great advantage to the surgeon. In operations 
upon the head, face, mouth, nose, throat, ear, 
eye and neck the absence of the ether cone not 
only lessens the technical difficulties of the opera- 
tion, but also minimizes the chances of sepsis and 
lessens considerably the time necessary to perform 
the operation. 


6 Boston MEDICAL AND SURGICAL JOURNAL, 1884, cx, p. 442. 





Experience has shown that the patient passes 
under the influence of the drug rapidly and with 
no sense of suffocation; that less ether is used, not 
only in producing the narcosis, but also in main- 
taining it; that the stage of excitement is lessened 
or absent; that the ether recovery is more rapid, 
and that the disagreeable after effects of inhala- 
tion ether narcosis are diminished or absent. It 
is also noteworthy that alcoholics pass through 
the stage of excitement with little, if any, resis- 
tance or struggling. 

The employment of this method of etheriza- 
tion in diseases of the lungs, especially tubercu- 
losis, abscess and pneumonia, immediately sug- 
gests itself. The same might also be said of 
empyema, mediastinal abscesses and new growths. 

Although it is true that the greater part of the 
ether is eliminated through the lungs as in inhala- 
tion narcosis, the direct irritation of the concen- 
trated vapor is overcome, and post-operative 
pneumonia should be lessened. 

The absence of bronchial secretions in our 
series of cases has been a striking feature. 

As has already been pointed out by Dr. Wan- 
scher, the patients that have taken ether by 
inhalation and by rectum express a preference 
for the rectal method. The chief explanation 
being that the convalescence is easier. 

Disadvantages. — To say that this method has 
no disadvantages in view of the fact that it has 
lain idle for a period of twenty years seems start- 
ling. By the old method of administration there 
were distinct disadvantages which warranted the 
discarding of this method of ether administration. 
These were rectal disturbances, and the inability 
to control the stages of narcosis. 

It has been claimed by some that ether narcosis 
by rectum produces diarrhea and melena. This 
may be easily explained when we consider the old 
method of administration, which was to place a 
bottle of ether in a boiling water bath and allow 
the vapor to be carried over into the rectum by 
its own expansion. By this method there was no 
means of appreciating the amount of ether pass- 
ing into the rectum, and the ether going over at 
a high temperature was condensed in the tube and 
rectum. 

To overcome these two objectionable features, 
the illustrated apparatus has been employed. In 
our series of cases there has been no diarrhea or 
bloody stools, the bowels being rather consti- 
pated than otherwise. In those patients who 
were properly prepared the bowels have moved 
for the first time on the third to the fifth day. 
It has been suggested that this absence of rectal 
irritation may be due to the better quality of 
ether now in use, as well as to our method of 
administration. 

Colicky pains and painful distention mentioned 
by Buxton as after effects have been noted in a 
few of our cases. Pain has been so slight and 
has passed off in so short a time that it can hardly 
be considered a disadvantage. This pain has 
been noted more particularly in those cases not 
properly prepared. 

It is probably not desirable to employ this 
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method in abdominal cases on account of the 
distention, but there seems to be no reason why 
it should not be employed to produce narcosis 
preliminary to the administration of ether by 
mouth. 

Technic. — To obtain the best results it is 
essential that the bowels should be thoroughly 
cleaned out. It has been our custom to give 
two ounces of a saturated solution of magnesium 
sulphate on the evening before operation, and 
early the following morning a large suds enema. 
Just before going to the operating table another 
similar enema is given. 

The ether breakfast has consisted of two ounces 
of beef tea. 

Apparatus. — We began our experiments with 
a wash-bottle six inches in height and two and a 
half inches in diameter. Of the height four inches 
was used for ether space and two inches for vapor 
space. A simple straight glass tube led to the 
bottom of the bottle and was connected with the 
afferent tube. The efferent tube, leading to the 
rectum is connected with a glass tube, the proxi- 
mal end of which was flush with the inner surface 
of the rubber stopper. This was a satisfactory 
apparatus except that the bottle did not hold 
enough ether without refilling during a long 
operation. Later, we tried an apparatus in 
which the wash-bottle was twelve inches in height 
and one and a half inches in diameter, allowing 
a nine inch column of ether for the bubbles to 
ascend through. This was discarded as it was 
difficult to keep the apparatus right side up, and 
the small amount of ether used rapidly cut down 
the height of the column, owing to its small 
diameter. 

Later the Davidson apparatus, which is used 
to administer warm ether vapor through a hard 
rubber tube in the corner of the mouth, was tried, 
being attached to the rectal tube, and was dis- 
carded because of the foot pump and the stop- 
valve in the efferent tube, the foot-pump filling 
the bag which caused a constant flow of ether 
when the stop-valve was opened. In adminis- 
trating the anesthetic in this way it is impossible 
to appreciate as accurately the amount of ether 
being given as with the bulb method about to be 
described. 

The apparatus which we have used on all our 
later cases and which has been the most satis- 
factory consists of a bottle the body of which is 
seven and a half inches in height, five inches being 
used for ether space, two and a half inches and 
the neck for vapor space. The diameter is four 
inches and the capacity on the ether space 
twenty-nine ounces, so that a large amount of 
ether may be used without materially lowering 
the ether column. The afferent tube which leads 
to the bottom of the ether column ends in a bulb | 
with several small perforations so that the air 
ascends in several small bubbles. The stopper and 
the connections should be tight. 

The bottle is placed in a water bath at a tem- 
perature of between 80° and 90° F. Ether boils 





at 98.6° F. It is desirable to keep the tempera- 
ture below this point. By keeping the ether as | 


warm as possible without boiling, the air forced 
in by the bulb is more easily saturated. If the 
operation is a long one it may be desirable to 
renew the temperature of the bath. We have 
employed Patch’s ether in most cases. 





A, warm bath completely submerging column of ether. B, 
wash-bottle containing ether. C, afferent tube attached to 


B, wash-bottle, on one end and bulb on otherend. D, effe- 
rent tube connected at the proximal end to B wash-bottle, 
at the distal end to F, rectal tube. EE, bulb. F, rectal tube. 
Rectal tube does not show as connection is made behind sand 
bag. G, sand bag under patient’s thigh. 

The efferent tube should be sufficiently long 
to allow moving the wash-bottle away in case the 
operator wishes to change his position from one 
side of the table to the other. We have tried 
efferent tubes of varying lengths and have 
noticed no difference in the results; ether in no 
case being condensed in the efferent tube. 

The afferent tube should be of sufficient length 
to allow the etherizer to inspect the patient from 
head to foot still retaining the bulb in hand. We 
have not found it necessary to employ an “ in- 
terseptor ” as no ether is condensed in the tube. 

We have tried rectal tubes with eyes placed at 
various intervals; but these have had no advan- 
tage over the stiff rectal tube with a single eye 
at the end, and do have the disadvantage of 
kinking more easily on account of the eyes weak- 
ening the tube. 

Administration. — The patient lies upon the 
back with the legs held in slight flexion by a sand- 
bag placed under the thigh. A stiff large-sized 
catheter or rectal tube is inserted into the rectum 
for a distance of from ten to fourteen inches. The 
efferent tube is now connected with the rectal 
tube and the vapor forced in until considerable 
gas is pressed around the rectal tube. Keeping 
the forefinger in the rectum beside the tube, 
unless it causes the patient pain, hastens the 
expulsion of the rectal gases. 

It is essential that the rectum be distended to 
the point of emptying itself around the tube, for 
we have learned that without first removing the 
gas normally in the bowel the patient absorbs 
the ether much more slowly, presumably because 
of the dilution of the ether gas by the gases nor- 
mally in the gut. After this gas has been ex- 
pelled the ether should be forced in by a few 
squeezes of the bulb every five or ten seconds, 
or until it is expelled about the tube. A little 
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experience with the method will enable one to 
keep the prover amount of ether gas in the rectum 
without its being expelled around the tube. 

At the first introduction of the rectal tube, or 
the first volume of ether, the patient may feel a 
natural discomfort and desire to defecate; but in 
a short time this sensation disappears. The 
breath becomes ether laden in from one to five 
minutes after the ether is started. The patient 
gradually becomes drowsy, the breathing sterter- 
ous and he then passes into complete surgical 
narcosis without any stage of excitement. 

Narcosis being complete the same signs regard- 
ing the patient’s condition should guide the anes- 
thetist as in administrating ether by inhalation. 

Care should be exercised after complete nar- 
cosis has taken place to see that the jaw does not 
drop down allowing the tongue to fall back over 
the larynx. In one of our early cases the patient 
became partially asphyxiated through neglecting 
this precaution. When the jaw was drawn for- 
ward the natural color returned to the face and 
the patient began to breath normally. 

After narcosis is complete two or three squeezes 
of the bulb a minute will usually suffice to keep 
itso. It is noteworthy that the patients may be 
“run light ”’ as they usually respond rapidly to 
the injections after being once etherized. 

If the patient becomes too profoundly anes- 
thetized the efferent tube should be disconnected 
and such ether-gas as is in the bowel forced out 
through the rectal tube by abdominal massage. 
An oxygen tank should be connected with the 
rectal tube and this gas made to distend the bowel. 
Artificial respiration and stimulation should be 
resorted to in the usual manner. When the 
operation is complete it has been our custom to 
expel as much of the gas-ether as possible by 
massage of the abdomen with the rectal tube 
still in position. 

Following is a brief summary of each of our 
cases. The first five cases are those etherized on 
Dr. Post’s service at the Boston City Hospital 
in 1903, by Dr. Daniel F. Mahoney. Most of the 
remaining cases are from the surgical clinic of the 
Long Island Hospital and were etherized by Dr. 
Lahey who has kept the careful records of the 
results. A few of the cases have been etherized 
by other house officers, Drs. F. F. Andrews and 
I’. M. Page. 


Case I. — Fracture of the skull. Operation, trephine. 
Ether started by mouth and maintained for seven 


minutes, the patient then being quiet. Previous to| 


administration of ether, he was unconscious, but rest- 
less, with repeated convulsions. Amount of ether 
used by mouth was 1 oz. Duration of etherization by 
rectum was forty minutes. Amount of ether used 
by rectum was 34 oz. 

Remarks: The patient never gained consciousness 
and died thirty-six hours later. He vomited constantly 
until his death, during which time he also had incon- 
tinence of urine and feces, and which features were 
unquestionably due to the character of the injury. 

Case II. — Plastic on nose. Ether started by mouth 
and maintained for fifteen minutes, the patient then 


being through the primary stage. Amount of ether| after ether stopped. 
by mouth, 40z. Duration of etherization by rectum’ ether removed. 


, 


was forty-five minutes. Amount of ether used was 
3 0%. 

Remarks: The patient was out of the ether com- 
pletely two hours after the ether was taken off. How 
much sooner consciousness was regained is not known 
as the observation was not made until this time. The 
patient vomited once only. The bowels moved twelve 
hours after the operation. The movement was only a 
few ounces and was watery. There was no evidence 
of blood or mucus. The next movement was three 
days later and was normal. 

Cask III. — Bullet in skull. Ether started by mouth 
and maintained for six minutes, the patient then being 
in the primary stage. Amount of ether used by 
mouth, 1 oz. Duration of etherization by rectum was 
thirty minutes. Amount of ether used by rectum was 
6 oz. 

Remarks: The patient had only a suds enema just 
before going to the table as preparation for the ether. 
During the operation he often moved his legs, and 
although unconscious at all times, he was not entirely 
relaxed until the latter part of the operation. The 
patient vomited but once, which vomitus contained 
partially digested food. There was nausea for four 
hours following the operation. The bowels moved 
twelve hours after operation. The movement was 
watery and might have been part of the enema given 
just before going to the operating table. There was 
no blood in the movement. The bowels moved next 
on the third day following the operation. 

Case 1V.— Carcinoma of the upper lip. Ether 
started by mouth and maintained for twelve minutes, 
the patient then being in the stage of excitement. 
Amount of ether used by mouth was 3 oz. Duration 
of etherization by rectum was twenty-five minutes. 
Amount of ether used by rectum was 2 oz. 

Remarks: Entirely out of ether one hour after ether 
off. Previous observations not made. No vomiting 
or rectal disturbance. The bowels moved one day 
after operation. The stool contained no blood. 

Case V. — Tubercular glands of neck. Ether started 
by mouth and maintained for fifteen minutes. Amount 
of ether used was 5 oz. Ether by rectum for forty 
minutes. Amount of ether by rectum was 4 oz. 

Remarks: The patient was conscious two hours after 
operation. Vomited twice, mostly mucus. The 
bowels moved twice during the first twenty-four hours. 
The patient had no preparation the morning of the 
operation. 

Case VI. — Carcinoma of lower lip. Brun’s opera- 
tion. Ether started by mouth and maintained for 
ten minutes, the patient then being in the primary stage. 
Amount of ether used by mouth, 2 oz. Duration of 
etherization by rectum one hour and twenty-five 
minutes. Amount of ether used by rectum, 9 oz. 

Remarks: Knee reflexes returned fifteen minutes 

after the ether was taken off. Completely out of ether 
;one hour and fifteen minutes after ether stopped. 
| Yomited 2 oz. about thirty minutes after ether. 
Patient put upon rectal feeding twelve hours after 
| operation which was maintained for ten days. The 
| usual cleansing enema of suds was given every morning. 
Five days after operation the patient had a small 
| bloody stool. Except for this there was no rectal 
disturbance. 

| Case VII. — Dissection of the neck for tubercular 
| glands. . Ether started by mouth and maintained for 
| ten minutes, the patient then being through the pri- 
| mary stage. The amount of ether used by mouth was 
24 oz. Duration of etherization by rectum thirty-five 
minutes. Amount of ether used by rectum, 34 oz. 

Remarks: Knee reflexes returned seven minutes 
Vomited one ounce soon after 
Completely out of ether ten minutes 
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after ether off. No rectal disturbance. The bowels 
moved for the first time four days after operation. 


Case VIII. — Dissection of the neck for tubercular | 


glands. Ether started by mouth and maintained for 
fifteen minutes, the patient then being through the 
primary stage. Amount of ether used by mouth, 34 oz. 
Rectal etherization continued for one hour and twenty 


minutes. Amount of ether used by rectum was 9 oz. 
Remarks: The patient was relaxed throughout the 
operation. Regained knee reflexes eight minutes 


after ether off. Conscious ten minutes later. Vomited 
only once, 1 oz., thirty-five minutes after ether off. 
No rectal disturbance. No abdominal pain. The 
bowels moved for the first time four days after opera- 
tion. 

Case 1X. — Skin Grajt. 


fifteen minutes. Amount of ether used by mouth, 
4 oz. Duration of etherization by rectum twenty- 
five minutes. Amount of ether used by rectum, 6 oz. 

Remarks: Knee reflexes returned twenty minutes 
after ether off. Conscious ten minutes later. 
once only, 4 0z., twenty-five minutes after ether off. 
No rectal disturbances or abdominal pain. The 
bowels moved for the first time three days after opera- 
tion. 

Case X.— Removal of silver wire from an ununited 
compound fracture of the tibia. Ether started by 
mouth and maintained for fifteen minutes, the patient 
then being through the primary stage. Amount 
ether used by mouth, 5 oz. Ether by rectum given 
for one hour and ten minutes. Amount of ether given 
by rectum, 10 oz. 

Remarks: Knee reflexes returned thirty minutes 
after ether left. Conscious ten minutes later. Patient 
vomited 1 oz. three times after ether off; at intervals 
of one, two and three hours after operation. 
disturbances or abdominal pain. The patient has 
taken ether before and states that his ether recovery 
was much easier on this occasion. The bowels moved 
for the first time two days after operation. 

Case XI. — Plastic on face. Ether started by rec- 
tum. The patient became drowsy in about a minute 
and was completely etherized in three minutes, no 
stage of excitement being present. Duration of etheri- 
zation one hour and fifteen minutes. 
used was 6 02. 

Remarks: The knee reflexes returned twenty minutes 
after the ether was taken off, and the patient was con- 
scious fifteen minutes later. There was no vomiting. 
The patient was put on rectal feeding. On the fifth 


day following the operation he had a small bloody | 


movement of the bowels. The rectal feedings were 
continued, however, with no further trouble. 

Case XII. — Circumcision. Ether started by rec- 
tum and the patient was completely etherized in three 
minutes. There was no stage of excitement. Dura- 
tion of etherization, eighteen minutes. Amount 
ether used was 4 02. 

Remarks: The knee reflexes returned about ten 
minutes after the ether was taken off, and regained 
consciousness ten minutes later. There was no mucus, 
vomiting or rectal disturbances. The bowels moved 
for the first time three days after operation. 

Case XIII. — Reduction of an old subluxation of the 
knee. Ether started by rectum. Completely anes- 
thetized in seventeen minutes. There was no stage 
of excitement. Duration of operation forty minutes. 
Amount of ether used was 7 oz. 

Remarks: The patient was conscious fifteen minutes 
after the ether was off. There was no vomiting or 
diarrhea, although the patient had a desire to defecate 
several times during the first twenty-four hours after 
the operation, but failed in the attempt. The bowels 


Ether started by mouth | 
and maintained through the primary stage; time, | 


Vomited | 


of | 


No rectal | 


Amount of ether | 


of | 


] 

moved for the first time four days after the operation. 
There were no bronchial secretions. The patient had 
taken ether by inhalation several times during the past 
year and states that his recovery on this occasion was 
without the previous disagreeable features. He also 
states that except for the desire to defecate when the 
first volume of ether is introduced, the administration 
was without any unpleasant features. 

Case XIV. — Skin graft. Ether started by mouth. 
Patient took ether very badly and at the end of twenty 
minutes was struggling violently. Ether was then 
started by rectum and in three minutes later was com- 
pletely anesthetized. Amount of ether used by mouth 
was 4 oz. Duration of etherization by rectum was 
twenty-five minutes. Amount of ether used by rectum 
was 2 02. 

Remarks: The patient was out of ether in thirty min- 
utes after the ether was taken off. There was no vom- 
iting or abdominal pain. The bowels moved for the 
first time three days after operation. 

CasE XV. — Cystic tumor of neck. Ether started by 
mouth and maintained for fifteen minutes, the patient 
then being through the primary stage. Amount of 
ether used by mouth, 5 oz. Ether given by rectum for 
one hour. Amount of ether given by rectum was 
5 02. 

Remarks: The patient was out of ether in one hour. 
No vomiting, diarrhea or abdominal pain. The bowels 
moved for the first time on the fifth day after operation. 

CasE XVI.—Osteotomy for bow legs. — Ether 
started by rectum. Patient was completely anesthe- 
tized in five minutes. Duration of anesthesia was one 
hour. Amount of ether used was 6 oz. 

Remarks: Patient out of ether in thirty minutes. 
No vomiting, diarrhea or abdominal pain. The bowels 
moved for the first time on the third day. 

Case XVII. — Deep abscess of the lower leg. This 
patient was in delirium tremens at the time of opera- 
tion. He received no preparation except a suds and 

glycerine enema just before going to the table. Ether 

| was started by rectum. The patient moved about 
'continually and it was with some difficulty that he 
was kept on the table. It was not until 10 0z. of ether 
/had been injected that the patient was quiet enough to 
operate upon. 

Remarks: This case illustrates the necessity of 
|thoroughly cleaning out the bowel before adminis- 
trating the ether. The patient complained of sharp 
pains in the abdomen for three hours following the 
‘operation. The bowels moved the following day. 
_There was no diarrhea. 

Case XVIII. — Adenoids. Ether started by rectum. 
Patient completely etherized in seven minutes. Dura- 
tion of anesthesia was forty minutes. Amount of 
‘ether used was 4 oz. 

Remarks: The knee reflexes returned fifteen minutes 
after the ether was taken off and the patient was con- 
scious ten minutes later. There was no vomiting or 
abdominal pain. The bowels moved for the first time 
three days after operation. 

Case XIX.—Carcinoma of lower 
|started by rectum. Completely etherized in twelve 
|minutes. No stage of excitement. Duration of ether- 
|ization was one hour and ten minutes. Amount of 
|ether used was 8 oz. 
| Remarks: The patient was out of ether in twenty 
/'minutes. There was no vomiting or mucus. The 
_patient was put on rectal feeding which was continued 
| for eight days without rectal disturbance. 

Case XX.— Tendon suture, flexor surface of wrist. 
Ether started by rectum. Patient completely ether- 
ized in ten minutes. Duration of etherization was 
fifty minutes. Amount of ether used was 7 oz. 

Remarks: Patient out of ether twenty minutes 
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after ether off. No vomiting or diarrhea. The bowels 
moved for the first time on the third day by calomel. 

Case XXI.—Osteoma of the forehead. Ether 
started by rectum. Patient fully etherized seven 
minutes after ether started. Duration of etherization 
was thirty-five minutes. Amount of ether used was 
3% 02. 

Remarks: There was no stage of excitement, although 
the patient states that while taking ether on a previous 
occasion that there was much difficulty in “ getting 
under.” There was no vomiting or diarrhea. The 
patient was out of ether twenty minutes after ether 
off. The patient has expressed a decided preference 
for the rectal method. 

Case XXII. — Dissection of the neck for tubercular 
glands. Ether started by rectum. Complete anes- 
thesia in eleven minutes. Duration of operation one 
hour and twenty minutes. Amount of ether used was 
11 oz. 

Remarks: The patient was out of ether twenty 
minutes after the ether was off. There was no vomit- 
ing, but considerable nausea for the first five hours 
after operation. There was also a desire to defecate 
several times during the first twenty-four hours after 
operation. The bowels moved on the third day for 
the first time. There was no subsequent diarrhea. 

Case XXIII. — Amputation of the upper arm. Ether 
started by rectum. Complete anesthesia in fourteen 
minutes. Duration of etherization was fifty minutes. 
Amount of ether used was 6 oz. 

Remarks: Patient was out of ether twenty minutes 
after ether off. No vomiting or diarrhea. The bowels 
moved on the fourth day after operation. The patient 
states that he had a desire to defecate during the admin- 
istration of the ether until he lost consciousness, which 
was very disagreeable. There was no stage of excite- 
ment. 

CasE XXIV.— Lacerated wound of nose, lip and 
jace. Ether started by rectum. The patient had no 
preparation. Completely etherized in sixteen minutes. 
Duration of etherization was thirty-eight minutes. 
Amount of ether used was 4 oz. 

Remarks: The patient had only a large suds enema 
as preparation. Consciousness was not lost until 
ether had been given for twelve minutes, and even then 
the patient moved about for several minutes, which 
shows that the lack of preparation is an important 
element in the rapidity with which the ether is absorbed. 
The patient was out of ether fifteen minutes after ether 
off. The patient vomited once, several ounces of 
partially digested food eaten only a few hours previous 
to etherization. There was no further vomiting. 
The bowels moved on the second day. There was no 
abdominal pain. 

Case XXV.— lipoma of the shoulder and neck. 
Ether started by rectum. Completely etherized in 
eight minutes. Duration of etherization was thirty 
minutes. Amount of ether used was 64 oz. 

Remarks: The patient was out of ether twenty 
minutes after ether was off. The knee reflexes were 
present at this time. There was no vomiting. The 
bowels moved on the fourth day after operation by a 
cathartic. There was no stage of excitement although 
the patient was an alcoholic. 

Case XXVI. — Necrosis of the clavicle and sternum. 
Ether started by rectum, complete etherization being 
obtained in ten minutes. Duration of etherization 
forty minutes. Amount of ether used was 5 oz. 

Remarks: The patient was out of ether twenty 
minutes after the ether was taken off. The knee 
reflexes were present at that time. There was no 
vomiting or rectal disturbance. The bowels moved 
for the first time on the fourth day. 

Case XXVII.— Circumcision. Ether started by 





rectum. Complete anesthesia in five minutes. Dura- 
tion of etherization was fifteen minutes. Amount of 
ether used was 2 oz. 

Remarks: The patient was completely out of ether 
thirty minutes after ether off. No vomiting or diar- 
rhea. The bowels moved for the first time three days 
after operation. 

Case XXVIII.— Venereal warts. Rectal ether 
was given for twelve minutes, the patient then being 
only drowsy. She struggled considerably and passed 
much fecal matter. Learning that the patient had not 
received the proper preparation, the rectal tube was 
withdrawn and ether was given by inhalation. Amount 
of ether used by rectum was 14 0z. Amount by inhala- 
tion was 3 oz. 

Remarks: The patient had abdominal discomfort 
for two hours after consciousness was regained which 
was thirty minutes after ether was taken off. There 
was no vomiting or diarrhea. The bowels moved for 
the first time three days after operation, The patient 
stated that she did not remember that she received any 
ether by mouth. 

Case XXIX. — Skin graft lower leg. Ether started 
by mouth and maintained for fifteen minutes, the 
patient then being fully etherized. Amount of ether 
by mouth was 4 oz. About five minutes after ether 
by rectum had been started the patient became cyan- 
osed and it was evident that she was not breathing. 
The ether was discontinued, such ether gas as was 
present in the gut was expelled by abdominal massage 
and artificial respiration and stimulation were resorted 
to. The patient made a good recovery. 

Remarks: The patient was an old woman, seventy- 
four years of age, markedly sclerotic, and in whom the 
advisability of etherization by any method was ques- 
tionable. 

Case XXX. — Chronic osteo-myelitis of femur. Ether 
started by mouth and continued ten minutes, the pa- 
tient then being in the stage of excitement. Amount 
of ether used by mouth was 4 oz. Ether maintained 
by rectum for thirty minutes. Amount of ether used 
by rectum was 3 oz. 

Remarks: The patient became quiet in about two 
minutes after the rectal ether was started and passed 
quietly into complete narcosis. The patient did not 
recover consciousness until two hours after ether was 
taken off. There was no vomiting or diarrhea, although 
he had colicky pains off and on for two days after 
operation. The bowels moved for the first time three 
days after operation. 

Case XXXI. — Cellulitis of lower leg. Ether started 
by rectum and maintained for twenty-five minutes. 
The amount of ether used was 4 oz. 

Remarks: The patient was in acute delirium tremens 
at the time of operation. There was no preparation 
other than a suds edema just before going to the operat- 
ing room. The ether was administered for fifteen 
minutes before the patient lost consciousness. Much 
feces was passed during the etherization, plugging the 
rectal tube and making the procedure difficult. The 
anesthesia was followed by slight abdominal pain for 
about two hours following the operation. There was 
no vomiting and the bowels moved for the first time 
two days after operation. 

Case XXXII. — Venereal warts. Ether was started 
by rectum and maintained for ten minutes. The 
patient was then unconscious, but not sufficiently 
relaxed to be placed in the lithotomy position. Much 
feces was passed during the administration of the ether 
so it was discontinued and ether by mouth was substi- 
tuted. Amount of ether by rectum was 3 oz. Dura- 
tion of etherization by mouth was fifteen minutes. 
Amount of ether used was 3 oz. 

Remarks; The patient regained consciousness one 
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hour after operation. There was no vomiting or diar- 
rhea, the bowels moving on the third day for the first 
time. 

Case XXXIII. — Tubercular abscess of neck. Ether 
started by mouth and maintained for twelve minutes, 
the patient then being in the stage of excitement. 
Amount of ether used by mouth, 4 0z. Rectal ether 
maintained for eight minutes, the patient then being 
fully etherized. Amount of ether used by rectum less 
than 1 oz. 

Remarks: The patient regained consciousness in 
about twenty minutes. There was no vomiting or 
diarrhea. The bowels moved for the first time on the 
fourth day. 

CasE XXXIV. — Dissection of both groins and 
Scarpa’s triangles for chronic inflammatory glands. 
Ether started by rectum and maintained for ten min- 
utes. The patient was then semiconscious. Large 
amounts of feces were passed, plugging the rectal 
tube and making the procedure difficult. The cone 
was then substituted. Amount of ether used by 
rectum was 3 oz. Ether maintained by mouth for 
thirty-five minutes. Amount of ether used by mouth 
was 7} 02. 

Remarks: The patient was conscious one hour after 
operation. Vomitedtwice. Nodiarrhea. The bowels 
moved for the first time on the fourth day. The patient 
states that he had considerable pain during the first 
few minutes of the rectal etherization. Some abdomi- 
nal distention was noted at this time. 

Case XXXV.— Skin grajt of the lower leg. Ether 
started by mouth and maintained for twenty-five min- 
utes, the patient then being in the stage of excitement. 
Amount of ether used by mouth was 10 oz. Rectal 
ether was maintained for fifty minutes. The patient 
after rectal ether was started became quiet in about 
two minutes, anesthesia then being complete. Amount 
of ether used by rectum was 6 oz. 


Remarks: The patient became conscious ten minutes | 


after the ether was taken off. Vomited once forty 
minutes after operation. The bowels moved for the 
first time three days after operation. 

Case XXXVI.— Circumcision. Ether started by 
rectum. Completely etherized in two minutes. Dura- 
tion of etherization twenty-one minutes. Amount of 
ether used was 2 02. 

Remarks: There was no stage of excitement. The 
patient was conscious ten minutes after ether off. 
There was no vomiting or diarrhea. 

Case XXXVII.— Necrosis of both tibia. Ether 
started by rectum and the patient was completely 
etherized in five minutes. Duration of etherization 
was twenty-five minutes. Amount of ether used was 
5 02. 

Remarks: The patient was not properly prepared, 
the faeces plugging the rectal tube several times during 
the administration, necessitating its removal and its 
reinsertion. The patient vomited twice during the 
administration of the ether, mostly gastric mucus. 
There was no vomiting after the operation was com- 
pleted. There was no diarrhea or rectal disturbance. 
The bowels moved for the first time two days after 
operation. 

Case XXXVIII.— Skin graft. Ether started by 
mouth and maintained for twenty minutes, the patient 
then being in the stage of excitement. Amount of 
ether used was 8 oz. Duration of rectal etherization 
was forty minutes. Amount of ether used by rectum 
was 5 oz. 

Remarks: After operation the patient vomited three 
times, mostly gastric mucus. This smelled strongly 
of ether. She regained consciousness twenty-five 
minutes after ether was taken off. Except for the faeces 
that followed the removal of the rectal tube there was 





no movement of the bowels for three days. There was 
slight abdominal discomfort for a few hours after the 
ether. The patient has taken ether several times and 
has on each occasion been very ill from it. She states 
that her recovery on this occasion was remarkably 
easy. : 

Case XXXIX.— Fatty tumor of neck. Ether 
started by rectum and maintained for thirty-five min- 
utes. The patient was completely anesthetized in six 
minutes. There was no stage of excitement. 

Remarks: The patient regained consciousness 
twenty minutes after ether off. No vomiting or diar- 
rhea. The bowels moved for the first time four days 
after operation. 

Case XL.— Tubercular glands of neck. Ether 
started by rectum and maintained forty-five minutes. 
The patient was completely etherized in eight minutes. 
There was no stage of excitement. Amount of ether 
used was 4 02. 

Remarks: The patient was conscious twenty minutes 
after ether off. No vomiting. There was no diarrhea 
or abdominal pain. The bowels moved for the first 
time four days after operation. There was no bron- 
chial secretion. 

Case XLI.— Necrosis of the lower jaw. Ether 
started and maintained by rectum for twenty-five 
minutes. The patient was completely etherized in 
six minutes. There was no stage of excitement. 
Amount of ether used was 4 oz. 

Remarks: The patient regained consciousness 
fifteen minutes after ether off. There was no vomiting, 
diarrhea, or abdominal distress. The bowels moved 
for the first time three days after operation. 


CONSIDERATION OF THE CASES. 


There are in all 41 cases, 17 of which received 
ether by mouth preliminary to the rectal method, 
and 24 cases which were started by rectum. 

The present series of cases, although small, is 
the largest which we have from which conclusions 
can be drawn regarding this method of ether 
administration. 

Certain features are quite evident and deserve 
special consideration. It is the writer’s desire 
to offer some scientific explanation of these vari- 
ous features which will serve to form a basis for 
further consideration when more experience will 
allow of deductions from a larger number of cases. 

Briefly summarized, the points of interest are 
as follows: There is comparatively little ether 
used. There is no stage of excitement. Vomit- 
ing seldom occurs. Bronchial secretions are 
absent. There is a comparatively quick ether re- 
covery. The bowels are slightly constipated. 
Unless the bowel is free from faeces it is difficult 
to produce narcosis. 

Before considering these points in detail it is 
necessary to allude to the law of partial tension, 
upon which the physiology of ether narcosis is 
based. 

The law of partial tension. — When ether or 
almost any other gas (excepting oxygen) is in- 
haled, it passes through the walls of the alveoli 
into the blood circulation until the blood circula- 
tion contains the same quantity of the gas as the 
air in the alveoli. When the percentage of the 
gas is decreased in the air of the alveoli by respira- 
tion, then the gas will pass back from’ the blood 
into the¥air in the alveoli until the air of the 
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alveoli contains the same percentage of the gas 
as the blood. 

The physiology of ether narcosis by rectal 
administration. — There is no reason to believe 
that the law of partial tension holds true when 
ether is administered by the rectum, nor is there 
any known scientific explanation of the phenom- 
enon of ether narcosis produced by this method 
of administration. 

A theory advanced by Dr. M. Vejux-Tyrode of 
the Pharmacological Depaftment of the Har- 
vard Medical School, who was kind enough to 
study our cases, is briefly as follows: 

First, a definite per cent of ether must be present 
in the entire circulation to produce complete surgi- 
cal anesthesia. In human beings this amounts to 
a little under six volumes per cent. The rapidity 
with which complete narcosis results depends 
upon the rapidity with which the percentage of 
ether is brought up to nearly six volumes per 
cent. When ether is given by the lungs in the 
form of vapors it can only be administered in great 
dilution unless excretion be interfered with, and 
the percentage in the blood be raised above six 
volumes percent, which would prove fatal by 
paralysis of the respiratory center in the medulla. 
On the other hand, when ether is administered by 
the rectum as a vapor, concentrated vapors may 
be given. Therefore, the chances for the rapidity 
of absorption and the raising of the required six 
volumes per cent will take place more rapidly 
while excretion may take place freely from the 
lungs. 

This is an explanation for the rapidity with 
which certain of our cases have become anes- 
thetized. 

Fatality is less likely to result as the lung is 
free to eliminate ether as fast as it is absorbed 
from the rectum. 

The fact that comparatively little ether is used in 
producing and maintaining anesthesia by the 
rectal method is evident when we realize that all 
the ether used is absorbed. 

There is no stage of excitement, because of the 
rapidity with which the patient passes through 
the first stage of ether narcosis. We know, of 
course, that the absorption of ether at first de- 
presses the co-ordination centers of the cerebrum, 
next the other parts of the cerebrum, conscious- 
ness and sensibility to pain, which takes place 
simultaneously with paralysis of the cord. This 
latter stage is that of surgical narcosis. The 
third stage, the undesirable one, is paralysis of 
the respiratory and vasomotor centers in the 
medulla. This does not seem to take place, 
probably because the lung acts as a safety-valve, 
preventing the raising of the amount of ether in 
the blood to six volumes per cent. 

Vomiting has occurred in only three of the 
twenty-four patients"receiving rectal ether alone, 
and in these cases}the%vomiting was small in 
amount, occurring once in two of the patients and 
twice in the remaining case. Of the seventeen 
patients whofreceived ether by mouth, prelimi- 
nary to the rectal method, twelve vomited con- 
siderably, and five did not vomit at all. The 





five cases which did not vomit were the patients 
who received but little ether by mouth. 

There are two theories offered to explain the 
vomiting which usually follows ether narcosis. 
One, stimulation of the vomiting center, just as 
with apomorphine. The other, a reflex stimu- 
lation due to the local irritant action of the 
swallowed ether-laden saliva on the mucosa of 
the stomach. 

Our experiments are rather in favor of the 
latter theory because we obviate to a considerable 
extent the swallowing of ether-laden saliva, and 
the cases etherized entirely by the rectal method 
failed in the great majority of cases to show 
vomiting as an after effect. If the former theory 
were true there is no reason to expect any differ- 
ence in the amount of vomiting between the two 
methods of administration, as the same amount 
of ether must necessarily reach the central nervous 
system. 

The increased amount of secretions by inhala- 
tion narcosis takes place from local irritation to 
the upper respiratory air passages. In rectal 
anesthesia only the necessary ether for narcosis 
which is excreted by the lungs goes through the 
respiratory tract, a quantity probably much less 
than goes through the respiratory passages during 
inhalation narcosis. 

The rapid ether recovery seems to the writer to de- 
pend upon two separate factors, first, all the ether 
in the gut is removed at the time when the anesthe- 
tic is discontinued, leaving only that ether which 
is in the blood circulation to be eliminated. There 
is no remaining excess as there is in the alveoli. 
Secondly, the lung has not been impaired in its 
excretory power as it must be by the tidal flow 
of concentrated ether vapor in inhalation narcosis. 

The fact that the bowel is inclined to be consti- 
pated may be explained simply by the fact that 
the bowel has been thoroughly cleaned out before 
operation and that subsequently the patient has 
been kept on a light diet. It may be due, how- 
ever, to over-distention of the gut whereby the 
smooth muscle fibers of the intestine are made 
atonic. 

The difficulty in producing narcosis in those 
patients with fecal matter in the rectum is depend- 
ent upon two factors. First, absorption cannot 
take place readily; and secondly, the fecal matter 
repeatedly plugs the lumen of the tube. 


— > 


SERUM TREATMENT IN MULTIPLE INFEC- 
TIOUS ARTHRITIS. 


BY E. G. BRACKETT, M. D., BOSTON. 


THE cases in regard to which these few obser- 
vations were made are those of multiple arthritis, 
of probable infectious origin, some of which were 
treated by the injections of the anti-streptococcus 
serum. It is not intended that any definite 
conclusions are to be drawn from so few obser- 
vations, but they are in relation to a subject 
about which little is known, and anything which 
possibly may throw light on it should be used, and 
taken for what it is worth. The observations 
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given in this communication are offered as clinical 
evidence only, but anything which has bearing on 
this subject is of value to help point out the way 
in which the future study of these cases may be 
pursued. Although clinical evidence is not as defi- 
nite as pathological, yet the deductions gathered 
from it are often quite as valuable, and frequently 
precede pathological proofs, and are sometimes 
suggestive of the direction in which pathological 
investigation may follow, in order to explain 
results which are thus obtained. 

t. The cases on which these observations were 
made are those of the multiple articular disease, 
which, from their probable etiology, may be 
called multiple infectious arthritis. The name 
is certainly imperfect, but it has the advantage 
of suggesting one’s theory of their nature. The 
term “arthritis deformans”’ is descriptive of the 
clinical appearance of the condition in many of 
the cases, but is frequently lacking altogether 
in others. Still’s description is probably the 
earliest and clearest of one of the severer types 
of this disease. 

We know that many of these cases are the re- 
sult of toxin irritation rather than direct bacillus 
infection. Some of the French observers, about 
1897, called attention tothe fact that many 
forms of multiple articular disease which were sup- 
posed to be tubercular, were not due to the direct 
action of the bacillus, but to the toxin secreted 
by them at a place remote from the joint lesion, 
such occurring in tuberculosis of the lungs, etc., 
when there are found articular complications, as 
well as in other forms of true tubercular joint 
disease. Whether or not the condition was at the 
time understood is doubtful, but it is interesting 
to note that the clinical manifestations were 
evidently recognized before the pathological and 
bacteriological processes were understood. These 
particular observations were directed mainly to 
the toxic manifestations of tuberculosis, but it 
was recognized that they were distinct in char- 
acter from the usual and clearly marked joint 
tuberculosis, and to this condition was given the 
name, perhaps unfortunately, of ‘“‘ tubercular 
rheumatism,” but it was applied to describe the 
clinical manifestation of a nonsuppurative form 
of what was supposed to be a multiple joint 
tuberculosis. This condition was recognized to 
be less severe and less destructive than the pure 
tubercular joint affections, and it is at this time 
interesting, when one considers the fact which 
has been long clinically recognized, but not un- 
derstood, that cases showing what was supposed 
to be multiple joint tuberculosis, were less de- 
structive, and much milder in their course, so 
much so, that it was usually said that cases of 
multiple tubercular joint disease did compara- 
tively well, and the joints secondarily affected 
frequently made quicker and more complete 
recovery than the one first attacked. 

With the results which are now obtained in 
serum therapy in many departments of medicine 
it is most natural to look for relief in this class of 
infective cases by this means. As to the origin 
in some form of infection, the long recognized 











association of joint complication with the distinct 
infective diseases, such as tonsilitis, scarlet fever, 
measles, diphtheria, etc., can leave no doubt, and 
the recent findings in cases of rheumatic condi- 
tions relative to this infective origin are strongly 
corroborative. The use of a serum without a 
definite idea as to the kind of organism is hypo- 
thetical, but in using anti-streptococeus serum 
on this class of cases it was not with the idea that 
these cases were necessarily from this form of 
infection. It may be that the antitoxin resulting 
from one form of bacteriological growth may in 
no way be hostile to growth of germs of other 
forms, and yet, on the other hand, our knowl- 
edge of the subject is hardly profound enough to 
insist that, at least clinically, the antitoxin of one 
form is not inhibitory upon the development of 
other forms, or at least of some forms of germ 
growth. It has repeatedly been noticed in the 
Children’s Hospital, that cases suffering from 
joint disease are more apt to have a rise of 
temperature and _ constitutional disturbances 
from the antitoxin of dipthheria than other chil- 
dren, and it was noticed before beginning with 
these injections, that in one of the cases here re- 
reported, the use of the antitoxin of diphtheria 
was followed by marked constitutional disturb- 
ances and increased sensitiveness of joints. In 
using the anti-streptococcus serum one may 
assume one of two possibilities: First, that 
the different cases are frequently caused by the 
streptococcus or the closely allied bacilli and the 
antitoxin be given with the intent of direct action 
on allied organism; and, second, that the anti- 
toxin resulting from one form of bacillus may be 
inhibitory to the growth of organisms of another 
variety. This may be visionary, but yet scarcely 
more so than many other theories that later 
have materialized. 

These cases here reported have presented 
clinically the same conditions, viz., the general 
characteristics as described by Still, in varying 
degrees of severity, but not all showing the gland- 
ular enlargement,which was considered by him 
as important. 


Case I.—Age, ten years. The condition resulted 
from or at least followed a septic arm from vaccination. 
Every indication points to this as a cause, as the child 
was previously well, healthy and strong, and the 
involvement of the joints appeared either in or soon 
after the convalescence from this condition. Both 
knees, ankles and wrists were affected with the usual 
symptoms of swelling, stiffness, impairment of use, 
sensitiveness, etc. The condition was progressive both 
in the involvement of the number of joints and the 
acuteness of the different joints. During a year and a 
half or two years all methods of local treatment were 
tried and these combined with general medical and 
special treatment, but in spite of all of these the con- 
dition was progressing. The serum injections were 
begun twelve months ago; 3 to 4 cc. given once to twice 
weekly. The reactions, shown by the constitutional 
symptoms, in the temperature, headaches and general 
malaise, were rather marked and lasted from twenty- 
four to forty-eight hours. Local disturbances at the 
place of the injection were at times present, but not 
troublesome. After two or three injections improve- 
ment was evident, at first noticed in the greater freedom 
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from pain and sensitiveness and later in diminution of 
the swelling. After four months the swelling in the 
different joints had practically disappeared. The 
stiffness was much diminished, but showed in the limi- 
tation in the extreme of motion and the inability for 
rapid movement. The permanent flexion of the knees, 
which in the beginning amounted to about 20°, was 
reduced to 10°. The general condition of the child 
was markedly improved. 

Case II. — Adult. Multiple arthritis of the so-called 
rheumatic type. The majority of all joints of body af- 
fected; anchylosis of some of the smaller joints; marked 
deformity of the larger; great sensitiveness and pain. 
Duration of about two and one-half years. The case 
was subject to frequent attacks of exacerbations show- 
ing increase of sensitiveness and pain, swelling and 
greater sensitiveness, and at times constitutional 
symptoms. These had usually occurred every three 
or four weeks and lasted variable periods, and had 
been very persistent. The case was resistant to all 
forms of medication, diet, tonic treatment and local 
treatment. The serum was tried in this rather as a 
last resort, but the results were extremely satisfactory. 
Ten centimeters were given once or twice weekly for 
a period of four months. The reaction from the serum, 
either general or local, were slight, or none, but from 
the time of beginning of its use, the patient was free 
from the acute exacerbations, which had been a per- 
sistent feature; the general average of sensitiveness 
was much diminished; patient greatly improved in all 
general respects as well as in the improvement of sen- 
sitiveness. No change took place in the amount of 
motion or in the ability to help herself, except that 
which resulted from the lessened pain and sensitiveness. 
In this respect the comfort of the patient was very 
materially improved. 

Cask III. — Age, seven years. The immediate cause 
was not known. The condition, which had existed 
eight months, began with swelling of the knees, and 
later the ankles, elbows, wrists and fingers were affected. 
The condition had soon become very acute and re- 
mained so up to the time of beginning the treatment. 
At this time all the affected joints were sensitive, 
slightest motion painful, the child was obliged to have 
splints for fixation of the legs, and the daily care of 
the child was extremely difficult. Examination of 
blood for possible growth or organism gave negative 
results. During the eight months all treatment had 
failed to give any relief. There were enlarged glands 
and spleen. Three centinieters of the anti-streptococ- 
cus serum were given at first, but the reaction was so 
extreme that 2 cc. were given at the next trial and later 
1 cc. The reaction was always very marked with the 
temperature 104° to 105°, decided constitutional 
disturbances, and in this case at times decided local 
manifestations, and twice it seemed as if abscess at 
point of injection threatened, but these local symptoms 
entirely disappeared at the end of four or five days. 
The result in this case was most satisfactory. After 
recovery from third injection, nurse remarked that it 
was much easier to care for child. After fourth, the 
splints were removed and the child was comfortable 
without them. In one month from first injection 
child was able to take a few steps alone without pain. 
The motion in all joints had increased, the wrists to 
nearly normal, knees 5° to 10°, but the remaining con- 
traction of hamstrings, etc., prevented more complete 
straightening. 

Case IV. — Age, ten years. Several years before} at 
the age of two or three years, had had tumor albus in 
left knee with recovery with motion. At the time 
when seen, right knee, both wrists and elbows and 
some of the fingers were involved. Swelling, limited 
motion, thickening, but no particular sensitiveness. 





The child had presented a mild grade of disease, 
with recovery from the acute stage. In this case 
injections were tried with 4 cc. once to twice weekly. 
There was no reaction except after one injection 
arise of 1°in temperature, there was no local reac- 
tion, and the results were negative. In this case 
the blood was examined with negative findings, and 
the swellings over wrists were excised and found to be 
an inflammatory fibrous tissue over joints and around 
tendons. 


It would be hasty to draw any definite conclu- 
sions from these few observations, but the facts 
as they are must be accepted. Apparently the 
effect of the use of the anti-streptococcus serum 
has been to cut short the acute stage, which 
usually lasts for a long time, many months at 
least, and gradually recovers with varying degrees 
of deformity and stiffness, dependent on the du- 
ration and the form of the disease. The problem 
of reducing the deformities and limbering such 
joints as are stiff from adhesions and contractions 
must then be met in these cases as well as in those 
which recover spontaneously after long periods, 
but the amount of damage is necessarily less if 
the period of the acute stage has been materially 
shortened. 

The results obtained by these are as follows: 
In two of the cases the acute stage was shortened 
very markedly; in one other, which was much 
more extensive and subject to frequent and per- 
sistent exacerbations, these acute attacks were 
done away with and the general condition was 
very much improved. In the fourth, the injec- 
tions, were given in the quiescent stage, and with 
no result. In these few cases the greater the reac- 
tion from the injection, the more rapid and more 
decided the improvement. It would seem that 
the time of election for the trial of such measures 
is the acute stage, when there is the marked sen- 
sitiveness, pain and progression of the disease, 
given only with the idea of cutting short this 
stage, so that the greater resulting deformity and 
stiffness be lessened, allowing the later treatment 
to be begun at an earlier period. It in no way 
does away with the work to be accomplished after 
the acute stage is over, and which is necessary 
in all cases which recover, but the general tonic 
treatment and local attention to the joints is just 
as important, or even more so, as in those cases 
which recover slowly. 

The serum used in these was always the anti- 
streptococcus. The amount used varied from 
1 to 10 ec. The upper part of the back or side 
of the thorax was chosen for the site of the injec- 
tion, and the fluid placed subcutaneously, not 
deep. No bad general effects or local inflamma- 
tion have resulted. The reactions have not been 
such as to cause anxiety, but the more pronounced 
have given rise to discomfort on the part of the 
patient. 

In connection with the results obtained by this 
means the history of two of the reported cases 
of Still’s disease is of interest and has more than 
likely a distinct bearing on this subject. 

In these two cases, one by Still* and one by 


1 Med. Chir. Trans., vol. 80, p. 47. 
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Whitman ”, the patients are reported as recovered 
from the acute stage, after the attack of an 
exanthem. One of this series of cases has shown 
the same phenomenon. This case began by 
swelling and stiffness of ankles, later the symp- 
toms appeared in one hip, which was acute and 
sensitive, and diagnosed at the time when first seen 
as hip disease. Later, the same symptoms ap- 
peared in opposite hip. Child presented at differ- 
ent times involvement of the ankles, hips, knees, 
and one elbow, which were all affected in the 
same way. The case was acute, requiring con- 
stant care; child at times showed temporary 
improvement by rest, tonic treatment and good 
care, but always soon relapsed. After a year 
and a half or two years of this course, and at a 
time when the condition was as severe as at any 
other period, the child contracted measles. From 
this time the acute symptoms entirely disap- 
peared. It is now twelve months, and there has 
been no reappearance of the acute condition, and 
the condition much resembles other old cases 
which have been watched long, and which show 
the stiffness and thickening around joints remain- 
ing after the acute condition, and which gradually, 
under massage, tonic treatment, and measures 
directed toward improvement of motion, etc., 
have improved. During this period the stiffness 
in some of the affected joints has nearly dis- 
appeared, in others improved. The hips are 
still firm. 

The question comes whether these cases get 
well, and is this treatment in any way curative? 
One can only answer, by looking at the series of 
cases for the results after some years. Out of 
ten in which the writer is able to complete the 
history, all have recovered with practically the 
same general course; the acute stage lasting a 
varying period, usually from two to three years, 
with then a gradual improvement so far as sen- 
sitiveness and pain and progression are concerned, 
leaving the deformity and stiffness. This, in 
some of the joints, disappears more or less quickly, 
in other joints very slowly, while in others per- 
manent stiffness remains. The usual treatment 
directed to limbering joints fixed by adhesions 
and contractions is necessary to bring about the 
increased motion. 

The ten cases which have been under observa- 
tion present clinical manifestations so near alike 
as to offer little of interest in detail. The condi- 
tion has been described too many times for repe- 
tition. The most frequently affected parts are 
knees, wrists and ankles; elbows, shoulders, and 
hips to a less extent. The duration of the 
acute stage varies from one and a half to three 
years, during which time the acute sensitiveness 
never disappears, but is subject to remissions, the 
exacerbations occurring most often without any 
apparent cause. 

The most interesting factor is the apparent 
etiology. Two and perhaps a third seem to fol- 
low definitely upon an attack of grippe; two had 
followed septic arms after vaccination; one 
appeared three days after an acute middle ear; 

2 Med. Rec., April 18, 1903. 


two after an abscess formation, apparently 
connected with bone, following an injury; two 
| followed a local knee joint disease, one at a period 
\distinctly remote from the beginning or acute 
‘onset, and in the other the invasion of other 
| joints appearing at the time of the acute condition 
|of the primary knee joint. In this latter, the 
'knee joint did not bear out from the first quite the 
clinical picture of tubercular lesion, and although 
it was so considered for lack of better differentia- 
‘tion, the diagnosis was questioned from the first. 
| This case became the most acute and most exten- 
‘sive of any observed. In three no cause could 
be assigned. It is perhaps not to be wondered at 
that since many of the cases can be traced to no 
source, it is natural to fall back on the theory of 
auto-infection, and the fact that these cases may 
be improved by general treatment of the diges- 
tive tract, either by the stomach cleansing or 
other means, or of the fact that any disturbance 
of digestion caused by prolonged worry and 
anxiety often result in exacerbations, would 
suffice to suggest that this theory of auto- 
infection is correct. It is interesting that clini- 
cally the cases from this source and those from 
the definite infection are alike in their clinical 
manifestations. It probably would be admitted 
that a case due to this cause shows greater ten- 
dency toward recurrent attacks and progression, 
as would be expected with a continued source of 
infection. On the other hand, there are other 
series of cases in which the apparent source of 
infection is much more definite and occurs with 
the clinical course much greater in severity and 
in acuteness, and which, on the other hand, does 
not tend to recur or to progress after the acute 
condition is over. This type has been seen in 
this series more in young subjects. Many of 
them have been watched over a number of years 
with a period of quiescence long enough and 
complete enough to feel assured that one is deal- 
ing merely with the results of an old process, and 
with no reasonable fear for its return. 

We all know how interesting is the literature 
of to-day bearing on this subject. Observations 
with reference to the infectious nature of all these 
different forms of joints, so many of which have 
been classed under the broad head of rheumatism, 
should not be touched upon in this connection 
more than to give it mention. Among the most 
interesting observations most clearly related to 
these are those of Menzer, which have been pub- 
lished in Zeit. f. Klin. Med., Band 47, Heft. 1 and 
2,in which he reports his results in the use of 
anti-streptococcus serum in rheumatic cases. In 
47 cases the acute condition did not pass into the 
chronic, the course was shortened, none developed 
endocarditis, end the course was favorable. In 9 
eases of acute which had passed into the chronic 
after four or five months, 7 were treated with 
success, and 2 improved. In 11 cases of the 
chronic, 5 were cured, 2 improved and 4 not 
improved. The serum by Tarel’s method was 
used in some of the cases, and in others serum 
made by the observer himself. Experiments on 
animals with serum proved it to be harmless. 
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Its use in other cases of streptococcus infection 
was favorable and which the author states goes 
to suggest that there is no specific micro-organ- 
ism for rheumatism. . 

From these few observations which are offered 
to record the clinical evidence in this type of 
multiple arthritis may be drawn the following 


CONCLUSIONS. 


The use of the serum when effectual is appar- 
ently only to cut short the acute stage. It has 
no effect on the deformity or the stiffness of the 
joints, except to diminish that which is caused by 
the sensitiveness. The remaining deformity and 
limitation of motion are the results of the adhe- 
sions and contractions, and must be treated by 
the usual means employed to relieve this condi- 
tion when existing from any cause after the 
inflammatory process has subsided. 
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THE COMMUNICABILITY OF CEREBRO-SPINAL 
MENINGITIS. 
BY E. M. BUCKINGHAM, M.D., BOSTON, 
Visiting Physician, Children’s Hospital. 

THE following communication may be of inter- 
est at the present time, and I hope that it will do 
something to enable physicians to remove cause- 
less anxiety in families where cerebrospinal 
meningitis may exist. In the interest of scien- 
tific truth it is a contribution to the study of the 
means by which this disease is propagated, not, 
indeed, by pointing out how this happens, but by 
showing one way in which it does not happen. 
It has long been my opinion that useless precau- 
tions in any disease do harm by distracting atten- 
tion from: possible precautions of value. In the 
following observations there is nothing that will 
be surprising to those who have followed the 
literature of cerebrospinal meningitis, but, so far 
as I am aware, similarobservations have not been 
published before on so large a scale. It has never 
seemed necessary to the staff of the Children’s 
Hospital to recommend that cases of this disease 
be isolated. Notwithstanding this, no cases have 
ever originated in the hospital. Finding that my 
own recollection in this matter agrees with that 
of my colleague, Dr. Rotch, and that our united 
experience in the hospital covers much more than 
two thirds of the last eight years, I began the 
study with some system. Next, I learned from 
the acting superintendent that no case has ori- 
ginated, either among patients nurses or other 
members of the hospital population, although 
there has been a tolerably steady stream of 
admissions of cases of this disease, and although 
they have been treated in the open wards. No 
general directions have been given to nurses as 
to precautions with these patients, other than the 
general precautions always taken in a children’s 
hospital. These may be summed up as absolute 
cleanliness and constant watchfulness for early 
symptoms of the well-known infectious diseases of 
childhood. Personally, I have been careful as to 
disinfection of hands, and of articles that may 





have become wet in cases of lumbar puncture, 
and I suppose that the same care has been exer- 
cised by my associates, and that we have all 
instructed our nurses to this effect. 

Pains are taken with the following statistics 
to avoid classing as epidemic cerebrospinal 
meningitis, diseases more or less resembling it, 
but due to other organisms, as this would vitiate 
the whole argument. For instance, cases due 
to the pneumococcus are attempted to be classed 
as pheumoccoccus meningitis, and such cases, 
always rare, are excluded from consideration. 
Again, a number of cases appear in the record 
simply as meningitis. This could be due to 
doubt on the part of the attending physician as 
to the nature of the disease, or it could be due to 
varelessness on the part of the record taker. 
Such cases are excluded from consideration ex- 
cept where the record distinctly states that the 
diplococcus intracellularis was found. Statistics 
collected in this way probably understate and 
do not overstate the number of cases present. 
Again, question may rise as to the correctness of 
diagnosis. Without assuming that the attending 
staff is incapable of error, it is proper to state 
that very largely the attempt has been made to 
verify the clinical diagnosis by bacteriological 
examination of the living and by pathological 
examination of the dead. Bacteriological exam- 
inations were made in 1897 and later by Dr. 
Councilman or by those employed by him. 
They have since been made by other pathologists 
of the hospital, by one or more of the assistant 
physicians who had had bacteriological training 
and in some instances by house physicians. All 
these last have had bacteriological training in the 
Harvard Medical School. Some of them were sub- 
mitted to a pass examination in bacteriology 
before being admitted to the competitive exami- 
nation for appointment. 

If the statistics so gathered are accepted they 
show the following: There were of cerebro- 
spinal meningitis in 1897, 27 cases; 1898, 12; 1899, 
14; 1900, 5; 1901, 12; 1902, 20; 1903, 14; 1904, 
6; total admissions in eight years, 110 cases. 

Of these one hundred and ten cases, sixteen 
were in the wards at one time filling about half 
the beds then allotted to the medical service of 
the hospital. I repeat that with this mingling 
of cerebrospinal meningitis with other cases in 
the open wards, beginning with their admission, 
and ending only with their recovery or death, not 
one single case has originated in the hospital 
among either patients or attendants of whatever 
grade. These statistics end with the first of 
January last, because they have to end some- 
where. Other cases have been admitted since, 
but none have originated. 

I submit that these observations mean some- 
thing. They show that living in the same room 
and breathing the same air with patients ill with 
cerebrospinal meningitis is not of itself dangerous; 
that some other way of transmission must be 
sought. 

It is conceivable that new conditions may, in 
the future, so alter the nature of the organism 
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that this conclusion will then no longer be true. 
It is true to-day. It cannot be vitiated by an obser- 
vation or two made elsewhere. Whoever pre- 
sents such contrary observations has on him the 
burden of proof that his infected person has not 
been careless after handling such patients, espe- 
cially handling after autopsies, lumbar punc- 
tures or nasal feeding, or otherwise contaminat- 
ing his hands with the secretions of patients. 





Medical Progress. 


RECENT PROGRESS IN NEUROLOGY. 
RY PHILIP COOMBS KNAPP, A.M., M.D., BOSTON. 
THE NEURONE THEORY. 


BeTuHE ' claims that the neurone theory asserts 
that, (1) the neurone is an embryological unit, 
arising from a single embryonic cell; (2) the 
neurone is an anatomical cell unit, even in adult 
life; (3) there are no nervous elements except 
the neurones; (4) the neurones are associated 
only by contact, the dendrites and axones having 
free endings; (5) the neurone cell is a trophic 
unit; and, (6) the neurone is a functional unit. 
In contradiction of these claims, Bethe main- 
tains that in many of the lower animals the pro- 
cesses of the ganglion cells cannot be separated 
into dendrites and axones, but they form a net- 
work, and the nerve fibers going to the muscles 
do not arise from a single cell, but from the 
midst of fibers which connect two cells. Embry- 
ologically he claims that the peripheral nerve 
fibers do not grow into the periphery from the 
neuroblasts, as is believed, but are made up of 
a chain of cells. In the adult the axis cylinder 
is more easily broken at the nodes of Ranvier, 
and the axis cylinder is interrupted at each node; 
which suggests that each segment of the nerve 
is an anatomical unit, although the fibrilla seem 
to pass from one segment to another. He con- 
cludes that the axis cylinder (nerve fiber) is a 
multicellular structure, connected with the gan- 
glion cell at one end and with the muscular fiber 
or other structures at the other by the neurofibril- 
le. These fibrille, furthermore, have been found 
by Apdthy and others to pass from one neurone 
to another. These fibrille are cell products, 
but-not the cellular substance of the neurone. 
Even in the vertebrates it seems doubtful whether 
the axones and dendrites may not unite with a 
net-work of these fibrille. Waller’s law of 
degeneration, that the fiber dies when separated 
from the cell and is restored by a new outgrowth 
from the cell, once the strongest pathological 
support of the neurone theory, is weakened by 
the claim that regeneration takes place in the 
peripheral end of the fiber. There is, more- 
over, some retrograde degeneration, as in the 
cell body itself after the nerve is cut, and this 
degeneration may extend to other neurones. 


Finally, the functional unity of the neurone is 
doubtful, since Bethe has found that reflex 
processes persist after destruction of the cell 
bodies. He coneludes that the neurone is not a 
cellular unit, for embryology, histology and the 
facts of autogenous regeneration show at least 
that the axis cylinder of peripheral nerves is a 
multicellular body. It is very probable that there 
are other nerve elements, genetically independ- 
ent, beside the neurone. In the nerve net-work 
the cells are connected by broad anastomoses, 
in which fibrillary connection has in some in- 
stances been proven. The neurones certainly 
exhibit neither a trophic nor a functional 
unity. 

Lugaro, on the other hand, in a digest? of 
recent researches upon the neurone question, 
believes that the neurone theory still stands. 
Ramon y Cajal has shown by his new method 
that the neurofibrilla never pass out from the 
neurone, do not pass beyond the dendrites and 
do not anastomose in the intercellular reticulum. 
Lugaro’s own investigations on neurofibrille, 
by the method of Joris, have failed to convince 
him that there is any interneuronic continuity 
of the fibrille. The embryological theory of 
His that the nerve cell is the product of a single 
neuroblast and that the nerve fibre is the appen- 
dage of asingle cell does seem to be disproved by 
the work of Bethe and van Gehuchten; but the 
proof of the regeneration of the separated portion 
of the nerve fiber is still inconclusive. It is argued 
that the regenerated fibers come from other 
healthy nerves in the neighborhood. Lugaro 
himself, after depriving the leg of all the other 
nerve supply, finally cut the sciatic, and was 
unable, two or three weeks later, to find any sign 
of regeneration in the divided end. His experi- 
ments, however, were limited in number. Lu- 
garo concludes that to-day the cellular unity of 
the neurone may be questioned, but the cellular 
plurality is not yet proven. In any event, the 
neurone will keep its anatomical individuality 
as the elementary organ of the nervous system. 
If there were a continuity of neurofibrille passing 
from one neurone to another, it might destroy 
the notion of this anatomical individuality, but 
this is not demonstrated in vertebrates and is 
probably merely a special adaptation in inverte- 
brates, so as to limit the anatomical individu- 
ality of the various neurones. The law of dynamic 
polarization, which assigns to the cell body 
and the dendrites receptive functions, and to 
the axone functions of discharge, remains undis- 
turbed in its general lines, although there may 
be various modes of distribution of the internal 
energy of the neurone. In the domain of path- 
ology the doctrine of the neurone is always valid, 
because, even if the nerve fiber is considered as 
a pluricellular organ, and consequently the neu- 
rone as a complex apparatus made up of a vary- 
ing number of cells, there is in the adult organism 
a particular solidarity among these cells which 
constitute a unit of which the laws of Waller, 
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Gudden and Nissl are various expressions. 
? Rivista di Patologia nervosa e mentale, Sept., 1904. 
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HEREDITY. 


Hahnle* has made an interesting review of 
current opinion on the question of heredity in 
neuropathology and psychopathology. In regard 
to the question so vigorously denied by Weis- 
mann, whether purely acquired characteristics 
or diseases can be inherited, he finds that there 
is less difference between the two contending 
camps. Weismann’s latest teaching is_ that 
changes in the germinal plasma alone can be 
inherited, which may arise from variability of 
the plasma, leading to new characteristics, or 
from external agencies which modify the develop- 
ment of the plasma. Injury of the germinal 
plasma is possible, according to Weismann, in 
the descendants of alcoholic subjects. This 
admits of injury to the plasma by the action of 
climate, manner of life, alcohol, syphilis and other 
constitutional diseases, but other injuries which 
affect only a part of the body and not its vital 
functions, as circumcision, do not affect the plasma 
and thus do not lead to hereditable conditions. 
If there are inherited pathological character- 
istics, which have been acquired in previous 
generations by external conditions of life, they 
may disappear, for if unfavorable conditions 
‘an harm the germinal plasma, favorable con- 
ditions may benefit it and restore it to the normal 
state. The ‘“ psychopathic disposition”? may, 
therefore, disappear somewhat rapidly. In re- 
gard to the statistics bearing upon the impor- 
tance of heredity, they are untrustworthy, and 
the connection between heredity and psychoses 
rests more upon opinion than upon figures. The 
disease itself is not inherited, as a rule, but only 
the ‘‘neuropsychopathic disposition,’ which 
serves as a germ plasma for all sorts of nervous 
and mental diseases, exhibiting various trans- 
formations and a variety of forms. Some claim 
that alcoholism in persons without this disposi- 
tion does not lead to morbid consequences in 
their descendants; others think that there is no 
difference in this respect between the healthy 
and the predisposed. The percentage of heredi- 
tary taint among the insane varies very greatly 
with different observers, from 10% to 90%. In 
paranoia alone different observers have found 
from six to sixty per cent of heredity. The im- 
portance of heredity in general paralysis is also 
variously estimated. Meanwhile the frequency 
of neuropsychopathic heredity in healthy per- 
sons has rarely been investigated. Koller found 
such heredity in 59% of 370 mentally healthy 
persons, but no one has made similar studies. In 
epilepsy similar heredity is comparatively com- 
mon, and alcoholism and syphilis in the parents 
are also of importance. The importance of hered- 
ity is also recognizedin such conditions as 
Friedreich’s ataxia, Huntington’s chorea, neurotic 
muscular atrophy and congenital myotonia. In- 
sanity and alcoholism seem to be the most im- 
portant factors in morbid heredity, and hereditary 
influence has been found to be greatest in acute, 


3 Neurologisches Centralblatt, xxiii, 843, 882, Sept. 16; Oct. 1, 
1904. 





and next greatest in chronic, psychoses. The in- 
fluence of a neuropathic heredity is thought 
to be greater in women, and to be derived more 
frequently from the mother than from the father. 
The so-called stigmata of degeneracy, which 
have been multiplied so greatly of late, are losing 
their importance because it has been found that 
they are of such frequent occurrence in healthy 
persons. The old idea that a hereditary taint 
led inevitably to the degeneration of the family 
is erroneous, for in many instances there seems 
to be a regeneration, the morbid tendencies dying 
out and the offspring becoming normal. After 
reviewing the whole subject, Hahnle comes to 
the following conclusions: The main factor in 
many nervous and mental diseases, in about half 
the cases, is to be found in an inherited neuro- 
psychopathic disposition. The inheritance of a 
morbid condition acquired during the life of the 
individual seems possible. We cannot at present 
express the etiological value of this inherited 
predisposition in figures, either in general or for 
individual diseases, or establish the laws of this 
inheritance. We cannot distinguish clinically 
in a given case between acquired disease and 
disease dependent upon heredity. An inherited 
tendency to mental and nervous diseases in a 
family may disappear under favorable conditions. 
(To be continued.) 
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RAILWAY SPINE. 


Dr. Epwarp B. ANGELL of Rochester said that the 
use of this term was not any more definite now than it 
was when Erichsen wrote his classical article which 
has been the guide of legal and medical experts. We 
know little of the true morbid conditions that developed 
in these cases. In most cases it was a mental and not a 
bodily state that developed as the result of the accident, 
an accident neurosis. Very often the patient com- 
plained of pains, now here and now there, throughout 
the body without any definite pathological condition. 
Such symptoms were often found where there was no 
question of litigation or long after damages have been 
paid. A number of cases illustrating this point were 
cited. A true delusion developed in many of these 
cases. This delusion might be overcome by hypnosis or 
the suggestive effect of money damages. Railway spine 
was really a brain injury, though there might be a physi- 
cal basis. Medical experts should be conscientious in 
giving testimony ; it should be according to the reasons 
they are able to obtain for definite medical conclusions. 
At times the delusion becomes a permanent obsession 
and the patient a neurotic wreck. 

Dr. Henry Fioop of Elmira said he had had some 
experience with railway spine which he believed could 
be conveniently divided into four classes as follows: 
(1) Those cases in which there was an injury and where 
there was a change of organic nature; (2) those cases 
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in which there was a functional change; (3) salinnien:| Dr. Enwarp D. Fisuer of New York did not believe 
ing cases, although malingering, the individual had| that there was such a frequency of pelvic conditions 
been really injured but he made a railway spine out| in women associated with nervous or mental diseases 
of a very slight injury; (4) those cases that plan an| as generally supposed. Women, because of their sex, 





injury for purposes of robbing the companies. Those | 
cases which resulted in permanent changes in the spinal | 
cord were exceedingly rare, although he believed they | 
did occur. In the cases with functional changes there 
was the tendency to exaggerate things and this was | 
quite a common class to meet with. Dr. Flood said | 
he had never seen a single case where there was an | 
organic change in the spine and he had met with hun- 
dreds of cases of railway spine. 

Dr. Epwarp 8. ANGELL of Rochester said that it 
was a very difficult thing to say definitely whether 
there was a mental disorder or a diseased condition to 
deal with in railway spines. This was more and more 
impressed upon him with additional experience. With 
regard to the fourth class of patients referred to by 
Dr. Flood he said there seemed to be a decided weakness 
on the part of some people to plan some robbery of 
the companies, and this was more pronounced in the 
West than in the East. He referred to the case of a 
man in Missouri who went from one company to another 
simulating an injury and getting damages. 

Dr. B. O. Kinnear of Clifton Springs said the paper 
was of particular interest to him because the symptoms 
of railway spine so closely simulated those of neuras- 
thenia. Again for many years it had been stated that 
anything like profound shock, whether due to fright, 
fear or some other emotional condition, caused a power- 
ful contraction of the blood vessels all over the body. 
In much the same way a powerful blow upon the spine 
might influence the nerve centers and cause the body 
to become cold all over; this forced the blood from the 
surface of the body into the internal structures and, 
naturally, to the brain and spinal cord. His own view 
of these cases was that there was a permanent dilatation 
of the blood vessels induced, especially those of the 
brain and spinal cord, by some powerful emotion, 
either a shock or a blow, or both; that there was quite 
a close connection between the dilatation of these 
blood vessels in the nerve centers and an active circu- 
lation; that in such cases there was increased function 
of the sensory nerve centers, as well as an increase in 
motor nerve center function; there followed an in- 
creased imagination and an active brain function, day 
and night. The sleeplessness was due to this dilata- 
tion of the blood vessels of the brain and to the active 
circulation; therefore, the brain became fagged in time. 





THE RELATION OF PELVIC CONDITIONS TO NERVOUS 
DISORDERS. 


Dr. A. L. BeanAn of Canandaigua said that various 
sclerotic conditions in the pelvis were often responsible 
for nervous disorders in women. Sclerosis of the appen- 
dix was frequent, and this chronic form of inflammation 
bore a definite relation to certain menstrual disturb- 
ances, owing to the vascular connection between the 
appendix and the uterine appendages. Sclerosis of 
ovarian tissue, thickening of the ovarian capsule, 
aborted ovulation, small cysts and rupture of these 
into the abdominal cavity with adhesions about the 
ovaries and tubes often fusing these together, may 
result in very definite effect upon the nervous system 
and would be considered when more obvious causes 
could not be found. 

Dr. Epwarp B. ANGELL of Rochester said it was 
so often difficult to discriminate between the subjective 
and objective symptoms and it was quite difficult to 
determine the relation, and how great such a relation 
was, between pelvic disturbances and the nervous 





phenomena. 


were subjected to many ailments. Sometimes a hus- 
band or members of a family report to him that a 
woman was complaining and fears were expressed that 
she would continue to suffer throughout her life, and, 


/on examination, very little would be found of serious 


import so far as the pelvic organs were concerned. 
The psychological as well as the hygienic manner of 
treating these patients must be taken up. 

Dr. B. C. LovELAND of Syracuse said that the major- 
ity of these women consulted the neurologist before 
seeing the gynecologist. He know of many women 
who had their uteri removed for the relief of nervous 
symptoms and without good result,. 

Dr. Witi1aM B. CLapprEr of Victor spoke of a widow 
who had been a source of annoyance to him for two 
years. She had no objective symptoms. Yet there 
seemed to be some sensitiveness in the region of the 
ovaries and she had pain at her menstrual periods. 
An operation was insisted upon, even though only 
exploratory, and was consented to. There were found 
ovaries not more than one quarter their normal size 
and sclerosed. Five weeks after she returned home 
and he saw her in the yard sawing wood. She had 
remained well ever since the operation. 

Dr. A. L. Beanan of Canandaigua said this was an 
open question and each man should settle it for him- 
self. ‘These questions should be considered not only 
after the gynecologist had passed upon them, but also 
after the patient had been operated upon. 

(To be continued.) 
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Kiecent Literature. 


The Elements of Kellgren’s Manual Treatment. 
By Epaar F. Cyriax, M.D., Edinburgh, 1901; 
Gymnastic Director, Stockholm, 1899. One 
volume. 483 pages. New York: William 
Wood & Company. 1904. 


This is an exposition of Henrik Kellgren’s 
Medical Gymnastic Movements and their appli- 
‘ation to disease. 

The treatment consists in active movements 
in which the patient exercises, either unaided by 
apparatus or with the support of stationary 
appliances; or passive movements in which the 
operator manipulates the patient, imitating 
active exercise. Under passive movements are 
included short sharp strokes of the hand or 
“ hacking ” and fine shaking of muscles or “ vi- 
bration.” 

The movements and groups of movements are 
described at length and named by a somewhat 
complicated terminology, invented by Branting. 
Many of the exercises are illustrated by photo- 
graphs. The writer indicates that it is ‘‘impos- 
sible for anyone to learn this treatment by read- 
ing descriptions of the movements ”’ or ‘‘ watching 
trained students execute them.” They can be 
acquired only by several years of actual practice. 

The results of treatment are illustrated by a 
series of ninety-eight patients on whom the man- 
ual treatment alone was used. This list includes 
among other cases, four of typhoid fever (one 
death); two of diphtheria (one death); twelve 
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of scarlet fever; two of epidemic cerebrospinal 
meningitis; fourteen of acute tonsilitis; two of 
appendicitis, both with palpable tumor; three 
of acute peritonitis (two deaths) five of croupous 
pneumonia; and five of “‘lymphangitis with com- 
mencing blocd poisoning.” 

Typhoid fever and appendicitis were treated 
by abdominal vibrations; fluctuating abscesses 
by local vibrations without surgical interference; 
diphtheria by shakings and vibrations of the 
larynx, pharynx and trachea, with frictions over 
the nerves of these parts, without antitoxin; 
syphilis without medication, and leucorrhea by 
internal uterine vibrations. 

Though gymnastic movements undoubtedly 
have their place in selected cases, their routine 
application to every disease, in utter disregard 
of any other treatment, is dangerous and must 
be condemned. If the author’s methods were fol- 
lowed they would undoubtedly do much harm. 


Manual of Gynecology. By D. Brrry Hart, 
F.R.C.P.E., F.R.S.E., Lecture on Midwifery 
and Gynecology, School of the Royal Colleges, 
Edinburgh; Gynecologist to the Royal Infir- 
mary, Edinburgh, ete., and A. H. FREELAND 
Barsour, M.A., B.Se., M.D., F.R.C.P.E., 

F.R.S.E., Lecturer on Midwifery and Diseases 

of Women, School of the Royal Colleges, 

Edinburgh; Physician, Royal Maternity and 

Simpson Memorial Hospital, Edinburgh, ete. 

Sixth Edition, 736 pages, 371 illustrations. 

Chicago: W. T. Keener & Co. 1905. 


This old-time favorite, the first edition was 
published twenty-three years ago, has_ been 
revised by the authors and brought into line with 
modern views in many important particulars. 
Comparing this sixth edition with the fourth 
edition, published in 1890, we find a large number 
of antiquated illustrations omitted and many 
new ones introduced. Free use has been made 
of the illustrations in Kilby’s Operative Gyne- 
cology. The book is uneven, some of the chapters, 
such as that on chorio-epithelioma, being well 
written and up to date, while the treatment of 
exploration of the urethra and bladder is very 
secant and hardly does credit to the authors. 
It surely seems unnecessary to describe and 
figure digital exploration of the bladder in these 
days, and the same remark applies to the differ- 
entiation of the corpus luteum of pregnancy 
fromthe corpus luteum of menstruation and 
the differential diagnosis by symptoms between 
pelvic peritonitis and pelvic cellulitis. Other 
unsatisfactory portions of the book are the 
chapters on the operative treatment of retro- 
displacements of the uterus, where the descrip- 
tions and illustrations of the various operative 
procedures are neither ample nor clear; and on 
atresia of the vagina and imperforate hymen, 
where the teaching is not modern. Placing 
a summary of the recent literature at the begin- 
ning of each chapter is to be commended, but 
we regret to note that a very large majority of 
the references are in the eighties or nineties. 
The typography and _ presswork are good. 





A Handbook of Pathological Anatomy and His- 
tology, with an Introductory Section on Post- 
Mortem Examinations, the Methods of Pre- 
serving and Examining Diseased Tissues. By 
Francis Detarietp, M.D., LL.D., Emeritus 
Professor of the Practice of Medicine, College 
of Physicians and Surgeons, Columbia Uni- 
versity, New York, and T. MircHELL PruppeEn, 
M.D., LL.D., Professor of Pathology and 
Director of the Department of Pathology, 
College of Physicians and Surgeons, Columbia 
University, New York. Seventh edition. New 
York: William Wood & Co. 1904. 

The alterations and additions have been so 
extensive that this is almost a new work. The 
present revision, as that of the preceding edition, 
has been wholly in the hands of Professor Prudden. 
There is a new section on immunity which con- 
tains a good statement of Ehrlich’s side-chain 
hypothesis and an excellent summary of the 
results of recent researches in cytolysis. The 
entire work is admirable and in its new form is 
deserving of high praise. In our opinion it takes 
the foremost place among American pathologies, 
and is the best textbook for the elementary 
student. One of the most valuable features is 
the references in footnotes to the latest authori- 
ties. The lists of original articles and reviews 
have been carefully selected and deserved recogni- 
tion has been given to the recent investigations 
of American pathologists. The student, with 
this book as his guide, will be stimulated and 
encouraged to consult the original sources. The 
text for the most part has been fully brought up 
to date. The volume contains some remarkably 
fine photographs of gross specimens. 


A Manual of Experimental Physiology for Students 
of Medicine. By Winrie tp 8. Hat, Ph.D., 
M.])., Professor of Physiology, Northwestern 
University Medical School. Philadelphia and 
New. York: Lea Brothers & Co. 1904. 
Physiology has only comparatively recently 

been taught in this country to medical students 
by laboratory methods. Professor Hall’s Manual, 
however, is the result of ten years of accumula- 
tive experience in such teaching, and shows signs 
of that experience in its emphasis on the essen- 
tials for students of medicine. The experiments, 
which cover work on muscle and nerve, the cir- 
culation, blood, digestion, vision and the central 
nervous system, are so arranged as to involve a 
considerable amount of surgical work by the 
student and to permit the student to study at 
first hand the facts and methods of physiology 
which underlie the practice of medicine. One 
valuable exercise teaches the proper use of 
statistics. The questions following the experi- 
ments are stimulating, and serve to prevent the 
laboratory work from degenerating into thought- 
less manipulation of apparatus. 


A Textbook of Pathology for Practitioners and 
Students. By JosepH MAacFaruanp, M.D., Pro- 
fessor of Pathology and Bacteriology in the 
Medico-Chirurgical College, Philadelphia; Path- 
ologist to the Philadelphia Hospital and to the 
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Medico-Chirurgical Hospital. 
New York, London: 
1904. 

This is a large volume of 764 pages. It 
illustrated with 350 drawings and photographs, | 
a fair proportion of which are original. It con- 
tains a great mass of well-classified facts. The 
arrangement of contents and method of pre- 
senting the subject is similar to that adopted in 
most of the textbooks used in this country. One 
of the best sections is that on the special path- 
ology of the blood. | 

The author states in the preface that standard | 
works on pathology have been freely consulted | 
and drawn upon in its preparation. It is to be| 
regretted that greater use was not made of the 
many original contributions which have so en-| 
riched the science of pathology during the past | 
ten years. There are no references to the litera- 
ture, but the names of investigators and special 
authorities are occasionally mentioned in the text. 
The book is provided with an excellent index. 


W. B. Saunders & Co. 
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Supplement. 
MEDICAL RESEARCH, ITS PLACE IN THE UNI- 
VERSITY MEDICAL SCHOOL.* 


BY 
George Fabyan 


THEOBALD SMITH, A.M., M.D., BOSTON, 
Professor of Comparative Pathology in the Harvard 
Medical School. 

Ir there be one word which is heard most frequently 
in the most intelligent circles interested in professional 
education to-day, it is the word “research.” In our own 
country in recent years medicine has fallen under its 
sway, and on all sides efforts are being made to meet 
its demands by the erection and equipment of costly 
laboratories within whose walls research may be carried 
on in a continuous and orderly manner. 

Granted that the governing bodies of our great 
universities have familiarized themselves with the 
significance of this word and are giving it out, some 
only with the lips, others with a thorough conviction 
that to it must be accorded a permanent place in our 
higher institutions, the problem of how to deal with 
such a costly, and in many ways unattractive, offspring, 
how to correlate it with the teaching function, how to 
cultivate it side by side with the routine methods of 
instruction, will occupy a prominent place for years 
to come. 

Research signifies effort directed toward the dis- 
covery of laws and principles through the systematic 
collection of new and the better correlation of existing 
data. It also means effort directed toward the more 
efficient and economical application of discoveries to 
the welfare of man; in other words, the utilization of 
latent and hitherto wasted energy. The aims of 
research are not culture, not miscellaneous information, 
not a mood of leisure meditation upon the origin of 
things, but mainly utility and service to mankind. 

The chief influence at work in lifting medicine from 
a mere teaching to a research level is the same as that 
at work throughout the world of science and, in fact, 
in all intellectual fields. If we examine it more closely 
we find it akin to the breaking away from authority 
and dogmatism in religious affairs and from autocracy 
in the government of nations. Its foundations rest 
far down in the great liberalizing wave of the nineteenth 
century. We no longer believe that each step in 
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Philadelphia, | advance is the ultimate one, but only one in a series 


toward ultimate truth, and this fact makes us realize 
that we must keep on marching. Research recog- 
nizes no immediate boundary to its activities, and no 
limit to its possible acquisitions. In placing only a 
temporary value upon its constructive plans and using 
theories only as aids to new facts, science grows in 
candor and modesty with its achievements. 

In biology and medicine, the spirit of research takes 
into account the continual movement and flux in living 
things and their environment. It is a study of change, 
of transformation, brought about by conditions which 
which may or may not be under experimental control. 
We describe carefully and minutely, not for the sake 
of the picture and its details, but chiefly to be able to 
recognize the change. Unless we know the consecu- 
tive pictures how can we detect the movement and its 
trend? It is the moving picture of the kinetoscope 
that has gradually replaced the single view in repose. 

But there is danger that we may move too rapidly 
and find our advanced positions untenable. The 
world is just now very optimistic and expectations 
run high. If we give way to the feverish haste of our 
day, the slow, sure advance of medical science may be 
brought into discredit. For it is one of the features 
of this feverish haste to leave the position held as soon 
as possible for one more advanced. We move away 
because we have some doubt as to the security and 
trustworthiness of our present position, and we hope 
to gain by pushing beyond it rather than strengthening 
it. Asa result of this attitude we find the thing most 
characteristic of the day and age is the rapid remolding 
of our stock of information. Revolutionary views are 
uttered from an inadequate basis of observational and 
experimental data. Theories become kaleidoscopic 
in their variety. Old views long since discarded come 
to the surface like old fashions. All this change and 
ferment is both the cause and the effect of the inquiring 
attitude of mind. Research begets new data and the 
opposition to these begets new research. Thus the 
fermentation is kept up and a froth several years deep 
lies on the surface which few can penetrate. 

This haste and hurry is part and parcel of what 
might be called nature’s lavish waste of energy. The 
volume of our information increases more rapidly than 
our knowledge of the principles which underlie and 
support it. The progress actually made is more ap- 
parent than real. It is a swaying to and fro with but 
little forward movement. Like the driftwood of 
which the waves are endeavoring to unburden them- 
selves, many excursions back and forth must be made 
before the fact is finally landed. It is often much 
battered and barely recognizable. 

That there is here a golden mean to be followed need 
not be emphasized. The spirit of research should be 
properly tempered by a true insight into the relation 
of inquiry to the great accumulation of knowledge and 
the reserve forces stored in the every-day experience 
of mankind and handed down from generation to gene- 
ration. 

In the meantime the optimism of the world which 
unknowingly assumes that medical science can rise 
above natural law and correct any and all excesses of 
individuals and communities must be met by a better 
education in natural science rather than abandoned to 
the manipulations of the charlatans of physical and 
mental healing. 

Passing now to the more obvious external condi- 
tions which have tended to stimulate medical research, 
we may single out a few which have been of special 
importance. Perhaps the most ancient and strongest 
of all is the desire in the human breast to maintain 
health and prolong life. From its very beginnings the 
healing art has been weighed down with the greatest of 
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problems, — to save life and to cure disease, often in 
those of lofty estate, and its status for the time being 
frequently depended on its success or failure in accom- 
plishing apparently the impossible. In our own day 
the crumbling of the formal religious belief that this 
life is but a preparation for that beyond the grave, and 
the centering of our efforts to make it as much of a 
success as possible, the growth of wealth and leisure 
and the pursuit of sensual pleasure, —these various 
motives, high and low, combine to exert a pressure upon 
medicine which is scarcely equalled in other profes- 
sions. To save life and to cure disease are imperative 
demands which grow more urgent, more impatient 
ach year, and which suffice to quicken the efforts of 
the scientist and the true physician as well as the 
charlatan, and shape almost every problem which is 
considered worthy of attack to-day. 

As a most important and timely contributory force 
to the advancement of medical research in recent years 
are the princely gifts of benefactors with whom we 
especially associate the names of Johns Hopkins, 
Garrett, Fabyan, Rockefeller, McCormack, Payne, 
Morgan, Huntingdon, Sears, Stillman, and many 
others, without whose aid medical research could 
hardly have commanded a corporal’s squad to-day. 

A factor not to be neglected in the advancement of 
medical science is the feeling of national pride. Most 
of the medical science of the past and much of the 
current knowledge has on it the mark “ Made in 
Europe.” To-day this mark is occasionally being 
replaced by the label ‘“‘ Made in America,” and without 
doubt the home market will soon be well supplied. For- 
tunately, tariff barriers and trusts do not interrupt the 
currents of knowledge. Without hindrance we have 
filled our storehouses from the Old World, and I trust 
that we may repay in due time some of our huge in- 
debtedness. Our national pride, once awakened, will 
see to it that our country, the wealthiest in material 
things, shall continue to give as well as to receive the 
fruits of the intellect. 

These are forces acting chiefly from without. Per- 
haps the most important acting from within has been 
the use of animals. The study of the great domain of 
infectious diseases has revealed such a similarity be- 
tween the diseases of man and the higher animals, that 
we hesitate now less than before to apply courageously 
the knowledge gained in our experiments upon the 
highest mammals to human physiology and pathology. 
Without this aid from animal life, medicine as a pro- 
gressive experimental science would dwindle into insig- 
nificance. Moreover, the artificiality, the rigidity and 
awkwardness of the medicine of a generation ago have 
been largely dissipated by its contact with biology, 
which brought with it the comparative point of view. 

Side by side with the use of animals we may place 
the convenient use of bacteria and other micro-organ- 
isms in our laboratories in producing disease “as one of 
the great levers of pathological research to-day. They 
have enabled the investigator to establish important 
centers of research completely independent of and 
co-ordinate with those connected with the hospital and 
the dead-house. The former, it is true, still remains 
a final court of appeal for all discoveries destined for 
the relief and cure of human diseases. 

In the historical development of science the research 
instinct appeared at first sporadically, and until 
recently it was simply the spontaneous flowering of 
the scholarly mind in the highest institutions of learn- 
ing. To-day it has been actually organized, not so 
much to train youth as to produce useful knowledge. 
This new organization of research has been greatly 
favored by the promise of valuable returns in the sup- 
pression of infectious diseases of man and animals. 
Most of the institutions founded thus far were created 





by public authority for this purpose. It was realized 
that such work must be pushed forward rapidly to 
secure results of value to public health and economy. 

About twenty-five years ago special laboratories 
began to appear. Our own government figured among 
the earliest in voting what were then very liberal appro- 
priations for the study of infectious animal diseases. 
At the same time came the German Imperial Health 
Office, and somewhat later the Institute for Infectious 
Diseases in Berlin and the Pasteur Institute in Paris; 
more recently there have been established the Institute 
for Experimental Therapy in Frankfort, Germany, and 
the many sero-therapeutic institutes and public health 
laboratories, nearly all of which have become noted for 
their research work. In our own country we have, 
last but not least, the Rockefeller Institute for Medical 
Research of this city and the Memorial Institute for 
Infectious Diseases in Chicago. Most of these were 
created to deal scientifically with problems of imme- 
diately practical bearing. But it does not need a 
prophet to foresee that,'following them, others will arise 
which will devote themselves to broader and more 
fundamental problems and which will attack those 
left unsolved by the former institutions. Of this latter 
class the Pasteur Institute in Paris and the Rockefeller 
Institute are conspicuous examples. 

The founding of research institutes does not guar- 
antee their success. That will depend upon the men 
who work in and for them. It has become evident 
that our research workers must have more diversified 
training than the older generation possesses. The store 
of knowledge accumulated by science must be made 
available to medicine. The only way in which this 
can be accomplished is to have trained men continually 
examining and testing this accumulating store of facts 
and applying them to the problems of disease. Such 
men should have medical training and approach their 
problems from the medical point of view; but to them 
should be spared the necessity of learning ultimate 
details of the medical art and they should give their 
energy to some sister study, be it morphology, physi- 
ology, chemistry or pathology. Medicine has just 
begun to realize the need of drawing to itself the great 
talent which hitherto has had an open door only to 
the pure and applied sciences. Research is largely 
dependent for its successful pursuit upon an attitude 
of the mind which insists on following a clew that 
promises to reveal some relationship, some law of caus- 
ality between phenomena hitherto apparently unre- 
lated. This type of mind has many of the attributes 
of the inventor who is attempting to combine to our 
advantage the forces of nature in new and unlooked-for 
ways and to express them in the form of labor-saving 
machines. In order to attract these minds we must 
pay them a living wage and provide workshop, tools 
and exercise but moderate restraint over their activities 
To them the exterior of practical medicine has a for- 
bidding aspect. We must bring them to face its really 
wonderful problems through the portals of the labora- 
tory. 

After we have established research institutes and 
brought together a devoted, enthusiastic group of 
scientists we must look not too closely at the imme- 
diate practical value of research. Most of the epoch- 
making discoveries have had little, if any, direct influ- 
ence on medical practice at the start, and even for 
some time after. Some have wholly failed to yield 
hoped-for sesults, but they have had great influence 
in unexpected directions. This is chiefly because 
great discoveries are, as a rule, not ripe for use. To 
point out a hitherto unrecognized cause does not 
thereby enable us to overcome its effects. These may 
be grounded in centuries of adaptation. A great dis- 
covery frequently does no more than call attention 
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to a new fact without defining its relationships. The 
discovery of the tubercle bacillus, for example, left 
the whole question of its complex relation to a given 
host untouched. The same may be said for most 
other microbes. The delicate equilibrium between 
parasite and host is the thing to be worked out before 
we can rationally proceed to upset it in our favor. 
There is, therefore, no need of hurrying to put dis- 
coveries to use. Many are discredited because of such 
ill-advised attempts, and the investigator himself 
becomes discouraged in the futile effort to apply prin- 
ciples which fit only in part the practical condition to 
be influenced. 

The tendency to make research directly prove pet 
theories, find short cuts to health, and cure diseases 
hitherto unsuccessfully treated, will continue to give 
the investigator trouble for some time to come. What 
is needed is that at least a small number of scientists 


work at these problems of disease as we would at the | 
They should | 


other phenomena of the world around us. 
look them over from all sides, calmly and objectively, 
to get at the lessons expressed in them. They should 
look upon pathological manifestations as the normal 


sequences of causes operating under special conditions | 


and for certain periods of time. They should endeavor 
to analyze phenomena rather than attempt to suppress 
or crush them. That function should belong to the 
health officer and the practicing physician. 

In order to take this calm attitude toward disease 
as a natural phenomenon and attempt to explain it, 
it may be necessary to move backward toward simpler 
problems from man to the higher animals, from these 
to lower types, from the complex processes of the human 
machine to the physical and chemical phenomena of 
the inorganic world. This has not always been the 
attitude of medicine, for standing as it does, under 
the too near and impending shadow of suffering and 
death, it was but natural to attack the most difficult 
and complex problems first. 

It is needless to say that the position of the research 
worker of the immediate future will not be an easy one. 
The strain to produce something is far more wearing 
than teaching. The mental play of the teacher’s mind 
to produce something is relaxation compared with that 
of the investigator to carry out a contract for the deliv- 
ery of new knowledge. The gap of years and even 
generations may yawn between the problem in hand 
and actual solution. It may indeed prove to be wholly 
impregnable from the point of attack. It may be 
solved by some obscure genius with slight facilities 
who happens to hit the combination which unlocks the 
secret. 

We have all experienced the burden and complexity 
of growing information which has not reached the 
stage of actual knowledge. Extensive tables of figures 
are laboriously built up around it and the worker him- 
self becomes encrusted and almost asphyxiated with 
methods and technicalities. We find the laboratory 
growing hot and stifling as we painfully add one more 
fact to the heavy burden. Suddenly and quite unex- 
pectedly the true discoverer comes with a simple 
explanation. At his approach the air is cleared and 
freshened. Tables and figures are shoved to one side, 
and we begin our work once more with improved vision 
along another road. 

Such is frequently the mission of the true discoverer, 
to leap over mounds of facts and figures, bring us back 
close to nature and show us that her movements are 
often far simpler than we dared imagine. 

Thus far 1 have dealt with research as a thing by 
itself to be furthered by endowment and prosecuted 
by specially fitted men for the sake of its value to man- 
kind. This is only preliminary, however, to the main 
thesis of our remarks, the training of research workers 


| and the relation of research to the medical school. As 
a humble representative of the school which has pro- 
vided so liberally in its new buildings for both research 
and instruction I must endeavor, amid the tangle of 
changing conditions, to place before you the relation 
between teaching and research as it presents itself to 
| me. 

I am quite inclined to make a sharp distinction be- 
tween the physician and the investigator, and I think 
the time has come to create, as it were, a separate genus. 
What may be said of the type research worker should 
also apply to the teacher." The attempt to set apart 
the teacher and investigator is simply another tribu- 
tary of the current which is tending to make all 
teachers independent of the practice of medicine, by 
urging adequate compensation for their entire time. 

Some enthusiasts would go so far as to urge ‘that all 
students be made research workers. This is clearly 
uneconomical, for not many are fitted and the world 
has no use for many. There are needed chiefly well- 
educated, humane, upright and patient workers who 





| 

| 

| 

: wk: 
|are ready to do the routine tasks of their profession. 
| 


The physician must keep step with the great proces- 
sion as it slowly moves forward. He cannot deviate 
'much to the right or to the left nor move much faster 
| than the rest. His activities are more or less defined 
| by a consensus of opinion. No matter how much 
| he may swing his pinions in the laboratory, they will 
| have but little room to move in the practical work of 
| life. It is one thing to discover, and another to apply; 
one thing thoroughly to believe in our results, another 
to make others believe and act accordingly. 

The research worker, on the other hand, deals more 
with the undefined boundaries of knowledge and with 
the frayed edges of sound information. He does not 
march with the procession, but he must do lonely out- 
post and scouting duties. He must seek clandestine 
meetings with those of other sciences, for he learns 
mainly by breaking through conventional barriers. 
He makes his discoveries unknown to others, and the 
farther they are in advance of the times the less_atten- 
tion they will receive. 

Again, the physician under the stress of practical 
life must be positive and aggressive in his dealing with 
disease. He must supply empirically what is lacking 
rationally, and his experience is, therefore, of the great- 
est value, as it is in all vocations which couple science 
with actual life. The investigator, on the other hand, 
must be to a certain degree negative, skeptical of 
current theories, and suspicious of mere experience. 
He must frequently destroy before he builds up. He 
approaches the individual case of disease through 
general laws established through experiment. The 
physician must begin with his patients and through 
them reach general formule governing disease. He 
studies the patient, whereas the investigator studies 
the disease. . 

The investigator should be free to a certain degree 
to create his material and his problems. The physician 
must accept his cases as they come to him and he can 
only exercise the skill of selection. Each patient is 
indeed a problem, but it is worked out under the illumi- 
nation of the accumulated knowledge of the world, 
and not dealt with according to strange and hitherto 
unknown formule. The physician cannot control 
his patient excepting within a narrow range. Experi- 
ment, as such, except when of a trivial nature, is for- 
bidden by law and conscience. Statistics is the only 
court of appeal he has in attempting to prove success, 
and this method we know is open to serious error. On 


1 The time is not so distant when it will become necessary to 
separate the functions of teaching and research. The teacher will 
then investigate to improve his teaching, the investigator will teach 
oe, clarify the aims of research. One merges insensibly into the 
other, 
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account of his peculiar and unique life-work, the phy~ 
sician must build his education as broadly as possible 
and carry as much information as is compatible with 
normal thinking. The research worker, on the other 
hand, digs and delves and he must leave unnecessary 
encumbrances behind. 

The main task of the medical schools will always be 
to train physicians. It does not fall within the scope 
of this address to define what this training should be, 
and I shall not attempt it, excepting in so far as it 
bears upon laboratory instruction. I believe that the 
medical school should make the future physician absorb 
as much as possible of the best medical science of the 
day and give him a certain initial skill and dexterity 
in carrying out the fundamental operations of the 
medical art. The power of the student to think inde- 
pendently, to digest the facts he has absorbed into some 
current theory which enables him to absorb more, and 
thus continually upbuild and rebuild his science, should 
be uninterruptedly stimulated by lectures, conferences 
and reading. To aid this constructive work labora- 
tories have come quite generally into use. They are 
not research institutes at bottom, but originally a 
means to fix and illuminate through the senses facts 
otherwise meaningless. For the average student the 
laboratory is a review as well as a fixative of data which 
he is to carry with him and upon which he is to build 
his professional experience. 

To those who are inclined to claim for the laboratory 
more than this in the education of the physician, I 
would ask to consider how little of medical science can 
actually be presented there to the student. Certain 
functions can be demonstrated in physiology, certain 
processes and products in chemistry, certain anatomical 
facts and certain parasites as etiological factors in 
pathology. The prolonged impact of untoward con- 
ditions, the silent movement from health to disease, 
the shadowy boundary between the two, who can 
adequately demonstrate them in the laboratory? There 
the days, months and years of disease processses must 
be concentrated into minutes and hours. Much of the 
laboratory work is like the ward visit, a fragment, to 
be pieced out through the agency of books, lectures and 
the imagination. 

I am, of course, fully aware of the great importance 
of thoroughly training the senses and the powers of 
observation. The chief means of communication of 
the physician with his patient is through the medium 
of the senses, and the more avenues of intercourse are 
opened between him and the diseased body by in- 
creased delicacy of sense perceptions and by instru- 
ments of precision, which aid and control the sense im- 
pressions, the more precise the diagnosis. 

Lest I be misunderstood, I wish to emphasize the 
importance of bringing the student who is to be the 
future practitioner in as close contact with laboratory 
research and its immediate fruits as possible. For he 
will be the one to apply new points of view gained 
experimentally, in the prevention and treatment of 
disease. Unless he gains some confidence in the labo- 
ratory and its methods and is ready to welcome its 
fruits, how can medicine make any progress? His own 
contact with the laboratory should be for him a strong 
support and create in him faith in the ultimate triumph 
of science over the problems and mysteries of disease. 
Its influence should reach far beyond his years of train- 
ing. When in practice he is disturbed by the confusion 
of voices, which, like the will-o’-the-wisp, lead neither 
here nor there, or when he is perplexed by the move- 
ment of fads and fashions pointing now in one now in 
the diametrically opposite direction, when he comes to 
realize that much of his professional work is still empiri- 
cism and that it moves from precedent to precedent, — 
he will look back upon his best laboratory work with a 





feeling of relief and recognize in it the germs of the 
science of medicine where his results came true if he 
worked accurately, and where he could predict the 
outcome. This power to predict which characterizes 
science should stimulate the trained physician to urge 
on in every way his profession toward the scientific 
ideal. If the laboratory succeeds in creatirg a desire 
to aid in realizing in the student this ideal its work will 
be well done. This craving to place his profession on 
a more and more scientific basis will lead to steady 
intellectual growth and insight and a proper receptive 
attitude toward the progress of science. 

Much confusion can be avoided, I think, by classify- 
ing laboratories into two categories: those that incul- 
cate principles of medical science and those which 
subserve clinical diagnosis. In the latter, clinical 
medicine or medical practice seeks to lay hold of the 
acquisitions of experimental science and to utilize them 
in the interpretation of symptoms. The clinical or 
hospital laboratory approaches medical problems from 
the professional side and is thus an extension of medical 
practice into a territory where science and practice 
meet and shade into one another. Here the future 
physician should receive most careful training when 
he begins to direct his studies toward some branch of 
medicine. For this important stage the Harvard Medi- 
cal School has left the fourth year open. In this year 
the student should utilize all possible means of combin- 
ing his practical training with the more analytic 
methods of the laboratory, and exploit whatever it 
may offer in more accurate methods of making and 
recording observations. At the same time, we must 
not make the mistake of calling this research. It may 
later on shade into research, but it is at first simply 
increasing and perfecting the means of identifying 
already well-known disease processes. 

We are just now passing through a period of reaction 
against so-called book learning which is likely to lead 
us too far in the other direction. So much weight has 
been placed upon the training of the senses that we are 
in danger of neglecting the mind behind them. It is 
vaguely assumed by some that laboratory work is per 
se research. This is far from the truth. We might 
with profit carry on researches in the published work 
of others without entering the laboratory. We might, 
on the other hand, spend our whole life in a laboratory 
without acquiring more than a little manual and optical 
dexterity. We are in danger of forgetting that the 
training of the observational powers is simply develop- 
ing another language made necessary by the expansion 
of medicine as a biological science. The true investi- 
gator may have but imperfectly trained senses, but he 
may still succeed in discovering and opening up a new 
country to us. With his intellectual power to grasp 
and arrange data, largely worked out by others, per- 
haps, he finds his way through the unknown. 

In our zeal to further the educational methods of the 
day, there is just as much danger that we overload the 
mind with too many sense impressions, as with too 
many facts gathered through the medium of books. 
Have we not heard of the absurd waste of time in some 
laboratories over work employing laboratory technic 
which is as empty as the written page to many a stu- 
dent? Have we not seen many a laboratory servant 
whose senses were sharper than ours on occasion ; many 
a butcher who detected abnormalities of the tissues more 
quickly than we? Yet they were not doing research. 
Let us not deceive ourselves concerning the true in- 
wardness of research. It does not consist in trained 
senses alone. It is a quality, an attitude of the intel- 
lect working through the senses. Claude Bernard 
clearly recognized this when he said: ‘‘ He who does 
not know what he is looking for will not lay hold of 
what he has found when he gets it.’”’ 











470 BOSTON MEDICAL AND SURGICAL JOURNAL 


{[Aprit 20, 1905 





Though research may be carried on and is going on 
in all departments of medicine to-day, yet the true 
home of the investigator is the modern laboratory. 
Here we have a kind of reproduction in miniature of 
the actual field of work, where, by means of physical, 
chemical and biological methods of analysis, the prob- 
lem in hand may be reduced to as simple terms as pos- 


sible, or at least confined within more or less governable | 


conditions. When it has reached a certain stage of 
maturity, then facilities should be at hand which enable 
the investigator to approach cautiously the very com- 
plex conditions of actual disease in the hospital and its 
special laboratories. 

The university medical school has thus two duties 
to perform,—to train practical men, physicians and 
health officers, and to encourage the few who incline 
to research. The methods of training for both coincide 
for a large part of the course, but they must eventually 
diverge, the practical man to enter the actual field of 
conflict with disease and forge his weapons as well as he 
can from the storehouse of the world’s accumulated 
experience and science, the investigator to continue 
his struggle with the stubborn and evasive facts of 
nature. 

To carry out this program the university school must 
have teachers who are investigators, well-equipped 
laboratories both for large classes and for individual 
advanced workers. It must have satisfactory stables 
and operating-rooms for small and large animals; for 
the experimental and observational study of animal 
diseases is the logical outcome of laboratory research. 
It is another intermediate station on the way to human 
pathology. It frequently presents such strikingly 
clear solutions of difficult problems and permits us to 
introduce the comparative method which has been so 
fruitful in the biological sciences. Closely associated 
with the school should be hospitals and clinical labora- 
tories. Let us look at a few of these requisites very 
briefly. 

The training and encouragement of research as well 
as thorough teaching in our medical schools lead by 
implication to the doctrine that professors should be 
investigators themselves. For the purpose of elemen- 
tary class work it may be maintained that it is enough 
for teachers to instruct with the aid of all the parapher- 
nalia of the day. But what shall they teach? Shall 
they go no faster than the successive editions of text- 
books allow, or shall they express an opinion about or 
actually teach the newest doctrines? As I stated before, 
the knowledge of the world is covered with the froth 
of research fermentation of several years’ depth, and 
the latter yields about as much genuine knowledge as 
the froth does actual fluid. The teacher cannot 
well sound its depths unless he has made some inde- 
pendent studies of his own. Then he will be able to 
say something definite, whether he has been at work 
in this very field or not. His critical view will enable 
him to take sides and be positive rather than negative 
in his teaching. 

It will no doubt be maintained by many that to 
teach undergraduates the latest information is out of 
place or at any rate not necessary. All that they need 
for their daily subsistence pertains to fundamental 
conceptions. But I answer that we really know little 
of fundamental conceptions and what we believe we 
know is being affected and modified by every new dis- 
covery of any value. It is of the utmost importance 
that the theories which the graduate takes with him 
be as sound and withal as fresh as the teacher can make 
them, for they will form the scaffolding of his thinking 
for some time to come, possibly for many years. 

The teacher who is called upon to direct the work of 
students who are beginning to feel their way into un- 
known territory or who have already left the beaten 


| path far behind, must of necessity be an investigator. 

Without going ahead of them himself his counsel is apt 
'to be wavering, and at times he feels himself wholly 
| helpless to advise. In other words, to direct research 
the teacher must be playing the chief part, while his 
_students, of whatever rank, should take subordinate 
parts, all definitely working toward a givenend. Only 
by such co-ordinated work can both the worker and 
the task become a success. The teacher’s capacity 
for research is not necessarily measured by his pro- 
ductivity. This may be curtailed by his high stand- 
ards of what should be put on record. At the same 
time his capacity for research should somehow make 
itself felt through those whose labors he is directing. 
His fruitfulness should be manifested through them. 
If a teacher remains sterile both in himself and his 
students, he has missed his vocation. 

Of importance equal to that of an efficient body of 
teachers are adequate laboratory facilities both for 
teaching and research. Medical science has moved 
beyond that stage when a student could be kept profit- 
ably employed with a microscope and a box of slides. 
With the growth of laboratory methods of diagnosis, 
more varied and costly apparatus is needed, more 
space to place it and more laboratory service to guard it. 

In research the demands are similar, but more exact- 
ing in certain directions. Some still believe that abun- 
dant space and work-room with cases full of the latest 
instruments will certainly lead to great discoveries. 
These are, to be sure, necessary ; but without the motive 
power behind them they are more than barren; they 
create the debts rather than the assets of research. 
This motive power consists of enough assured income 
to carry on research and develop the research powers 
of meritorious students. There should also be ample 
means for laboratory service. Research is in one sense 
a business; the laboratory a workshop. Here all sorts 
of processes are under way, and as no one would expect 
a workshop to be carried on with only a foreman, so 
a laboratory cannot be kept in use without laboratory 
service. Hitherto, assistants have been made the 
motive power and the laborers; but this system should 
no longer be maintained. Not only is it wasteful to 
fill the time of assistants with routine manual labor, 
but it is wasteful in so far as the laboratory is dismem- 
bered at the end of each year. Every laboratory 
should be in working order even if all assistants are 
lacking. The trained laboratory servant should rep- 
resent the routine and conservative, the assistants and 
investigators the progressive, element. 

With the growth of the cost of research it becomes 
of great importance to exercise care and selection in 
admitting men to research positions. Fortunately, 
there are not many collateral attractions in a life of 
research, and the process of elimination acts, as a rule, 
automatically. Still there is danger just now that 
some of the flotsam and jetsam caught in an eddy, or 
else afraid of the current of practical life, may seek the 
quiet of the laboratory, because of some imagined 
taste or capacity which fails to materialize later on. 
It is far better not to have any research workers than 
poor ones. 

The leaven of research which has so completely per- 
meated and revolutionized all doctrines and practices 
of medicine in the past quarter-century is still acting, 
and no one can foretell how it is going to mold the 
medical science and practice of the coming decades. 
No one can foresee what it is going to do with the medi- 
cal schools. 

There will come, without doubt, much change in the 
artificial boundaries of the present so-called depart- 
ments. Created for purposes of teaching and adminis- 
tration, they are a veritable bane to the investigator 
who cannot stop mining because his vein happens to 
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dip into another man’s superficial territory. Even in 
the routine of teaching many changes are likely to come. 
I believe there will be developments in two main direc- 
tions. The present laboratory studies, or propedeutics, 
will be deepened and extended in the direction of the 
more exact sciences, or toward the physical, chemical 
and biological work of the university proper. As a 
necessary result of this movement much of the work 
now done by these departinents will move forward into 
clinical medicine and surgery, and there will be a corre- 
sponding growth and strengthening of the clinical and 
pathological laboratories of the hospitals. To illus- 
trate: Much of what is taught to-day in pathology 
belongs to clinical medicine and surgery, for it is largely 
special and diagnostic in character. The pathologist is 
now the servant of the physician and surgeon in com- 
pleting and rectifying their diagnoses. The pathologist 
of the future will deal with more general phenomena 
derived from experimental and comparative data, just 
as the physiologist has moved onward, or backward if 
you please, into general and comparative physiology. 
Similarly, the burden of other now scientific depart- 
ments will be shifted into the more practical branches 
to make way for more fundamental problems. The 
logical outcome of such a re-arrangement of studies 
would be eventually a college course arranged wholly 
with a view toward medicine and sanitary science, in 
which the bulk of the present early studies of the medi- 
cal school would find a place, and, secondly, a practical 
course in medicine, surgery and sanitary science, in 
which clinical, hospital and public health laboratories 
would take a prominent part. It may be that in this 
way the time and energy of the student aiming for two 
degrees and a livelihood could be saved, while the effi- 
ciency and scope of the course could be increased at 
the same time. 

The establishment of research institutes by govern- 
mental authority and private munificence marked the 
beginning of a new epoch in medical science by organiz- 
ing research and giving it an assured status. The 
influence of these institutes upon research in the uni- 
versity medical schools will be watched with much 
interest. Unless the latter take a more definite position 
and furnish opportunity whereby investigations of a 
more serious and exhaustive scope may be undertaken, 
the research institutes will absorb the best men and 
the highest class of work and leave research, as hereto- 
fore, a by-product of the schools, often desultory, dis- 
continuous and trivial. To avoid this impending calam- 
ity, the professors should be relieved of various routine 
duties incidental to the management of laboratory 
workshops. There should also be appointed investi- 
gators of definite rank whose teaching should be subor- 
dinated to research in such a way that the latter will 
not be seriously impaired by long interruptions. 

In conclusion, I wish to dwell briefly upon a phase of 
our subject which is, perhaps, the most important of 
all and toward which the various lines of our discourse 
have been converging. 

The relatively large endowments given to medical 
education and research in recent years have created, 
as it were, a trust to be administered by the medical 
profession in the interest of human society in the broad- 
est and highest significance of the term. This I inter- 
pret to mean that we must endeavor to make all advance 
in our knowledge of health and disease common prop- 
erty so far as this may be possible, to disseminate 
broadcast the benefits of research into the laws of 
health, so that they may enter into and form an 
integral part of the life of the individual and the com- 
munity. We all know that much of the daily work of 
the physician goes to charity, that the public health 
authorities and sanitary officers are but scantily com- 
pensated for their arduous and often dangerous labors. 











They can be no question that as a profession medicine 
stands at the head in disinterested service; but there 
is still room for improving the relation between 
medicine and the public. How can this be done? 

Perhaps, next to the education of physicians of the 
highest standards, the immediate duty of the univer- 
sity medical school is the development through research 
of preventive medicine and sanitary science and the 
education of sanitary officers. This, it seerns to me, is 
the best way in which our debt to society can be dis- 
charged, for it is the way through which medicine has 
moved during the past quarter-century to its present 
commanding position; it is, in fact, the way of least 
resistance for the human race to evade or mitigate the 
penalty incidental to advancing civilization. Preven- 
tive medicine is the application of medical science to 
the mass as well as to the individual. It attempts to 
arrest disease before its momentum has carried it 
beyond the means of help. It is the truly modern as 
contrasted with the medieval point of view. 

Nobody will deny that much has already been done 
in the development of preventive medicine and sani- 
tary science. It will be claimed, and with justice, that 
more has been done than the public is willing and pre- 
pared to accept and live up to. We know that to-day 
municipalities continue to permit the unnecessary sacri- 
fice of lives to epidemic disease, that politics is per- 
mitted to disorganize efficient boards of health in large 
and small communities and to put the best material 
interests of family and social life into untrained hands. 
We know that the public continues, in spite of warn- 
ings, to consume noxious drugs, widely and boldly 
advertised in the daily press. These difficulties are 
very real, but they should not discourage us. The 
medical profession is in a sense to blame for this con- 
dition; for the household remedies and cures of to-day 
are those of the doctor of a generation ago, and the 
medical practice of to-day will crop out in the daily 
life of the next generation. Likewise, the indifference 
of the physician and health officer of a generation ago 
is reflected to-day in the attitude of the mass of the 
people. 

The university medical school has here a great func- 
tion to perform, for it is the legitimate source of knowl- 
edge pertaining to hygiene and sanitation. There are 
few problems which have not been suggested by con- 
tact with disease. Sanitary science is broad and rests 
upon many foundations, and the means of disseminat- 
ing its teachings are many, but its origin is in pathology. 
Without the stimulus of the continual presence of dis- 
2ase its problems may become trivial and its practice 
ineffective. 

The university medical school may, in still another 
way, hasten the diffusion of sounder views concerning 
health and disease by creating more interest among 
the educated in the general problems of pathology. 
This is but the obverse of physiology, and its principles, 
once scientifically founded and objectively developed 
along general and comparative lines, should form an 
attractive study in all biological laboratories. We are 
still some distance from the relization of this suggestion. 
but the task is worthy of the best men in our best 
schools. 

If we take this broad view of the work of the univer- 
sity medical school and try to put it into effect, medical 
science will come out of its somewhat isolated position 
and take its proper place beside the other sciences. The 
work of the physician will then be rated more justly, 
because the great complexity of the problem of health 
and disease will be more appreciated. His services will 
then be sought more frequently before, rather than dur- 
ing the calamity of illness, because it will be better 
understood why he can more easily forestall and pre- 
vent than cure disease. 
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SURGICAL SHOCK AND COLLAPSE. 

THE subject this year of the Hunterian Lec- 
tures, delivered the Royal College of 
Surgeons of England, by Mr. J. P. Lockhart 
Mummery, was ‘‘ The Physiology and Treatment 
of Surgical Shock and Collapse.” Surgical shock 
is defined as a condition produced by exhaustion 
of the vasomotor centers and the resulting fall 
in blood pressure, and collapse is a similar con- 
dition caused by hemorrhage or paralysis of the 
vasomotor centers. 


before 


The anesthetic is regarded 
as an important element in the causation of the 
shock, and the opinion is expressed that the 
C. E. mixture, and ether are safer anesthetics 
than chlorolorm. As regards treatment, stimu- 
lants, and especially strychnia, are absolutely 
contra-indicated, since they tend rather to in- 
crease than to diminish the condition for which 
they are administered. On the other hand, 
compression of the abdomen, either manually 
or by means of a tight abdominal binder, is an 
extremely effective method of treating shock 
in all A further development of this 
idea is the establishment of an artificial peripheral 
resistance by the application of external pneu- 
matic pressure, a method which Crile has worked 
out in this country in detail, but which as yet 
has hardly proved practical. 


cases. 


Intravenous infu- 
sion of salt solution is disappointing in that its 
effect is fleeting, but the introduction of saline 
solution into the abdominal cavity following an 
abdominal operation is a good method of com- 
bating shock. The administration of adrenalin, 
hemisine and ergot promises much in the future 
since the experimental evidence of its efficiency 
is apparently established, although its clinical 
trial is as yet undeveloped. 











As a means of preventing shock cocainization 
of large nerve trunks is strongly advocated. 
Morphine should be used more freely than it has 
been in the past, and a blood pressure chart 
should be kept during severe operations in order 
that treatment may be given promptly if re- 
quired. We quote Mr. Mummery’s method of 
treatment as follows: 


I believe the best line of treatment in the event of 
shock occurring or threatening during an operation to 
be as follows: If the operation is an abdominal one the 
peritoneal cavity should be filled before being closed 
with physiological salt solution, and if a severe degree 
of shock is already present hemisine or adrenalin should 
be added to this solution in the proportion of 1 in 
40,000. Whether the operation be an abdominal one 
or not a firm, tight abdominal binder should be applied 
at the end of the operation, and in bad cases the limbs 
should be firmly bandaged from the extremities up- 
wards in addition. When the patient has been put 
back to bed the foot of the bed should be raised at 
least 12 inches on blocks and all pillows should be 
removed from beneath the head; the patient should 
be kept warm and some good form of nutrient enema 
should be administered and repeated in a short time. 
No stimulants should be given. A hypodermic injec- 
tion of aseptic ergot should be given at the earliest 
sign of shock and repeated if any improvement in pulse 
tension follows its administration. Except where 
absolutely contra-indicated an injection of morphine 
should be given at the end of the operation, whether 
pain be present or not; and if there is any restlessness 
afterwards the morphine should be repeated. If, 
in spite of these measures, the blood pressure remains 
low and the patient continues in a dangerous condition 
of shock a solution of adrenalin in physiological salt 
solution in the proportion of 1 in 20,000 should be 
intravenously infused at a rate of about three to five 
cubic centimeters per minute. The intravenous infu- 
sion should be continued until on stopping it the blood 
pressure is found to remain at a safe level. In bad 
cases it may be necessary to continue the infusion of 
adrenalin for a long period, but it affords a certain 
method of maintaining the patient’s blood pressure 
and therefore his life. 

In collapse following severe hemorrhage intravenous 
infusion with physiological salt solution should be 
performed as soon as possible. The amount of fluid 
introduced into the veins should be as nearly as possible 
equal to the amount of blood lost. The subsequent 
treatment should be the same as for shock. In all 
forms of sudden collapse, including the collapse of 
chloroform poisoning, the intravenous administration 
of adrenalin is of immense value in assisting to restore 
the patient’s life. This drug, by raising artificially the 
blood pressure, allows the heart and the vital nerve 
centers to resume their functions very easily. It should 
prove of great value in resuscitating drowned persons 
and in other similar emergencies. 
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One of the most significant advances which 
have been made in the general domain of surgery 
within the past few years is the study and atten- 
tion which has been given to this question of 
surgical shock. It is apparent that much of the 
treatment in the past has been empirical in 
character and possibly, at times, harmful in its 
results. The experimental method has rendered 
possible the theoretical solution of many of the 
questions at issue, and it remains now to apply 
the knowledge so gained to practical medicine. 
When this is completely done, the surgeon will ap- 
proach his patients with much greater confidence 
in the outcome and with a minimum of anxiety 
regarding the effect of his operative procedures. 


~~ 
> 


THE LIBRARY MEDICAL MEETINGS. 

As is, perhaps, generally known, a systematic 
attempt has been made in Boston this winter to 
infuse new life and energy into its medical meet- 
ings. The meetings have been held under the 
auspices of the Medical Library in conjunction 
with the Suffolk District Branch of The Massa- 
chusetts Medical Society, and have been under 
the immediate charge of a committee of three 
composed of Drs. G. W. Gay, F. B. Lund and 
EK. P. Joslin. The energy of this committee, com- 
bined with the active co-operation of the profes- 
sion in and about Boston, has led to a series of 
medical meetings which, in point of attendance 
and general interest aroused, have surpassed any 
hitherto held in the city, with the possible excep- 
tion of such occasional gatherings as those repre- 
sented by the annual meeting of The Massachu- 
setts Medical Society. The attendance at these 
meetings has been most gratifying, and has been 
remarkable in that it has brought together men 
practicing in various outlying regions, as well as 
those near at hand in the city proper. The 
number in attendance at any one meeting has 
never fallen below one hundred in the thirteen 
meetings held, and has twice exceeded two hun- 
dred, the largest number being at the meeting of 
January 11, at which the subject of medical 
charity was discussed. 





The success of these meetings evidently de- 
pends upon several factors, which it is well to 
consider in the years to come, if they are to be 
maintained at the high standard set this year. 
In the first place, a few men have taken a personal 
and active interest in the success of the meetings. 
This has no doubt required much work and a 
considerable expenditure of time on their part, 
and this must always be the case if medical meet- 
ings are to appeal to the rank and file of the 





profession. As a direct consequence of this 
interest, subjects have been chosen which are 
in the forefront of discussion and which are of 
vital interest to practitioners in all branches of 
medicine. Those chosen to read papers and 
take part in the discussion of the main papers 
have always been peculiarly qualified by experi- 
ence for the task. This has naturally led to an 
authoritative statement of opinion on many 
topics now more or less in dispute. In general, it 
has been definitely shown that medical men are 
quite willing to come to medical meetings, pro- 
vided a well chosen program is offered and 
carefully prepared papers are read. The paucity 
of general discussion is somewhat to be regretted 
in these large meetings, but this no doubt is 
more than compensated for by the systematic 
presentation of a general subject in concise form. 

We have no question that a like success will 
attend meetings in the future provided the same 
general methods are carried out as have been suc- 
cessfully employed during this last winter. This 
means, as we have already suggested, the devo- 
tion of a few men to the preparation of the meet- 
ings, careful choice of topics, and of men to dis- 
cuss these topics who are able to present the gist 
of their ideas in concise form. Any relaxation 
on the part of those who have the meetings in 
charge will undoubtedly lead to the apathy which 
has, heretofore, too often characterized our med- 
ical gatherings. This, we trust, may be avoided 
in view of the excellent example set by this 
year’s committee and the results of their efforts. 

- assuiee 


MEDICAL NOTES. 


MEETING OF THE AMERICAN SOCIETY OF CLINI- 
CAL SURGERY. — The American Society of Clini- 
cal Surgery meets in this city Friday and Satur- 
day of this week. The meetings are to be held 
in part at the Massachusetts General Hospital and 
jn part at the City Hospital, and, as the name 
of the society implies, the program is designed to 
be practical in character. 


REPORT OF THE Onto Hosprrau ror Epivep- 
tics. — The fourteenth annual report of the Ohio 
Hospital for Epileptics shows that an increased 
amount of scientific work has been accomplished, 
largely through the equipment and opening of a 
new laboratory. There have been autopsies of 
sixty cases. On the clinical side the history of 
cases has been amplified and the records filed 
for ready reference. In general, this institution 
shows the progress which is everywhere being 
made in the treatment of epilepsy. 
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BOSTON AND NEW ENGLAND. 


Acute INnrectious DIsEAsEs IN Boston. - 
For the week ending at noon, April 19, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 27, scarlatina 16, typhoid fever 3, 
measles 14, tuberculosis 50, smallpox 0. 

The death-rate of the reported deaths for the 


week ending April 19, 1905, was 18.43. 


Sratistics. — The total 
number of deaths reported to the Board of Health 
for the week ending Saturday, April 15, 1905, 
was 235, against 204 the corresponding week of 
last year, showing an increase of 31 deaths, and 
making the death-rate for the week 19.95. Of 
this number 119 were males and 116 were females; 
230 were white and 5 colored; 138 were born in 
the United States, 92 in foreign countries, and 5 
unknown; 53 were of American parentage, 153 
of foreign parentage, and 29 unknown. The 
number of cases and deaths from infectious dis- 
eases reported this week is as follows: Diphtheria, 


Boston MortTA.Liry 


26 cases and 4 deaths; scarlatina, 23 cases and no 
deaths; typhoid fever, 3 cases and 1 death; 
measles, 13 cases and 2 deaths; tuberculosis, 38 
3 deaths; smallpox, no cases and no 
The deaths from pneumonia were 39, 
whooping cough, none, heart disease 30, bron- 
chitis 6, and marasmus 6. There were 15 deaths 
from violent The number of children 
year was 38; the number 

The number of persons 
The 


9 

0 
cases and 2 
deaths. 


causes. 
who died under one 
under five years 565. 
who died over sixty years of age was 64. 
deaths in public institutions were 79. 
There were 9 cases and 5 deaths reported 
during the week from cerebrospinal meningitis. 
Two of the deaths occurred in hospitals to which 
the patients were brought from suburban towns. 


A CENTENARIAN.. — Ellen T. Quinn, reputed 
to be one hundred and four years old, died in 
Haverhill, Mass., April 13. 


ReEpoRT OF THE Boston LYING-IN HospitaL. — 
According to the recently published report of the 
Boston Lying-in Hospital, the total number of 
patients has exceeded that of any previous year, 
being 2,651, an excess of 132 over the preceding 
year. The number of internes at the hospital 
and at the South End Branch has been increased 
so that now four students are on service at each 
place. 

HoME FOR SuRGICAL TUBER- 
— The need of a home for 
surgical tuberculous patients in this vicinity is 


CONVALESCENT 
CULOUS PATIENTS. 





manifest. The present convalescent homes are 
not able to afford the requisite care for these 
cases, since it is impossible, in justice to other 
patients, to keep them sufficiently long under 
observation for definite and permanent benefit 
to result. The attempt is to be made this summer 
to demonstrate the utility of a home where such 
patients may be treated. To this end it is pro- 
posed to rent a tract of land near the city, to buy 
a portable house for administrative purposes and 
two or three tents for the housing of patients, 
exclusive of pulmonary cases. It is hoped that 
this plan will demonstrate the necessity of pro- 
viding a permanent place of some sort for the 
treatment of adult surgical tuberculous patients. 


NEW YORK. 


ERROR IN DtaGNosis oF MENINGITIS. — On 
April 9 a young girl, thirteen years old, believed 
to be suffering from cerebrospinal meningitis, 
was admitted to Bellevue Hospital in a state of 
coma. She died the following day, and the autopsy 
showed that the.trouble was not meningitis, but 
miliary tuberculosis of the intestine. The exam- 
ination was made by Dr. J. E. Welch of Bellevue 
and Dr. Schultze, coroner’s physician, in the 
presence of Dr. W. M. Polk and other members 
of the Health Department’s cerebrospinal menin- 
gitis commission, and the opinion was expressed 
that if autopsies were more generally made in 
the case of those supposed to have died from men- 
ingitis, it would be found in a considerable pro- 
portion of instances that death was due to some 
other cause than this. 


Morta.ity IN Marcu. — The weekly reports of 
the Health Department show that the mortality 
in the city during the month of March represented 
an annual death-rate of 20.55 as against 20.26 
in February and 23.64 in March, 1904. Among 
the diseases in which there was an increased 
fatility were the following: The weekly average 
of deaths from epidemic cerebrospinal meningitis 
increased from 37.5 in February to 91 in March; 
the weekly average from scarlet fever, from 
15.75 to 19.5; from measles, from 6 to 12.25; 
from bronchopneumonia, from 102.25 to 108.5; 
from pulmonary tuberculosis, from 174 to 187.75; 
from diarrheal diseases, from 36.5 to 46.25; from 
diarrheals under two years of age, from 30.25 to 
39.25; from cancer, from 49.75 to 57.75; and 
from organic heart diseases, from 112.25 to 114. 
Among the diseases which showed a decline in 
mortality were the following: The weekly aver- 
age of deaths from diphtheria and croup de- 
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creased from 45.75 to 31.75; from influenza, from 
15.5 to 13; and from pneumonia, from 172 to 142.- 
25. In March there was one death from smallpox, 
as against four in February, the largest number 
of deaths from the disease in any one month for 
a very long period. The corrected death-rate 
for the month, excluding non-residents and in- 
fants under one week old, was 19.55. 


THE CHILDREN’S VILLAGE. — On April 16, there 
were held the formal farewell services at the 
New York Juvenile Asylum, marking the change 
from a congregate institution of ‘‘ The Children’s 
Village,” with its cottage homes and gardens, at 
Dobbs Ferry, on the Hudson. The tract of 
land purchased at the new location comprises 
three hundred acres, and the work there will be 
inaugurated with fifteen completed cottages 
‘capable of housing twenty children each in home- 
like surroundings and under the care of a “ house- 
mother.’”’ More cottages will be built from time 
to time as the necessary funds are provided. 
During the fifty-four years since it was founded, 
in 1851, no less than 39,000 neglected children 
have been cared for by the asylum. 


_s 


apiscellanp. 


CEREBROSPINAL MENINGITIS. 


Tue Connecticut State Board of Health issues 
the following statement, dated April 15, with 
regard to cerebrospinal meningitis: 

‘“This disease was first described as epidemic 
in Geneva, in 1805, and appeared in 1806 in Med- 
field, Mass. This well illustrates its migratory 
character, —from one continent to another in a 
year. In a sporadic form it sometimes remains 
endemic for several successive years in a region 
and then will wholly disappear for a period of 
years. In epidemic form it is very erratic. It 
suddenly terrifies a community in widely sepa- 
rated places which have no recognizable relation- 
ship; in cities generally, mostly though not 
exclusively, in unhygienic localities. It rarely 
attacks infants or the aged. It is an infectious 
disease. It is a germ disease, and the germ has 
been arrested, accused, tried and convicted. It 
is a communicable disease. Whether or not 
contagious, is the most urgent question of the 
people. It is the prevalent opinion of the best 
authorities that it is not contagious, although a 
few think it may be very rarely and feebly so. It 
does not, like contagious maladies, extend from 
case to case, or follow lines of travel and traffic. 
It has been a peculiar characteristic of all epi- 
demics that a good majority of the cases have 
been one case only from a single house. Where 
victims have been in the presence of other cases, 
the interval between such exposure and the time 
of attack has varied from a few hours to several 
weeks. While it is believed to be communicable, 








the manner of its communication has thus far 
baffled all investigation. The numerous theories 
are sufficient evidence of its uncertainty. 

‘“‘ Being epidemic in a community, the influence 
which determines its manifestation in houses 
widely separated has not yet been discovered, 
nor why it so often attacks one member of a fam- 
ily and spares all the others. The most active 
investigations are being pursued. 

‘* Protective measures. — Our knowledge of this 
disease being so limited, we can only be guided by 
such facts as we have. The disease is located 
primarily in the brain and spinal cord, in two 
bony cavities from which there is no natural 
outlet. Therefore it is not possible, in acute 
vases, rapidly fatal, for the germ to escape to infect 


others. Such cases reasonably cannot be conta- 
gious. But when the disease is protracted and 


involves the ear, the nose, or the lungs, as it does 
sometimes, it is equally reasonable that the dis- 
charges from these passages will contain the 
infection. Therefore, all these discharges should 
be thoroughly and absolutely disinfected, as well 
as everything else with which they may have 
come in contact. Why? Because they are con- 
tagious. 

‘These germs are of feeble vitality, and the best 
authorities do not believe the infection can be 
transmitted in clothing or other things; hence 
quarantining of houses and inmates is not thought 
necessary. 

‘‘ Ninety-five cases were reported in the state, 
of which 51 were in New Haven and 10 in other 
towns of New Haven County. The remaining 
34 cases were scattered in five other counties and 
in ten different towns. 

‘‘The epidemic in New Haven is now subsiding, 
as usual, with the approach of warm weather.” 


_ —<— ———— 


INFLUENCE OF THE FILTRATION OF Po- 
TABLE WATER ON THE DEATH-RATE 
OF TYPHOID FEVER. 

Dr. JosepH D. Craic of Albany read a paper be- 
fore the Albany Medical Society ' on the above sub- 
ject, in which he considers that he offers sufficient 
proof ‘to show the marked influence the intro- 
duction of filtered river water has had in dimin- 
ishing both the typhoid cases and typhoid deaths 
in Albany, since the use of such water began in 
November, 1899. An average of 285 cases of 
typhoid fever per year for the years 1890, 1891, 
1892, and an average of 489 cases a year for the 
four years preceding the introduction of filtered 
water falls to an average of 109 reported cases for 
the four years following such introduction. A 
typhoid death-rate of 2.3% to total deaths for the 
years 1890, 1891, 1892 becomes 95% for the 
years 1901, 1902, 1903. If statistics prove any- 
thing, this abstract from the records shows con- 
clusively the efficacy of the Albany filter plant in 
protecting the people of Albany from the ravages 
of typhoid fever.” And yet Philadelphia is still 
scourged! 

1 Albany Medical Annals, August, 1904. 
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RECORD OF MORTALITY 


FOR THE WEEK ENDING SATURDAY, APRIL 8. 1905. 


| 
| 





| 

15.8, Leicester 12.8, Nottingham 20.3, Birkenhead 13.9, Liver- 
| pool 17.3, Wigan 24.7, Bolton 15.5, Manchester 17.9, Salford 
| 14.0, Halifax 17.8, Bradford 14.7, Leeds 12.7, Hull 13.3, Shef- 
| field 16.7, Newcastle-on-Tyre 19.7, Cardift 12.2, Rhondda 17.1, 
| Smethwick 15.0, Wallasey 12.5. 


METEOROLOGICAL RECORD. 


For the week ending April 8, in Boston, according to 
observations furnished by Sergeant J. W. Smith of the United 
States Signal Corps: 
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Cambridge 100,998 26 6 19.23 1538 3.84 -- —_ 
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Medford .. 21,956 9 2 1.11 _ _ —_ 
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Woburn... 14,315 3 — 33.33 _ _— _ sa 
Melrose ... 13,819 | 2 0 50.00 — —_ -_ = 
Westfield .. 13,809 9 2 | 22.22 — — — ~ 
Milford 13,771; — - _ — _ _ ~_ 
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Revere < 13,609 | 3 1 _ _ —_ _ ont 
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Watertown 11,575 | 2 0 _ — ~ — — 
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Plymouth .. 11,139 _ _ a — _ _ 


Deaths reported, 3,048; under five years of age, 828; princi- 
pal infectious diseases (smallpox, measles, cerebrospinal 
meningitis, diphtheria and croup, diarrheal diseases, whoop- 
ing cough, erysipelas, fevers and consumption) 760; acute 
lung diseases 521, consumption 365, scarlet fever 15, whooping 
cough 19, cerebrospinal meningitis 137, smallpox —, erysipelas 
10, puerperal fever 16, measles 18, typhoid fever 43, diarrheal 
diseases 69, diphtheria and croup 58. 

From whooping cough, New York 14, Philadelphia 5. From 
scarlet fever, New York 7, Philadelphia 8, Baltimore 1, Provi- 
dence 1, Boston 2, Cambridge 1. From cerebrospinal menin- 
gitis, New York 110, Philadelphia 2, Baltimore 3, Boston 7, 
Lowell 4, Lawrence 4, Southbridge 3, Worcester, Lynn, Haver- 
hill and Attleboro 1 each. From erysipelas, New York 8, 
Boston 1, Worcester 1. 

In the seventy-six great towns of England and Wales, with an 
estimated population of 15,609,377, for the week ending April 
1, 1905, the death-rate was 15.7. Deaths reported 4,711; acute 
diseases of the respiratory organs (London) 119, whooping 
cough 106, diphtheria 51, measles 214, smallpox 2, scarlet 
fever 33 

The death-rate ranged from 68 in Handsworth to 27.5 in 
Merthyr Tydfil; London 15.1, West Ham 17.5, Brighton 14.8, 
Southampton 19.5, Plymouth 14.8, Bristol 17.3, Birmingham 








*0O., cloudy; C., clear; F., fair; G., fog; H., hazy; S., smoky; 
R., rain; T., threatening; N., snow; —, below zero. t Indicates trace 
of rainfall. sa Means for week. 


SOCIETY NOTICES. 

MEDICAL AND CHIRURGICAL FACULTY OF MARYLAND.— 
The one hundred and seventh annual meeting of the Medical and 
Chirurgical Faculty of Maryland will be held at Baltimore 
April 25, 26 and 27, 1905. Dr. William Osler will deliver the 
annual oration, after which will be a presentation of his 
portrait. 

AMERICAN OTOLOGICAL SocrETy.— The thirty-eighth annual 
meeting of the American Otological Society will be held at the 
Boston Medical Library, Tuesday and Wednesday, May 9 and 
10, 1905. 

FREDERICK L. JACK, Secretary. 


RECENT DEATHS. 


DR. JULIEN TAINTOR WILLIAMS, who was editor of the 
Dunkirk (N. Y.) Evening Observer, died from apoplexy on 
April 10. He was born in 1829 and was the oldest native of 
Dunkirk. 

Dr. J. WADSWORTH PERRY, of Englewood, N. J 
April 10. 


., died on 
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Practical Manual of Diseases of Women and Uterine Thera- 
peutics for Students and Practitioners. By H. MacNaughton- 
Jones, M.D.,M.Ch. Ninth Edition. Illustrated. New York: 
William Wood & Company. 1905. 


Malignant Disease of the Larynx (Carcinoma and Sarcoma). 
By Philip R. W. De Santi, F.R.C.S. New York: William 
Wood & Company. 1905. 

Guide to the Examination of the Throat, Nose and Ear for 
Senior Students and Junior Practitioners. By William Lamb, 
M.D.C.M. Edin., M.R.C.P. Lond. Illustrated. New York: 
William Wood & Company. 1905. 


Department of the Interior. Bureau of Government Labor- 
atory. Biological Laboratory. Protective Inoculation Against 
Asiatic Cholera. (An Experimental Study.) By Richard P. 
Strong, M.D. Manila. 1904. 

Practical Pediatrics. A manual of the Medical and Surgical 
Diseases of Infancy and Childhood. By Dr. E. Graetzer. 
Authorized translation, with numerous Additions and Notes, 
by Herman B. Sheffield, M.D. Philadelphia: F. A. Davis 
Company. 1905. 

Eye, Ear, Nose and Throat Nursing. By A. Edward Davis, 
A.M., M.D., and Beaman Douglas, M.D. Illustrated. Phila- 
delphia: F. A. Davis Company. 1905. 

Studies from the Department of Pathology of the College of 
Physicians and Surgeons, Columbia University, N.Y. Vol. 
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Treatment of Aphasia by Training. By Charles K. Mills, 
M.D. Reprint. 
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STRICTURE OF THE RECTUM: A _ PLASTIC 
OPERATION FOR THE RELIEF OF CERTAIN 
VARIETIES. 

BY HOWARD A. LOTHROP, A.M., M.D., BOSTON, 


Assistant Visiting Surgeon, Boston City Hospital; Instructor in 
Surgery, Harvard Medical School. 


A STRICTURE of the rectum is a narrowing of its 
lumen consequent on changes in the wall. It may 
be congenital or acquired; the former type is rare 
and the latter uncommon. 

Location. — The terminal portion of the intes- 
tinal tract is the anal canal. It varies from 14 to 
2 inches in length. It is kept closed, except 
during the act of defecation, by two sphincter 
muscles. The lining of the lower portion of this 
canal is skin and that of the upper portion mucous 
membrane. Inserting into the external sphincter 
muscle is the levator ani muscle, and in close 
proximity are different layers of fascia. The 
vicinity is rich in blood vessels. The portion of 
intestine next above the anal canal is the rectum 
proper; its structure resembles more or less that 
of the rest of the intestine and its chief function 
is that of a reservoir. By far the larger propor- 
tion of strictures of the rectum are in the vicinity 
of the junction of the rectum and anal canal and, 
consequently, within two and one-half inches of 
the anus. 

Etiology. — From an etiological point of view 
strictures may be classed as congenital, neoplastic 
and inflammatory. The character of the first 
two types is obvious. Strictures of an inflamma- 
tory type may be due to different exciting causes, 
all of which tend to produce the same result, 
namely, a proliferation of connective tissue which 
narrows the lumen of the intestinal tract. Only 
the inflammatory strictures will be considered. 

Strictures of inflammatory origin presuppose a 
trauma of some sort, so as to produce a mode of 
entrance for micro-organisms of one or more 


varieties. The function of this region exposes it 
to trauma. Its mucous membrane could be 


injured during the passage of feces or by the 
presence of foreign bodies of any sort which may 
have entered the rectum from above or from 
below. Inflammatory processes may arise directly 
in the mucous membrane and extend to deeper 
structures of the intestine, as in dysentery, proc- 
titis, ete. The tissues composing the wall of the 
anal canal are subjected to considerable motion 
and often undue stretching, as well as being the 
frequent site of surgical operation for one cause 
or another. Injuries and diseases in neighboring 
organs may extend to the rectum, causing lesions 
of an inflammatory nature. In this connection 
are to be noted suppurative processes in the 
female pelvic organs and the complications which 
may follow labor, also venereal disease in both 
sexes. Diseases about the anal canal, such as 
abscesses and fistule, may be the forerunner of 
changes resulting in stricture. The exciting 
cause may be the invasion of some specific organ- 
ism, such as that of tuberculosis or syphilis. 


The various inflammatory diseases above noted 
may give rise to stricture, all acting in more or 
less the same way, that is, all producing scar 
tissue by the proliferation of young connective 
tissue and young blood vessels. The majority 
of strictures are preceded by ulcers which may, 
or may not, heal eventually, but occasionally the 
proliferation takes place underneath the mucous 
membrane, in the walls of the tract, without ulcer. 

The location, extent and form of the resulting 
cicatrix varies. It is usually at the junction of 
the rectum and anal canal; it may cause com- 
plete obstruction, but generally the closure is only 
partial, although sufficient to be serious as to 
prognosis if untreated. A tubular stricture is 
one in which a considerable length of the tract is 
narrowed; an annular stricture is one whose 
depth is very moderate and which presents the 
appearance of a diaphragm across the lumen of 
the tract. This is the usual form of the inflam- 
matory type of stricture. In addition to the 
scar tissue, secondary ulceration is common at 
the edges and on the rectal side of the stricture. 

Symptoms and Signs. — The progress of these 
cases may be divided into two stages: (1) ulcera- 
tive, (2) obstructive. 

At the very onset there may be a latent period 
during which it is impossible to observe any 
symptoms or signs. The first recognizable symp- 
toms are those resulting from ulceration, such as 
pain and tenderness and the appearance of mucus, 
pus and blood in the stools. These may persist 
throughout the progress of stricture formation, 
but generally they attract little or no attention 
until the signs of obstruction set in. 

Usually a patient does not seek medical advice 
until the obstructive stage has been reached. 
Questioning will then elicit the following: A 
gradual, increasing constipation relieved by in- 
creasing doses of cathartics and more active 
enemata until even these fail to accomplish the 
desired result. Longer periods without stool 
follow. Signs due to ulcer are generally present, 
namely, pain and the appearance of streaks of 
blood in the stool. As the lumen becomes nar- 
rowed the obstruction is greater and only liquid 
feces pass. If the stricture is low the size and 
shape of the stool may be affected, but not other- 
wise. A diarrhea may be present, the result of 
ulceration and of a proctitis set up by the irrita- 
tion of hardened feces above the stricture, and yet 
the condition be one of obstruction. If obstruc- 
tion becomes complete it is due to impaction and 
not directly to the stricture. Efforts on the part 
of the patient to overcome the obstruction give 
rise to further symptoms. The bowel above the 
stricture becomes dilated and straining may 
occasionally cause prolapse of the rectum. 
Hemorrhoids may appear. The sphincters may 
become less efficient. The anus may be patulous, 
fissured, and the site of a trouble, some pruritus. 
Ischio-rectal abscess, fistula and ulcer may be 
present. According to the completeness of the 
obstruction there will be general constitutional 
changes, such as loss of weight, anemia, indi- 
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colon, stercoremia and reflex nervous symptoms. 
In extreme cases, the signs of acute intestinal 
obstruction will be present. 

The diagnosis will be confirmed by supplement- 
ing the history with a local digital and instru- 
mental examination. Strictures within reach of 
the finger can be discovered readily and this group 
will include the greater number. The various 
rectal specula will be of service for the purpose of 
inspection. The deeper strictures can be dis- 
covered by means of the proctoscope. Probes 
and bougies-a-boule will enable the examiner to 
ascertain the morphology of the stricture. 

The prognosis as to cure is unfavorable except 
in very simple cases; as to relief, the chances are 
good, but it is generally necessary to keep the 
patient under observation and continued treat- 
ment for a long time. If left untreated some 
vases would terminate fatally as a result of intes- 
tinal obstruction. Other cases die because of 
complications secondary to operation. 

Treatment. — The indications for and advan- 
tages of the different methods of treatment will 
be only very briefly considered. Treatment 
should be directed toward the reduction of the 
amount of inflammation, the healing of ulcers 
and the enlargement of the constricted part of 
the bowel. There are palliative and operative 
measures. 

Palliative treatment. — As the diameter of the 
stricture diminishes it will be necessary to keep 
the stools of softer consistency. This can be 
accomplished by means of diet, laxatives and 
enemata. Any harmful habits of the patient 
should be given up. Rest in bed may lessen the 
degree of inflammation if rendered acute by any 
error. The iodide of potassium should be admin- 
istered in suspected syphilis. The general hygienic 
and dietetic care of the patient should be regu- 
lated. Sedatives may be required to alleviate 
pain. The caliber may be maintained by the 
use of rectal bougies. 

Operative treatment. — There are various oper- 
ations for the treatment of stricture of the rectum, 
the choice of which will depend upon the type of 
stricture. They may be classified as: dilatation, 
proctotomy, excision, entero-anastomosis, colostomy 
and proctoplasty. 

Dilatation. — Dilatation may be performed at 
one operation (divulsion), or may be accom- 
plished by the introduction of instruments from 
time to time (gradual dilatation). Divulsion is 
attended with risk of rupture of the bowel with 
the possibility of serious hemorrhage or infection. 
The disadvantages of divulsion outweigh the bene- 
fits and only in exceptional cases should it be 
used. Gradual dilatation is safe, often most 
satisfactory, and will be found useful either as the 
only mode required or in conjunction with some 
more radical method of treatment. It is the 
most frequently used of all methods. Dilatation 
is accomplished by the passage of bougies, care- 
fully selected as to shape, material and size, 
passed at intervals according to the particular 
case. A patient’s occupation need not necessarily 
be interfered with during treatment. The cali- 





ber of the stricture may be so increased in many 
cases as to cause the disappearance of practically 
all the symptoms, but the treatment generally 
has to be continued for a long and indefinite 
period. After cases have been operated by radi- 
cal methods the caliber can he maintained only 
by the occasional passage of bougies. 

Proctotomy. — Proctotomy consists in incising 
the stricture partially or completely; it may be 
done through the rectum (internal proctotomy), 
or from without (external proctotomy). Proc- 
totomy is the commoner of the more radical 
measures and is particularly efficient in annular 
strictures. The internal operation is simple and 
consists in making one or more vertical incisions 
through the stricture. There is danger of hemor- 
rhage and infection so that this method should be 
reserved for strictures on the lower two and a 
half inches of the canal. Recurrence is the rule, 
hence the necessity of subsequent prolonged 
treatment with bougies. Internal proctotomy 
is not severe. External proctotomy is performed 
generally by the posterior route and includes the 
division of the stricture, often with the sphincter 
muscles. It affords free drainage and easy con- 
trol of hemorrhage without risk to life. It is 
moderately efficient, but the control of the bowels 
is often sacrificéd, and the wound heals slowly. 
Recurrence is the rule so that dilators are neces- 
sary. 

Excision. — Excision consists in the complete 
removal of the stricture. The operation is 
attended with rather high mortality, and recur- 
rence in the operation wound is the rule. It is 
a better operation for malignant cases. Low 
strictures may be reached by the perineal route; 
all are accessible posteriorly, the operation being 
practically a modified Kraske. Fistule are fre- 
quent complications. 

Entero-anastomosis. — If the stricture is high 
in the rectum an anastomosis may be made be- 
tween the sigmoid and rectum. This would be 
efficient, but such an opportunity rarely presents 
itself because the strictures are situated so low. 

Colostomy. — This is a measure of last resort, 
particularly in inoperable malignant disease, and 
in an occasional benignant case where immediate 
relief must be had from intestinal obstruction. 
It may be the best method for certain extensive 
tubular strictures. 

Proctoplasty. — This consists in making one or 
more vertical incisions through the stricture and 
closing the wound horizontally. The operation 
is more or less limited to cases of low annular 
stricture uncomplicated by ulceration or indura- 
tion. The writer has discovered, subsequent to 
operation on the case here reported, two cases 
in the literature. Williams of Melbourne did 
practically an internal proctotomy and closed 
the wound horizontally. It was reported too 
early to determine the question of recurrence. 
Schwartz (Presse Medicale, 1894) performed a 
proctotomy through a posterior vertical incision, 
closing the rectal wound in a similar fashion. 

There can be no doubt from the review of all 
benignant cases of stricture of the rectum that 
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there is no perfectly satisfactory method of treat- 
ment. The type varies so much that there can 
be no universal method; in other words, the 
surgeon must decide what is best for the indi- 
vidual case. All cases tend to progress and, if 
operated, to recur; hence neglect in every in- 
stance is apt to be serious. 

The following case is an example of one suitable 
for rectoplasty, which was performed with a 
technic differing from any previously published, 
so far as is known to the writer. 


Mrs. D. entered the Boston City Hospital on Nov. 
23, 1903, in the service of Dr. Bolles. She was a 
woman fifty-three years old, well developed and well 
nourished. Her family history is negative with the 
exception that her mother died of carcinoma of the 
stomach. 

Previous history: She has had the usual children’s 
diseases and has suffered from minor conditions which 
are unimportant in this history. The first trouble 
which might have had any bearing on her subsequent 
condition was the presence of an ischio-rectal abscess 
twenty years ago. This abscess was of considerable 
size but, instead of coming to the surface so as to rup- 
ture, the collection of pus was gradually absorbed and 
there was no surgical intervention. She attributes 
her present trouble to a sickness which began twelve 
years ago. At that time, while at stool, she suffered 
from sudden, severe pain in the rectum. She thought 
that ‘ something was torn.” For the next few days 
there was blood and mucus at stool with pain and 
tenderness. Ever since that time she has suffered 
from an increasing degree of constipation. She re- 
sorted to cathartics of different kinds, the doses of 
which have been increased from time to time. At 
intervals, defecation was attended with pain and the 
occasional appearance of streaks of blood and mucus. 
For the last five years defecation has always been at- 
tended with much difficulty. In order for her to have 
any movements she has had to resort to enemata to 
liquefy feces. Whenever, for any reason, she has had 
an attack of diarrhea she has felt more comfortable. 
At times the abdomen has been distended and she has 
suffered more local discomfort at the time of her periods. 
There has been some loss of weight; the appetite has 
remained good. Her general health is beginning to be 
impaired. There is no venereal history. She has had 
five children, the last pregnancy being fourteen years 
ago. Labors have been easy and completed without 
the use of instruments. 

Physical examination: Patient appears to be in 
fairly good general health and is not emaciated nor 
anemic. The general physical examination is nega- 
tive. The abdomen is not prominent and the abdomi- 
nal wall is soft. There is no tenderness over any 
abdominal organ nor are any coils of intestine visible 
through the abdominal wall. Inspection shows the 
anus and the skin in the vicinity to be normal. There 
are no dilated veins nor hypertrophied tissue. The anal 
canalisnormal. Both sphincter muscles offer the usual 
degree of resistance to the examining finger. About 
two inches above the entrance to the anal canal the 
finger meets a resisting membrane stretched horizon- 
tally across the lower portion of the rectum. This 
resisting mass is smooth, firm, not tender, does not 
bleed, and feels like cicatricial tissue. In front of its 
center a depression can be felt too small to engage the 
finger tip but it will admit a No. 18 French, metal 
bougie-d-boule, the passage of which through this 
depression leading to a small opening in the rectum 
causes slight hemorrhage. There is no deeper resis- 
tance to the passage of this instrument. By vagina 





there can be felt a small mass in the rectum at the 
point of bowel constriction. The perineum is moder- 
ately lacerated and the uterus somewhat enlarged, but 
not displaced. The pelvic organs are practically nor- 
mal. There is moderate leucorrhea due to a slight 
degree of chronic endometritis. There are no scars 
in the vicinity of the anus or anal canal except that 
due to lacerated perineum. There are no urinary symp- 
toms or signs. The formed feces are never larger than 
a lead pencil. 

From the history and examination it was obvious 
that we had to deal with a stricture of the rectum 
situated just above the junction of the rectum and the 
anal canal. The cause of its formation could not be 
definitely determined. It appeared to be of the annular 
type and it had advanced so as to leave a very small 
lumen. So far as could be determined it was of inflam- 
matory origin. There were no signs of malignant 
disease. It appeared to be a moderately thin, horizontal 
mass of dense cicatricial tissue with slight ulceration at 
its narrow lumen. It was thought that a plastic opera- 
tion could be done for the relief of patient which would 
offer some hope of a permanent cure. 

Operation: For several days the patient was given 
liquid diet without milk, and cathartics were admin- 
istered so as to get the bowels in as nearly empty a 
condition as possible. At time of operation the vagina 
and anal canal were rendered as aseptic as was possible, 
relying chiefly therefor upon the use of soap and water 
and gentle mechanical cleansing. Ether was admin- 
istered with the patient in the dorsal-recumbent pos- 
ture (lithotomy position). The sphincter ani muscles 
were dilated so as to cause temporary paralysis. A 
curved incision about three inches long, anterior to the 
anus and extending transversely across the perineum, 
was made. It was concave anteriorly and the extrem- 
ities were near the openings of the ducts of Bartholini’s 
glands. As in the operation for posterior colporrhaphy 
by the Tait method, the vaginal wall was dissected for- 
ward and upward for a distance of about three inches 
so as to expose the anterior wall of the rectum. The 
hemorrhage was very moderate. A steel bougie-A-boule 
(French No. 18) was passed through the stricture and 
the tip could be felt through the rectal wall in front, 
thus giving an idea of the extent of the cicatricial mass. 
While the tip of this bougie was still above the stricture, 
it was directed so as to press the rectal wall into the 
wound. With a knife this tip was cut down upon and 
the incision enlarged vertically one and one-half inches, 
so that the rectum above the stricture could be ex- 
plored. Examination showed that we had to deal 
with a uniform, circular. constricting mass of fibrous 
tissue about three quarters of an inch thick, forming 
a sort of diaphragm horizontally across the lower 
portion of the rectum. The opening was situated in 
the anterior portion of the diaphragm. The bougie 
was not removed but bent down in the form of a hook 
for the purpose of exerting traction. The vertical 
incision was then continued downward through the 
stricture making a cut about two and one-half inches 
long. The margin of the stricture was slightly ulcer- 
ated. There was no sign of malignant disease, and the 
cicatricial tissue seemed to involve all the layers of 
the rectum. Working through this vertical incision, a 
second vertical incision, about two inches long, was 
made in the median line of the posterior wall of the 
rectum through the stricture. The rectal wall in the 
vicinity of this incision was freed. The upper and 
lower extremities of this posterior vertical incision were 
easily approximated so that the incision could be closed 
horizontally by the application of five sutures of No. 1 
chromicized catgut. After this the anterior incision 
was closed in a similar manner in a horizontal plane. 
No feces appeared in the rectum during these manipu- 
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lations. From time to time the wound was irrigated 
with a warm saline solution. The rectum having been 
shut off from the perineal wound, this was closed as in 
the Tait method, first burying a continuous strand of 
chromicized catgut for the deeper regions. The 
external wound was then closed with six silkworm-gut 
sutures. 

On completion of the operation the caliber of the 
rectum at the site of stricture readily admitted three 
fingers. A rectal plug, four inches long, made by 
binding together three rubber drainage tubes with 
iodoform gauze and covering the whole with rubber 
dam, was inserted. The operation wound was such 
that no recto-vaginal fistula could follow but, if the 
wound had suppurated, only what would correspond 
to a fistula in ano would have resulted. The technic 
of the operation was not difficult, and all parts were 
readily accessible. The operation lasted about one 
hour and patient rallied well. 

After-treatment: After operation patient suffered 
no particular discomfort. The diet consisted of liquids 
without milk for two or three days and this was in- 
creased gradually so that about eight days after opera- 
tion patient was on full diet. The rectal plug was 
removed on the fourth day and the rectum irrigated 
with a warm boric acid solution. The small rubber 
tube was left in the rectum for a few days longer. On 
the fourteenth day the silkworm-gut sutures were 
removed. There was no swelling about the vulva or 


rectum. The stitches held perfectly and the wound 
healed without complication. Digital examination 


showed plainly two horizontal lines of sutures in the 
rectum. The bowels were kept quiet for one week, at 
the end of which time an oil enema was given followed 
two hours later by a suds enema. After that date 
patient was given regularly 10 minims of fluid extract 
of cascara three times a day. This served to keep the 
bowels regular. Patient had complete control of the 
sphincter muscles and the formed movements were 
normal in size, a circumstance which had not obtained 
for a number of years. Patient left the hospital about 
four weeks after entrance. 

It is now thirteen months since operation. 
is in excellent general health and 
comfort of any sort. Her bowels are regular and the 
stools are of normal size. There is an occasional streak 
of blood. About once in two months a rectal dilator 
has been passed for the purpose of guarding against 
any tendency to cicatricial contraction. On comple- 
tion of the operation three fingers could be passed 
readily. At the present time the same fingers can be 
made to pass the site of stricture with some difficulty. 
The line of suture can be felt as a slightly constricted 
band. During the last six months there has been no 
very appreciable contraction. 


Patient 
suffers no local dis- 


It may be concluded that the method of treat- 
mént adopted was satisfactory for this particular 
case, and it should prove efficient in other stric- 
tures of a similar type. After any operation for 
stricture of the rectum, it is wise to continue the 
occasional introduction of a bougie for an in- 
definite period. 


ee 
CHRONIC GONORRHEAL PROSTATITIS. 
BY CHARLES GREENE CUMSTON, M.D., BOSTON, MASS. 


THERE is not a surgeon who does not almost 
daily find in his consultation room at least one 
man anxiously awaiting the arrival of his turn, 
only to beg of him to rid him of a persistent gleet 
which has resisted every conceivable treatment. 








I believe that but few surgeons and not many 
general practitioners realize how often the unique 
cause of the continuation of these urethral dis- 
charges is due to the involvement of the prostate. 
If one will only take the trouble to make a rectal 
examination of this gland he will soon discover 
how frequently it is the seat of lesions in old cases 
of gonorrhea. Fezzoli believes that prostatitis is 
a nearly constant complication of gonorrhea, 
while Casper found the prostate diseased in 80% 
of cases of chronic urethritis. Montagnon made 
a rectal examination in 100 patients at different 
stages of gonorrhea, and in 70 of them he found 
the prostate involved, while Franck of Berlin, 
found this complication 210 times in 210 cases. 
Our own experience would lead us to believe that 
in about 80% of patients suffering from gleet the 
prostate is involved. 

The causes of this frequent complication, 
although numerous, can be classified easily under 
two heads, namely, chronic urethritis and pros- 
tatic congestion. In all these cases presenting 
prostatic lesions one will always find a certain 
degree of posterior urethritis. This is the road 
that the infection would naturally follow in order 
to reach the prostate, and if, at the time that the 
posterior urethritis arises, the prostate should be 
in a condition of lessened resistance, a chronic 
inflammation of the gland would not be long 
in taking place; what in the beginning was a 
simple congestion rapidly becomes an inflamma- 
tory process. 

The causes which give rise to chronic posterior 
urethritis and congestion of the prostate may be 
rapidly summed up as follows: Posterior ure- 
thritis is far from being infrequent, even at the 
beginning of gonorrhea, and Eraud has even gone 
so far as to say that it is always present at some 
stage of the evolution of gonorrhea. Colombini 
found that extension of the gonorrheal process 
to the posterior urethra occurred during the first 
week in 39.7%, during the second week in 65%, 
during the third week in 62.15% and during 
the fourth week in 84%. 

There is no doubt in my mind but what chronic 
posterior urethritis is due in a large number of 
cases to a faulty régime and still more to defec- 
tive treatment, especially by badly employed 
injections and their strength. The injection 
method or that of irrigation has become 4 la 
mode, and, as always happens, it has been carried 
altogether too far, so that at present a most 
salutary reaction is taking place in the amount 
given. Finger compared results of the treatment 
by injections given at the beginning and those pro- 
cured by injections given towards the decline of 
the disease, and is absolutely against the former 
method. Montagnon also pointed out that in 
several of his cases injections prematurely given, 
or badly adminis-tered played a most evident 
part in the irritative process of the deep urethra. 

Beside strong injections, strictures play a 
most important part in the genesis of chronic 
gonorrheal prostatitis. Their influence has been 
known for a long time, but it is only recently that 
surgeons have realized the fact that the stricture 
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need not be very tight in order to set up serious 
disorders back of it. The importance of stricture 
is all the greater inasmuch as it seems to be one 
of the causes, both of the chronicity of the pos- 
terior urethritis and prostatic congestion. By 
retaining the exudates in the posterior urethra 
and at the same time causing the treatment of 
the lesions which are seated here, often at the 
beginning of the gonorrhea, to be more difficult, 
posterior urethritis results, while causing diffi- 
culty in micturition the congestion of the prostate 
gland is produced and maintained. There are 
many sources of prostatic congestion, and fre- 
quently the congestion is one of neighborhood, 
whose starting point is in the bladder. Not 
unfrequently a calculous cystitis will give rise 
to prostatic congestion of considerable intensity, 
and when the gonococcus makes its apparition 
a prostatitis will inevitably result. Inflammation 
of the anus, rectum, ischio rectal fossa, hemor- 
rhoids and obstinate constipation act in the same 
way. Other causes acting by direct congestion 
of the organ may be mentioned, such as sexual 
excess and masturbation, which I believe to be 
not an infrequent cause of prostatic disorders. 
Violent exercise, such as horseback and bicycle 
riding, must also be included in the list. 

It is not our intention to mention the normal 
anatomy or histology of the prostate, and all that 
is necessary is to call to mind that it is an organ 
composed of glandular and connective tissue, that 
it is also contractile, its muscular elements being 
under the control of the erector nerves, as was 
pointed out in 1898, by Mislawsky and Bormann. 
We would also point out a more important fact 
in the history of chronic prostatitis, namely, the 
presence of minute muscular sphincters placed 
around the opening of the glands into the ure- 
thra. Under the influence of an inflammatory 
processus of the urethral mucosa, the contrac- 
tion of these sphincters hinders the emptying of 
the cavities of the glands, and consequently sets 
up a stagnation of the normal secretions in the 
gland from which results glandular dilatation, 
and in which the bacteria coming from the 
diseased urethra find the pleasantest possible 
conditions for making their home and multiply- 
ing. From this time on the lesions rapidly mul- 
tiply, the cavities of glands becoming filled by 
epithelium which proliferates, to which numer- 
ous leucocytes become added and which also 
invade the interstitial tissue. 

The prostate being composed of glandular and 
connective tissue it is quite evident that both 
these elements may be the seat of the inflamma- 
tion, but when one of them is diseased the other 
does not remain-along time in a healthy condition, 
so that prostatitis is always a mixed process, with 
a predominance of the inflammation in one or the 
other of its constituent elements. When one is 
accustomed to massage of the prostate, one soon 
gets to learn that the diseased organ presents one 
of two types. In the first, the gland is greatly 
enlarged, soft and of uniform consistency, pain 
on pressure being very slight. In this case 
massage will express quite an amount of fluid. 





In the second group one finds a prostate of much 
smaller size, having an unequal consistency with 
indurated foci which, on pressure, are extremely 
painful. In this class the amount of liquid 
secreted is small and sometimes one will not even 
be able to express any directly from the gland, 
but on the other hand numerous filaments will be 
found in the urine. In the first class of cases 
inflammation of the glandular tissue is more 
marked than that of the interstitial tissue, while 
in the second the contrary is the case. 

The few autopsies that have been obtained 
do not allow a perfect description of the macro- 
scopic and microscopic lesions which are present 
in chronic prostatic gonorrhea, but from what 
has been learned they may be briefly described as 
follows: On section of the prostate it will be 
seen that the normal tissue has been replaced by 
an areolar tissue filled with lacune, formed by 
trabecule which have become anastomosed in 
every direction and circumscribed the areolze 
of variable size. Small cysts are frequently 
encountered in the fibrous tracts, all this tissue 
being impregnated with a viscid liquid, and some 
of the areola, which have developed into small 
vavities, are filled with muco-pus. 

Microscopically the glandular and intergland- 
ular lesions are to be noted. As to the lesions of 
the glands a proliferation of the epithelium of the 
vuls-de-sae is remarked, which fills the cavity of 
the gland and to which numerous leucocytes 
become added; then suppurative destruction and 
disappearance of the epithelium takes place. As 
to the interglandular lesions we have, first, an 
infiltration of the interstitial tissue with leuco- 
cytes, and then a periacinous sclerosis occurs, and 
by the formation of bands of fibrous tissue ex- 
tends through the prostate in every direction, 
marking off the areole which have already been 
referred to. 

As to the pathogenic agents of all these dis- 
orders, it must be admitted that they are numer- 
ous, but the part played by the gonococcus is 
not always a preponderant one as might be 
inferred. The microbiological search should be 
undertaken with certain precautions, and it is 
quite necessary that one should know exactly if 
the pus to be examined really comes from the 
prostate, and in order to be certain on this point 
it is of the greatest necessity to rid the urethra 
of the secretion that it may contain. Conse- 
quently the patient should be requested to urinate 
and thus the first cleansing of the canal is accom- 
plished. Then an abundant urethrovesical irri- 
gation is given, with, for example, a solution of 
potassium permanganate, which the patient 
should expel from the bladder, and if it does not 
return absolutely clear, a second lavage should 
be given. Then by rectal massage the prostate 
is milked and the secretions coming from the 
culs-de-sac of its glands will accumulate in the 
prostatic urethra. An olive bougie is then 
gently introduced into the urethra as far as the 
prostatic cul-de-sac and the pus brought back on 
the bougie must necessarily be that coming from 
the prostate. 
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The pus thus obtained may not contain the 
gonococcus as might be expected, because this 
is the case in urethral secretions of old gonor- 
rhea as well, but which in no way implies that 
the gonococcus is not the cause of the disease, 
or at least does not take part in the urethral 
and prostatic bacterial flora. It often happens 
that in the same patient one will only obtain 
several negative examinations and finally the 
last one will be positive. Thus may be explained, 
in all probability, the different results obtained 
by different observers. For example, Krégius 
only found the staphylococcus in twelve cases of 
chronic prostitis, while Finger says that the 
gonococcus is sometimes the pathogenic agent 
of the glandular infection, but that in the major- 
ity of cases there is a post-gonococcic secondary 
infection. In 30 cases of posterior urethritis and 
chronic prostatitis, Cohn found the gonococcus 
in one case, the staphyloccus in 11, the strepto- 
coccus in 3, the bacterium coli in one, some 
diplococci in 2, while in one the bacterium present 
could not be identified. On the other hand, 
Franck found in 210 cases that the gonococcus 
was present in 179, in 20 the staphylococcus and 
streptococcus were found, while in the remaining 
11 only leucocytes could be discovered. In my 
32 cases I was able to find the gonococcus in 19, 
the secretion in the remaining 13 contained the 
streptococcus twice and the staphylococcus 11 
times. It may be said that no matter what the 
pathogenic agents may be, and whatever may be 
the cause of such different results, the prostate is 
invaded in the same way, namely, that when it 
presents a condition of lessened resistance it 
offers the same lesions which manifest themselves 
by the same symptoms. 

-atients who come to the surgeon under these 
circumstances usually have had several attacks 
of gonorrhea. These have been treated badly 
and the patient has never been completely cured. 
He no longer suffers, but he still is the unfortunate 
possessor of a little drop of fluid present at the 
meatus upon arising, which occasionally almost 
entirely disappears and then, under the influence 
of an excess at the table it increases in amount. 
Driven to despair by the persistency of this con- 
dition, or preoccupied by the appearance of a new 
symptom, namely, pain, he decides to consult a 


surgeon. This pain affects essentially variable 
forms. Sometimes it is dull and gives rise to a 


sensation of weight in the perineum, extending 
down the thighs and to the lumbar region. A 
cutaneous hyperasthesia has been noted in one 
vase by Deniau in the right lumbar region, and of 
the buttock on the same side. 

In other cases the pain is not marked and only 
occurs at the time of micturition, and here the 
patient will complain of a sensation of heat when 
he first empties the bladder in the morning, this 
being due to the concentrated condition of the 
urine. The pain may be more intense, of a burn- 
ing nature, and occurs at the moment of ejacula- 
tion, which becomes disagreeable to the patient 
and makes him fear coitus. 

In other cases, which are far from infrequent, 





the patient suffers during defecation. The sub- 
ject will tell you that when he goes to stool he 
has the sensation as if a foreign body were in the 
anus and this description is in itself so special 
that one might almost make the diagnosis on it 
alone. These patients are constipated and every 
time that they go to stool they feel as if they 
had a large, hard fecal mass within the anus 
which can only be expelled with difficulty. 

Besides the pain there are the subjective symp- 
toms, such as disturbances of micturition, sexual 
functions and defecation. The urinary distur- 
bances are not very marked and simply amount 
to a frequent and imperious desire to empty the 
bladder. In other words the patient is unable to 
stop urinating when he has once commenced or 
is about to begin. Another symptom which has 
been pointed out by Watson, and which is occa- 
sionally met with, is the impossibility to urinate 
at the time the desire is felt, the patient being 
obliged to wait a moment before the stream starts. 
This may be classified under the “ urinary stutter- 
ing’ of the French authors. 

As to the genital functions a decrease in sexual 
power is noticed which in some cases may be 
completely abolished; erection is incomplete, 
ejaculation is too rapid, while the sperm is often 
tinted with blood. 

Defecation is frequently disturbed and, besides 
constipation and the pain which have already 
been alluded to, there is another phenomenon 
which draws the attention of the patient, namely, 
at the time that the fecal mass is expelled he per- 
ceives a few drops of a thick, white, or yellowish 
liquid come out of the urethra. This discharge, 
that has been described under the name of pros- 
tatic ejaculation, may be said to be practically 
pathognomic of chronic prostatitis. 

Frequency of micturition, an intermittent flow 
at the time of defecation and a decrease of the 
sexual power profoundly affect these patients 
and not infrequently conduct them to an ad- 
vanced degree of neurasthenia. Guided by this 
symptomatic ensemble the physician should at 
once be led to suspect lesions of the deeply-seated 
genito-urinary organs, and he should make it a 
point to carefully examine the prostate. There 
are two ways of doing this: either by the way of 
the urethra or the rectum. Catheterization, 
which naturally should be done with an olive- 
pointed bougie, gives nothing that is absolutely 
characteristic. It has been said that ordinarily 
there is an exaggerated sensibility of the pros: 
tatic region and that the bougie will bring back : 
little pus from the posterior urethra, but all this 
is extremely vague and only shows that a poste- 
rior urethritis exists. 

More important are the sensations perceived 
by the hand which guides the bougie, which 
should be a No. 15 French. The instrument is 
gently passed down the urethra. In a normal 
canal the hand distinctly perceives a jump pro- 
duced by the olive as it passes through the median 
aponeurosis, but sometimes a sensation of con- 
striction will be felt the entire length of the pos- 
terior urethra and this change appears to be in 
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all probability due to an increase in the size of 
the prostate. On the other hand the passage of 
the bougie will allow one to discover the stricture 
or strictures which may be seated at different 
portions of the urethra, and this is a point of 
capital importance as regards treatment. Endo- 
scopic examination has been tried, but is of little 
value. 

The results obtained by rectal examination 
are far more important, although opinions differ 
very greatly regarding this point, some surgeons 
considering that an atrophy of the prostate is 
more frequently met with, while others believe 
that a more or less pronounced hypertrophy is 
present, and as far as my personal experience 
goes I should say, that a more or less enlarged 
prostate is encountered in a large majority of 
cases. 

Rectal examination gives very exact indica- 
tions as to the sensibility, the size and consistency 
of the gland. Tenderness on pressure is always 
present to some extent, and in the greater number 
of cases the end of the finger pressing on the organ 
produces a real pain, which, sometimes, is localized 
exactly to the point on which pressure is exer- 
cised, while at others it is felt throughout the 
entire gland, extending down the penis to the 
glans. Generally, this pain is not very intense, 
but in some cases moderate pressure of the finger 
is intolerable, and then I believe that one is in 
the presence of a subacute, rather than a chronic, 
prostatitis. The increase in size of the prostate 
varies very greatly from one case to another. 
In some it is very considerable, while in others 
it is hard to make out; sometimes the entire gland 
is involved, while at others only a single lobe is 
increased in size. As to the consistency it also 
varies. The prostate is either entirely distended 
and soft to the feel, or else one finds a slightly 
hypertrophied gland presenting several indurated 
foci which are very painful on pressure. This 
latter form appears to represent the type in which 
the interstitial tissue is more particularly in- 
volved, and perhaps is the one most frequently 
met with. 

The examination of the discharge is of help in a 
certain measure. One naturally would not have 
much hesitancy in making a diagnosis between an 
acute anterior urethritis and chronic prostatitis, 
but occasionally a case may present itself in which 
a differential diagnosis between chronic anterior 
urethritis and prostatitis must be made, although 
this event appears to me largely theoretical, 
because one never meets with an acute anterior 
urethritis without the posterior urethra being 
involved as well. 

One might have some hesitancy in distinguish- 
ing the discharge from a diseased prostate from 
certain normal discharges coming from the ure- 
thra, or the gland. Urethrorrhea is caused by 
a secretion coming from Cowper’s or Littré’s 
glands and is composed of a transparent sticky 
liquid, which normally appears at the meatus 
after an erection. This liquid resembles in no 
way the whitish or whitish yellow muco-purulent 
fluid which is present, especially in the morning, 





in chronic urethritis and prostatitis. Simple 
prostatorrhea may be also easily distinguished 
from the fluid coming from an inflamed gland, 
and is more frequently met with in people 
who give themselves up to illicit practices. The 
fluid coming from the former is transparent, and 
microscopically does not show any fat corpuscles 
or leucocytes, while in the case of chronic prosta- 
titis numerous leucocytes are present and often- 
times also the débris of spermatozoids. Sperma- 
torrhea is easily distinguished from chronic 
prostatitis by the presence of numerous active 
spermatozoids. 

All this is quite simple, but oftentimes it is 
quite a difficult affair to make a diagnosis be- 
tween a chronic posterior urethritis and prosta- 
titis. If-a patient describes a prostatic ejacu- 
lation, one may immediately diagnose the case as 
a chronic prostatis, but such cases are of extreme 
infrequency. In absence of this symptom it is 
quite impossible to make a differential diagnosis 
between chronic posterior urethritis and prosta- 
titis from a simple inspection of the discharge, 
and all the techniques which are usually em- 
ployed for collecting the fluid are more theoreti- 
cal than real. According to our way of thinking 
it is safe to say that a patient who presents a 
drop of whitish discharge at the meatus in the 
morning, accompanied by a slight increase in the 
frequency of micturition, which may also be 
slightly painful, is, without any doubt, the subject 
of a chronic posterior urethritis, and it then simply 
remains to ascertain whether or not the prostate 
is involved in the inflammatory process. Under 
these circumstances a rectal examination of the 
gland will complete the diagnosis and gives us 
precise data. 

From its immediate complications as well as 
remote ones, chronic gonorrheal prostatitis is 
by no manner of means an affection to be dis- 
dained. Inflammation of the prostate may 
give rise to lesions of the ejaculatory canals and 
by extension of the inflammation to the seminal 
vesicles, sterility may result. It not  infre- 
quently is the cause of relapsing epididymitis 
and it may also be the means of keeping up a 
chronic urethritis which cannot be cured until 
the prostate itself has been dealt with. Then 
again prostatitis quite possibly plays an impor- 
tant part in the etiology of senile hypertrophy, 
although on this point nothing definite can as 
yet be said. 

The various treatments proposed for curing 
chronic prostatitis are extremely numerous, and 
a fairly large volume would be necessary should 
one undertake the description of all of them. 
Without attributing as much influence to general 
treatment as was formerly given it, I would, 
however, point out that in a measure it is neces-. 
sary. These patients should be advised against 
violent and prolonged exercise, excess at the 
table, and in drinking. Their genital life should 
be carefully regulated, and in some cases hydro- 
therapy is advisable. Starch, sulphur, or car- 
bonated tepid baths may be employed. The 
rectal pain, which is often quite intense, should 
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be calmed by the use of suppositories contain- 
ing camphor and belladonna. Another excellent 
method is the use of hot water injections which 
act on the prostate through the rectal walls. 
The intestinal mucosa can easily support quite 
high temperatures and the action of heat on the 
prostate is extremely useful if kept up for a suffi- 
ciently long time. Simple water injections at a 
temperature of 45° or 48° C. may be ordered which 
should be retained within the rectum for about 
ten minutes. These therapeutic measures may 
have their utility, but it is of only slight value. 

Given the pathological anatomy of the affec- 
tion the foremost therapeutic indication is natu- 
rally to empty the glandular culs-de-sac of their 
mucupurulent contents, and in order to accom- 
plish this massage of the prostate by the rectum 
is of the highest importance and fulfills a double 
role. In the first place, massage should consist 
of frictions as energetic as the sensibility of the 
gland will permit, extending from the periphery 
to the center of the prostate and thus one follows 
the direction ot the excretory canals. The 
products of secretion of the dilated glands are 
thus milked out, as is proven by the appearance 
of a certain quantity of yellowish white liquid at 
the meatus. 

The part played by massage is purely mechani- 
eal so far, but it also produces contraction of the 
muscular elements of the prostate and by modify- 
ing the glandular circulation by diminishing 
venous stasis and increasing the arterial circu- 
lation, absorption of the exudates still remaining 
in the gland takes place. The patient is asked 
to kneel on a table, or simply leans over the back 
of a chair and the operator, after having inserted 
his index finger in a rubber cot smeared with 
glycerine, introduces it into the rectum with the 
palmar aspect towards the prostate. Friction 
is then commenced from the periphery to the 
center of the prostate, as we have already indi- 
cated, and should be particularly carried out on 
those points which are more hypertrophied and 
painful or indurated. The energy of the frictions 
should be controlled by the state of tenderness 
of the organ and the intensity of the pain com- 
plained of by the patient. The duration of the 
massage should be from three to five minutes, 
which is quite sufficient. Carried out as we have 
indicated, this treatment is very simple and in 
no way necessitates any special installation. The 
first indication of the treatment is fulfilled and 
it is now necessary to attend to the urethra 
whose inflammation always accompanies that of 
the prostate. Silver nitrate is a friend of the 
mucous membrane and should be used in the 
form of instillations, which cauterizes the poste- 
rior urethra as perfectly as is possible without 
setting up any lesion of its walls. Casper’s ex- 
periments on dogs and rabbits showed that a 
1-50 solution of silver nitrate never produces 
any changes which would result in a cicatricial 
contraction of the mucosa or the submucosa. 
Silver nitrate carried into the posterior urethra 
may also act on the prostate itself, because 
massage may allow the penetration of the solu- 





tion into the orifices of the excretory canals 
of the gland after they have been relieved of their 
secretions. The unfortunate results which have 
sometimes followed the use of silver nitrate are 
usually due to the fact that the solution was too 
concentrated. As to the pain when it is really 
sufficiently intense, a solution of cocaine may be 
instilled into the posterior urethra a few minutes 
before the nitrate of silver, but I have rarely 
seen a case in which this was necessary. 

The technic is simple. An olive-pointed bougie 
preferably made of flexible black rubber such 
as only can be obtained from the French market, 
No. 15 or 16 French, sterilized and smeared with 
sterile glycerine, is slowly introduced into the 
urethra until the hand of the surgeon feels a 
slight jump. The bougie is then in place and 
the olive is lying in the prostatic urethra. By 
means of a small syringe containing from 2 cc. 
to 4 ec. of solution of silver nitrate the prostatic 
urethra will receive the desired quantity of the 
caustic. When the instillation has been done 
the bougie is withdrawn and the patient should 
be, if possible, kept in a recumbent position for 
a little while and should be instructed not to 
urinate for about half an hour unless the pain 
should become too great. 

There are two points to which I desire par- 
ticularly to call attention, namely, the strength 
of the solution and the quantity which should be 
instilled. One frequently uses a 1-20 solution 
of which from 10 to 12 drops are instilled in the 
posterior urethra, but I believe that it is just 
this intense treatment which has lent a bad name 
to instillation. I always commence with 1-100 
solution for the first few instillations and accord- 
ing to the case increase it, little by little, until 
1-50 is reached. The latter strength has always 
appeared to me quite sufficient and by proceeding 
as described, the patients tolerate the instillations 
well. As to quantity, we inject 2 cc. which is 
just about the amount requisite to cauterize the 
entire prostatic urethra. The relatively mild 
strength of the solutions that we employ have 
never caused any marked reaction. 

Such are the principal points in the rational 
treatment of chronic gonorrheal prostatic, and 
we may sum up as follows: Dilate the stricture 
or strictures, especially those seated in the mem- 
branous urethra, proceeding with delicacy so 
as never to cause hemorrhage. Secondly, rectal 
massage of the prostate for from three to five 
minutes. Thirdly, request the patient to urinate 
in order to wash out the prostatic urethra and 
thus remove the secretions that the massage has 
caused to accumulate there. I believe that this 
is quite sufficient and preferable to large irriga- 
tions of potassium permanganate which are dirty 
and often produce useless traumatisms. Fourthly 
instill 1 ec. or 2 ec. of a solution of silver nitrate 
into the prostatic urethra, at the strength 1-100 
for the first few times and rapidly arriving at 
1-50. The treatment should be carried out 
every other day and the length of time that it 
must be kept up varies very considerably, but 1 
have rarely met with a case where a cure could 
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be accomplished in less than six or seven weeks, 
and usually about three months is required. 

The results that I have obtained have been, on 
the whole, excellent, and 27 of the 32 cases thus 
treated have been absolutely cured. I say this 
because they have been closely followed for 
periods varying from eight months to four years 
after all treatment had been stopped, and have 
been submitted on several occasions to the beer 
test, which has always remained negative. 
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THE EMPLOYMENT OF THE 
MASSAGE.* 


BY NATHANIEL BOWDITCH POTTER, M.D., NEW YORK, 


Attending Physician to the New York City Hospital and to the French 
Hospital, Consulting Physician to the New York State Hospi- 
tal for the Insane at Central Islip, Tutor in Medicine, 
Columbia University. 


THE object of this article is to stimulate interest 
in supplying the blind with another profitable 
means of livelihood, massage. 

I am not going to take up your time by quoting 
a mass of statistics in order to show you how many 
people in the world are blind and so unable to 
support themselves, nor do I intend to expound 
either the theory or the practice of massage, but 
what I do wish, is to give you a brief outline of the 
work which has already been accomplished in 
training blind masseurs, and to suggest a few 
ideas, so that some of you may be interested to 
help. 

I had planned to have at this meeting a blind 
man whom Mr. Hallbeck has been kind enough 
to teach massage, so that he could show you prac- 
tically how expert and skillful a masseur a blind 
man can become, even after a comparatively 
short and imperfect training. Unfortunately, 
however, this man in whom Mr. Hallbeck and I 
have been interested, is in Canada, sick. I shall, 
therefore, give you a brief summary of some of 
the results of teaching massage to the blind in 
other places and then relate the main facts about 
his teaching, and tell you how expert he has 
become. 

Many if not most of the efforts directed toward 
utilizing blind people for giving massage have 
naturally been stimulated by the custom which 
has existed in Japan for a great many centuries, 
of employing blind masseurs. There, the blind 
have enjoyed a special protection and indulgence 
from the emperor. They have been exempt from 
taxation; they have formed a sort of guild. Prac- 
tically all the massage employed in Japan is 
given by the blind. Most of them learn massage 
when quite young. There, a very complete 
treatment is within the means of a jinrikisha man 
or ordinary laborer. A treatment costs a Euro- 
pean ten to twenty sen. The masseurs can be 
found in almost any street of a town and sum- 
moned to the person’s house, or their services 
secured at various depots, or at the large hospi- 
tals and clinics. 

Although this universal custom of employing 


* Read before the Medical Section of the New York Academy of 
Medicine, Dec. 20, 1904. 
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massage by the blind in Japan has existed for a 
great many hundred years, comparatively few 
well-organized attempts have been made in other 
countries. Most of such attempts have been 
made in quite recent years and a few of them have 
been reasonably successful. 

In Russia, A. v. Goustowsky ! mentions that 
at the time of writing (1900) the only school in 
Kurope where the blind were taught massage was 
in St. Petersburg. In this school the pupils were 
taught anatomy, physiology and massage technic. 

Dr. v. Nadler, director of the Alexander- 
Marien Blind Asylum for Children at St. Peters- 
burg, has also attempted to have appropriate 
blind pupils taught. He regards two years as 
necessary for the study, and considers it advis- 
able to teach the pupils another occupation as 
well. Their teacher is a medical student who 
became blind while studying medicine, went to 
Japan, and learned massage within two years. 

Mrs. Z. I. Venguéroff began teaching massage 
to the blind in St. Petersburg, May, 1903. She 
selected a young girl who was born blind, who 
learned so quickly and became so adept that Mrs. 
Venguéroff was encouraged to continue her work 
with the blind. At the time of publication of 
her article,” there were eleven blind pupils at the 
school. Apparently her results have been very 
satisfactory. Her exhibition of photographs of 
the blind pupils at work evoked considerable 
interest last year at the Congress in Paris. 

“ The 16th of May, 1903, I was called to a blind 
patient who had a fracture of the arm. The 
plaster being removed, I began massage. After 
having had a long talk with my patient I asked 
myself if it were not possible to give the blind 
the possibility of learning massage, in order to 
make them able to help their fellowmen. I went 
to the Curator of a Blind Institution and expressed 
my intention. Soon after a young girl, Miss 
B., came to me and expressed a desire to 
learn massage. Miss B. was born blind, but 
the difficult task that she undertook was facili- 
tated by the extremely developed feeling that she 
possesses, a feeling that we who see find almost 
supernatural. After having once been present 
at the dissection of a corpse Miss B. was able the 
second time to distinguish the different organs, 
the muscles, ete. As to the bones of the skull 
and the face, she could show the very smallest, 
and astonished the examiners by her answers. 
The press says of this case as follows: ‘ Yester- 
day at the school of massage founded by Mrs. 
Z. I. Venguéroff, took place the first examination 
of the pupils finishing their course of studies. 
The pupils knew anatomy and physiology exceed- 
ingly well and skillfully performed the practical 
massage at the Infirmary of the school. The 
inspector especially noticed the detailed and 
judicious answers of a blind pupil, her explana- 
tions of anatomical preparations, and her techni- 


1 Congres International pour l’amélioration du sort des aveugles 
» Paris. August, 1900, quoted in Zeitschrift fiir Diatetische und 
Physikalische Therapie. 1902. Band v, Heft 2. | 

2 Quoted from her pamphlet, page 16, in the ‘* Enseignement du 
massage aux aveugles,” 1904, 
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cal knowledge of massage. Evidently this spe- 
cialty may help those unfortunate creatures to 
work for their own and for others’ benefit.’ As 
to the technical ability of this blind pupil, I 
always heard the patients in speaking of her say, 
‘Oh, madam, do not deprive us of our blind 
angel. They are not hands, but the balm of 
life.’ As to her accuracy and her interest in her 
calling one would wish these qualities were as 
well developed in thousands of masseurs and 
masseuses with sight. My first experiment hav- 
ing succeeded so well, I have now eleven blind 
pupils at my school. I have still noticed that 
the blind possess an astonishing capacity of guess- 
ing the sensibility of the patients. Having made 
different experiments on a patient suffering from 
neuralgia in the face, I found that the blind pupil 
after only three or four trials could soothe the 
pain. Not only do I think, I am convinced, that 
massage executed by the blind possessing so 
subtle a feeling will give the best results, and the 
pains taken by their masters will be reeompensed 
by the consciousness of having done a good 
deal.”’ 

In Sweden, the home so to speak of massage, 
less encouraging results are recorded. Professor 
Nycander (Gétenborg)* attempted to teach the 
blind or partly blind for about six years, but 
without much success. He found it difficult to 
instruct them in the elementary anatomy and 
physiology, because he had no text-books with 
raised letters. 

I have not found any later or more encouraging 
accounts from Sweden. 

A Monsieur Stier,‘ a blind man, studied mas- 
sage in a private hospital at Bordeaux for about 
a year, and then settled in Paris, practicing there 
under the patronage of the ‘ Association Valentin 
Haiiy pour le Bien des Aveugles.”” He became 
very successful and was highly recommended, 
receiving as much as twenty frances for a single 
treatment. He died suddenly a few months ago. 

The Association Valentin Haiiy sent me an 
illustrated postal card showing a number of 
different ways of employing the blind. One of 
the illustrations was of a masseur giving massage. 

Major J. Matignon, in a short article in Le 
Journal de Médecine de Bordeaux Nov. 22, 1903, 
No. 47, page 755, appeals for interest in the sub- 
ject, and quotes some of the results obtained in 
Brussels. 

A free school has been started there by 


a’Dr. 
Daniel. 


At this school both massage and medical 
gymnastics are taught to appropriate blind per- 
sons. A committee of six gentlemen, some of 
them physicians, recently examined a small class 
of these pupils ‘and pronounced their work excel- 
lent.® 

In Denmark, Dr. Moldenhawer, in the King’s 
Blind Asylum at Copenhagen, has attempted the 
instruction of the blind and has had some success. 

3 Zeitschrift fiir Diditetische und Physikalische Therapie 


— 1902, page 124. 

*IIIé@me Congrés National d’Assistance publique et de bienfais- 
ance privée, Bordeaux ler au7 Juin, 1903. ‘ Assistance et Educa- 
tion des Enfants Aveugles,”’ par M. Albert Léon. 

5 11léme Congrés National d’ Assistance publique et de bienfais- 
ance privée, Bordeaux ler au 7 Juin, 1903, page 13 
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The course of instruction requires about ten 
months. 

In Austria, a woman was taught by Dr. 
Kofranyniin Brinn. After four months’ instrue- 
tion and a certain amount of practice she found 
a situation in an institution and managed to 
earn about four hundred marks a year. 

In Germany we find several isolated attempts, 
none of which are very striking, except in Leip- 
zig. There, Dr. E. Eggbrecht, in 1899, began 
instructing the blind in massage, and some of his 
experiences and results are worth attention. In 
the first place he attempted to instruct them both 
theoretically and practically, quite as thoroughly 
as if they had had sight. He selected twenty- 
four persons, six women and eighteen men. 
Thirteen of these completed their course, four 
women and nine men. In selecting the pupils he 
chose those twenty years of age or older, who 
were energetic, patient, not nervous, and affected 
by no other difficulty such as tabes, tumor, 
weakness, or paralysis. A pleasant appearance 
was required and the eyes were concealed by a 
pair of smoked glasses. He naturally attempted 
to select persons of good muscular development, 
with strong hands, soft fingers, and a fine sensi- 
tive touch, which had already been trained and 
developed in some other occupation. The pupils 
were required to keep their hands and nails per- 
fectly clean. They were first instructed in the 
elementary facts of anatomy and physiology. A 
text-book for nurses and masseurs was transposed 
into raised type. The skeletal parts were ex- 
plained while the pupils felt the bones directly; 
and afterwards a living model, one of the class, 
was employed to apply their knowledge. The 
muscular system was studied first from plaster 
models and then upon the living body. The 
circulation and heart, nervous system, joints and 
other parts were studied from papier maché 
models. After several months the pupils were 
sufficiently trained to be able to undertake prac- 
tical massage. They were shown the various 
movements upon their own bodies and then made 
them themselves with the instructor guiding their 
hands. He also had them give him massage 
while he corrected their manipulations. Active 
and passive movements were also taught. Dr. 
Eggbrecht was struck by their dexterity and by 
the fine sensitive touch which they possessed. In 
all they received about seventy-five hours of 
instruction before they began their practice upon 
real patients. They then went daily to various 
clinics and there massaged surgical, neurological, 
and gynecological patients. At the end of four 
months they became quite expert and gave com- 
plete satisfaction to both patient and physicians. 

The effect of the massage upon the blind 
persons was excellent; they stood the exertion 
very well, gained in weight and strength, and 
developed a great interest in their work. The 
solution of the problem, where and how they 
were to obtain regular employment, has not 
been so easy. The author emphasizes the impor- 
tance of having a blind masseur connected with 
each of the various clinics, hospitals, gymnasia, 
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baths and other institutions, of having a certain 
place in a town where the patients can come to 
the masseur for his treatment, and of having 
telephone calls to a central bureau when massage 
at people’s houses is desired. He speaks also of 
the advisability of supervision over the calls for 
the masseuses. 

It is in Great Britain, that the most perfectly 
organized attempt has been made to provide for 
the education, and more especially for the subse- 
quent maintenance, of the blind as masseurs. 
There have been numerous individual attempts 
recorded, some more and some less successful. 
On the 21st of May, 1901, an Institute for Massage 
by the Blind was incorporated in London. The 
enterprise has already successfully trained a 
number of blind people, just how many I have 
not learned. At present they are in need of more 
financial help in order to secure a permanent 
central bureau, where the blind masseurs may 
practice their treatments, where some of them 
may reside, and where calls for their services may 
be received and responded to. Dr. J. Fletcher 
Little, who has personally superintended their 
teaching, informs me by letter that almost all the 
women whom he has taught have done well, but 
that greater difficulty has been experienced in 
regard to the men, and that but few of the latter 
are now self-supporting. In Vol. 2, No. 6, of 
The Blind, April 20, 1904, Dr. Little published an 
article embodying his experience. He says the 
Institute needs more financial help, and appeals 
for special interest in individual masseurs by 
groups of ladies and gentlemen, so that they may 
obtain more regular employment. He regards a 
three to six months’ course long enough to fit 
them for this occupation, and considers them then 
‘sapable of competing with those who see. 

Turning now to America we find that in Boston 
there are two blind women who have been suc- 
cessful in their efforts at massage. One of them 
is not entirely blind; the other, Miss S., lost her 
eyesight at the age of ten. From the age of 
thirteen to twenty she resided at the Perkins 
Institute, where she was thoroughly well grounded 
in elementary science, anatomy and _ physiology. 
She paid sixty dollars for twenty class lessons in 
massage (with seeing pupils) and also took a 
course in regulation gymnastics and another in 
medical gymnastics. She subsequently instructed 
nurses in massage at the Danvers Insane Hos- 
pital. Dr. Page, the superintendent, speaks of 
her work in the highest terms. She has worked 
for several years twice a week at the Out-Patient 
Department of the Massachusetts General Hos- 
pital, under Dr. James M. Jackson. She now 
gives corrective gymnastic instruction at the 
Perkins Institute three mornings a week and 
finds that she can give, without over fatigue, 
from three to five treatments a day to patients at 
their homes, receiving two dollars per treatment. 
She works about eight months a year, and says 
that she is stronger than when she began. She 
thinks that people at first are apt to be rather 
prejudiced against the blind, but that later on 
they seem to overcome this prejudice. She 





thinks the general training is very important and 
that it is better for the blind to be trained in 
classes with seeing pupils. Miss 8. is, of course, 
a remarkably bright woman and would have 
succeeded in any work which she undertook. 

Mr. E. E. Allen, principal of the Pennsylvania 
Institution for the Instruction of the Blind at 
Overbrook, Pa., informs me that eight of his 
pupils have been trained in massage either at the 
Polyclinic or at the Orthopedic Hospital in Phila- 
delphia. I wrote to the pupils and obtained 
replies from seven of them. 


(I) E. L. C., twenty-five years old, blind at eight, 
from an injury. Entered Philadelphia School for the 
Blind at ten, took a literary course, piano lessons, and 
learned three trades. Spent six months at the Ortho- 
pedic Hospital and began to practice massage at Cam- 
bridge, Ohio, May, 1902. Nine tenths of his work he 
does at patients’ houses, and except for the first visit 
requires no guide. Is earning about $100 a month. 

(II) H. L. MeD., recovered his eyesight four months’ 
after finishing his course of massage at the Philadelphia 
Orthopedic Hospital. Is now a successful masseur. 

(III) G.C. R., age twenty-six, blind at the age of 
twenty-three. Studied four months at the Orthopedic 
Hospital in Philadelphia and settled six months ago in 
Hartford, Conn. Is now paying about half of his 
expenses. 

(IV) W. J. N., age twenty-nine. Lost his eyesight 
at the age of twenty-six, just before graduating from 
Jefferson Medical School. Studied massage for three 
months and began massage in Philadelphia, February, 
1902. Has been self-supporting for over a year and 
has also taught massage and electrotherapy. He 
employs a boy as a guide. 

(V) J. 8S. Blind at the age of thirteen. Began to 
study massage in September, 1903. Took three months’ 
private lessons. Last winter was reasonably success- 
ful. Goes to patients’ houses sometimes with and 
sometimes without attendance. 

(VI) W. W. L. Became blind at the age of eleven. 
Studied in Philadelphia, worked both in hospital and 
outside for three years with the help of a friend who is 
a masseur. Was reasonably successful at massage, 
but went into business and has been fairly successful 
in business. 

(VII) E. W. E. Has a little vision in one eye, 
enough to get about comfortably. Studied at the 
Polyclinic and the Orthopedic Hospital in Philadelphia 
for three months. Practiced for three months, at the 
German Hospital, settled at Williamsport, and did 
fairly well. Has since moved to Washington, D. C. 

In New York I have been able to find an ac- 
count of only one person, a Miss P., who studied 
and practiced massage for a short time here. She 
gave it up, for what reason I am unable to learn. 

My own limited experience is about as fol- 
lows: I applied to the superintendent of the New 
York Institution for the Blind, some three years 
ago, in order to find the appropriate blind people 
to teach. He suggested my searching some of 
the charitable blind institutions of New York 
City and I did so. I was unsuccessful in finding 
a suitable pupil at the blind asylum upon Black- 
well’s Island, and I then interviewed some seventy 
or more individuals from a list of the blind poor 
who receive a small yearly allowance from the 
city. Among these people I was unable to find 
a single person who was both willing and, in my 
opinion, fitted to start the occupation. I had 
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already consulted Mr. Axel C. Hallbeck, a mas- 
seur who has been very successful here in New 
York, and in April of last year he sent me Mr. 
Arthur Martineau, a French Canadian, thirty- 
six years of age, blind for about ten years, fairly 
well educated, intelligent, formerly a bank-note 
engraver. After a week of preliminary trial, 
Mr. Hallbeck was convinced that he could be 
taught, and gave him daily one or two hours in 
lessons and practice for two months, until the 
20th of June, when he began actual practice in 
the wards at the New York City Hospital upon 
Blackwell’s Island. I quote Mr. Hallbeck’s 
account of his instruction: ‘‘ While teaching him 
at my home, I always had some of his male rela- 
tives present, who were the material for work. 
At first I taught him general massage by doing 
the manipulations myself and having him put his 
hands on mine. After he had mastered the 
general massage I taught him local massage for 
special purposes. While teaching local massage, 
the greatest difficulty I experienced was to make 
him confine himself to the necessary region. I 
used to make him place his right hand as the 
upper limit for massage and the left hand as the 
lower limit. We applied massage for imaginary 
eases; for instance: False anchylosis, sprains, 
muscular rheumatism, lumbago, neuralgia, con- 
stipation, ete. At the same time I taught him 
anatomy and physiology, at least the most neces- 
sary points for him to know. I taught him the 
form of the skeleton, excepting the inner cranial 
bones; I taught him the construction of the joints 
with ligaments and cartilages, also about one 
hundred muscles and the principal motor and 
sensory nerves. In regard to physiology I ex- 
plained to him the process of the digestion, the 
circulation of the blood, and the function of the 
nervous system. When he came to the City 
Hospital, after having practiced with me one or 
two hours every day, during two months, he com- 
menced real work and soon attempted as many 
as nine cases every day. He treated patients of 
hemiplegia contracture, of tabes, of neuralgia, 
of progressive muscular atrophy, of dyspepsia, 
constipation, muscular rheumatism, lumbago, 
gout, sprains, false anchylosis, stiff joints, ete., 
in great varieties. As the house physicians can 
testify, Mr. Martineau was very useful and suc- 
cessful in many cases, and I believe that, as an 
assistant to a physician or surgeon and working 
according to their instructions, Mr. Martineau 
will be of great value as a masseur.”’ 

Dr. A. G. Bennett,® ina paper read before the 
New York Medical Association in October, 1897, 
brought out an interesting point from his corres- 
spondence with the directors of a number of the 
blind asylums throughout America, namely, the 
very small percentage of blind people who are 
self-supporting. The figures he quotes are at 
such variance that it seems hardly worth while 
to read them, but an especially suggestive fact 
is, that a much smaller proportion of blind women 
are able to support themselves than blind men. 


“Eeietsipbia Medical Journal, Vol. i, No. 10, March 5, 1898, 
p. é 





This would seem to add some importance to our 
idea of employing them in massage, because, as 
is quite evident from the few instances which I 
quote, the women have been especially successful. 
Dr. Bennett also urges the importance of one or 
more blind masseurs in all hospitals, dispensaries, 
sanatoria, insane asylums, private retreats, 
gymnasiums, Turkish baths and the like. 

In what I have already quoted, I believe that 
I have covered, or at least suggested, most of 
the essential points in the difficulties of teaching 
the blind massage. I only wish to emphasize the 
very special importance of a most careful selection 
of the person who is to be taught, since upon that 
the success of the project will most intimately de- 
pend. This selection can, of course, be made only 
by teachers in blind asylums, who are thoroughly 
interested in the plan and in perfect sympathy 
with its aims. The great necessity of a thorough 
fundamental training, in order that the blind 
masseurs may be quite as intelligent and well 
trained as seeing masseurs, is a point which can- 
not be too thoroughly emphasized. 

The compensation which the blind masseur 
should receive for his services in private practice, 
is a detail which. I do not feel can be decided off- 
hand. In many more or less novel business 
undertakings, the. most efficient plan to intro- 
duce the business is to underbid the other com- 
petitors. There is one thing to be considered, 
and that is, a great many patients who are unable 
to pay large fees would employ massage, and 
very gladly, if the expense were less. 

The necessity for a guide if the masseur is to 
go about from patient to patient is also a detail 
which would depend entirely upon the individual 
and the place where he was located, as you may 
well judge from the examples which I have 
quoted. My own idea of the special utility of the 
blind as masseurs is, however, that they should be 
employed largely in stationary places, such as 
clinics, hospitals, bath resorts, gymnasiums, 
sanatoria and the like. There, at least, they are 
quite as independent of locomotion as the seeing 
masseurs. 

No doubt, as Miss S, of Boston, writes, 
nervous people, the class of patients who are 
especially apt to require massage, might feel a 
certain repugnance to employing blind people, 
and might quite naturally be made more nervous 
than before the treatment. You will note, how- 
ever, that Miss S. mentions that this difficulty 
usually vanished after the first visit. Moreover, 
this is a point upon which custum would un- 
doubtedly alter most prejudices. 

In one country, Japan, the blind have a practi- 
cal monopoly over massage. There, massage is 
cheap and within the means of all classes. The 
blind are protected by the government, self- 
supporting, and contented with their lot. This 
condition has persisted for centuries. 

In four countries, Russia, Belgium, England, 
and Germany, we have read of well-organized and 
reasonably successful attempts to teach selected 
blind people massage. 

Here in America, the only definite series of 
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attempts in this direction which I have been able 
to learn have been made by Mr. Allen; but there 
is, it seems to me, very strong reason for expect- 
ing renewed and more persistent efforts. I am 
presenting this communication to the New York 
Academy of Medicine merely in the nature of a 
preliminary report, in the hope that further infor- 
mation and assistance may be forthcoming; in 
the hope that a well planned scheme may be 
devised for providing suitable blind people with 
instruction in massage and for furnishing a 
practical organization, so that they may obtain 
continuous employment after they have learned; 
in the hope that you, the physicians to the various 
hospitals, dispensaries, sanatoria and homes in 
New York, may be sufficiently interested in the 
problem to find places in some of these institu- 
tions for blind masseurs to work and prove their 
efficiency, and in the hope that some of the direc- 
tors or superintendents of blind asylums may see 
this communication and select appropriate blind 
people for instruction. 

I have purposely refrained from expressing any 
personal views as to the selection of appropriate 
candidates for such instruction, because it has 
seemed to me the few hints which I have incor- 
porated from England and Germany are much 
more suggestive than any I might make myself. 
In closing let me tell you how thoroughly appre- 
ciated by patients with the chronic ailments at the 
New York Hospital, were the services of this 
blind masseur whom Mr. Hallbeck was kind 
enough to teach for me, and how keenly many of 
them missed his services when he left the insti- 
tution. You are all too well acquainted with the 
value of massage in such ailments to warrant me 
in emphasizing its utility. I only wish to beg of 
you to give this matter your attention and your 
co-operation whenever in the future an oppor- 
tunity occurs to further its accomplishment, and 
so gain the satisfaction of having aided some poor 
blind person to become an active, useful, inter- 


ested, occupied and, best of all, independent 
individual. 





CHRONIC BRONCHITIS IN THE ADULT AS 
INFLUENCED BY A CHANGE OF CLIMATE. 
BY EDWARD O. OTIS, M.D., BOSTON. 


Ir is a fact of common experience that chronic 
bronchitis in the adult and elderly person waxes 
and wanes from winter to summer in this latitude. 
In many cases, depending upon the stage of the 
disease, the ‘‘ winter cough,” as this malady is 
frequently designated by its most prominent 
symptom, markedly diminishes or quite dis- 
appears during the warmer months of the year, 
to recur as the colder, damp, changeable weather 
of late autumn or winter returns. As time goes 
on and the cough becomes more severe and ex- 
tends over a greater period of the year, emphy- 
sema is developed, so that, in addition to the 
annoyance of the paroxysms of coughing, dys- 
phea on any exertion with asthmatic attacks 
increases the discomfort of the patient. 





The bronchitis is, of course, frequently but a 
symptom of degenerative change in other organs, 
but from its insistence and the suffering it entails, 
demands the first therapeutic consideration, and, 
moreover, the climatic treatment of the bronchi- 
tis is equally favorable for the underlying causes. 

From the fact that the cough subsides, or is 
greatly ameliorated during the warmer months 
of the year, it is an obvious inference that this 
improved condition can be maintained through- 
out the year, if we can transfer the patient to a 
similar climate to that of the warm months in 
his own latitude on the approach of cold weather. 
In other words, the oxygen of the air, as Thomp- 
son ' well puts it, is the natural disinfectant for 
the respiratory passages, and “all catarrh will 
cease when the air tubes have been thoroughly 
disinfected.” Therefore, if we can but put the 
patient where he can live as continuous an out- 
door life as possible throughout the year, we are 
not only affording him temporary amelioration of 
his condition, but offering him a curative remedy 
as well. 

To advise a change of climate, and one that 
must be repeated each succeeding year, is, it is 
true, a ‘‘ counsel of perfection ” in the majority 
of cases, for the treatment is an expensive one 
and involves the sacrifices due to absence from 
home for a considerable period. There remains 
a minority, however, who can avail themselves 
of a more favorable climatic environment without 
too great prejudice to their domestic or material 
interests; and even if the sacrifice is consider- 
able, the compensation is commensurate with it, 
in the relief obtained from the distressing cough 
and the ability to pursue one’s occupation, if it 
is such as can be conducted at a distance from 
the “ office.” Furthermore, one’s life and work- 
ing days may not infrequently be prolonged by 
the winter change of climate, which, again, is 
ample compensation. 

What, now, is a favorable winter climate for 
chronic bronchitis? In a word, that in which 
the patient can pass most of his time out of 
doors, in a pure atmosphere. A moderately 
warm, equable temperature, an abundance of 
sunshine, freedom from chilly winds and dust, 
are the essential climatic elements. The humid- 
ity is of secondary importance, although if the 
cough be irritative and the secretion scanty and 
tenacious, a rather moist atmosphere with warmth 
is desirable, as, for example, Nassau or Palm 
Beach. If, on the other hand, the secretion is 
abundant, a drier climate is preferable, like Aiken, 
S. C., or Redlands, Cal. In not a few cases, a 
dry, warm inland resort of moderate humidity 
will serve well both classes of patients, — those 
with scanty and those with abundant secretion. 

Wherever the resort, the first great essential 
must always be borne in mind, namely, that the 
patient is enabled te spend a very considerable 
portion of the day out of doors, and do it with 
comfort; he must bathe his bronchial tubes 
constantly with the disinfecting oxygen of a pure 
air. 


1 Reference Handbook of the Medical Sciences, Vol. II, p. 497, 
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As the majority of chronic bronchitics who seek 
a milder winter climate are elderly people, it is 
of importance, only secondary to the climate it- 
self, that the accommodations should be of a 
known excellence, and this fact should be deter- 
mined before recommending a patient to any 
special resort. Further, it should be known that 
a reliable physician is on hand, and the patient 
given his address. A secondary but important 
consideration is the question of diversion and 
recreation in the resort. Many persons used to 
the daily routine and activities of their regular 


occupations become uneasy and even unhappy | 


unless they can find a substitute in some form of 
diversion or amusement; it is well, therefore, to 
bear this fact in mind, and in deciding between 
several resorts, all equally fulfilling the thera- 
peutic indications of the case, to consult the 
tastes of the patient and the resources of the 
place. 


portions of the country offering a warm winter 
climate in Arizona, New Mexico and elsewhere, 
but they are less accessible than the southern 
and inland resorts, and one is not always sure of 
the accommodations. If a dry atmosphere is 
desired, the southern Pine Belt is to be chosen, 
or some of the inland resorts of southern Cali- 
fornia. If more moisture is desired, the coast 
regions or islands are to be selected. The south- 
ern resorts offer excellent accommodations, and 
are reached with comparative ease, and Nassau 
in the West Indies is only a short sea journey from 
Miami, Fla. Bermuda has a mild climate and 
most attractive and varied scenery, but the voy- 
age occupies two days, and is often rough, an 
insurmountable objection to many people. 

In Table No. 1 is given the average monthly 
temperature of the four winter months for various 
resorts above mentioned, together with the rela- 


‘tive humidity, the wind velocity and the average 


TABLE I. 


AV. REL. AV. NO. OF AV. WIND 
AVERAGE MONTHLY TEMPERATURE HUMIDITY CLEAR AND VELOCITY 
FOR 4 MOS. FAIR DAYS. PER HOUR. 
Dec. Jan. Feb. March Per Cent Per Month. Miles. 
Jacksonville, Fla. 55.8 55.8 58.1 62.7 71.0 19.9 6.6 
St. Augustine, Fla. 57.2 57.0 59.9 63.3 
Palm Beach (Jupiter), Fla. 67.2 63.4 66.7 68.8 83.1 24.2 10.3 
Tampa, Fla. 62.2 58.6 63.1 66.4 82.2 24.7 6.4 
Nassau, W. I. 70.0 69.0 73.0 76.0 75.1 “A land of 6.7 
sunshine ” 
Bermuda 64.8 62.5 62.0 — 63.9 78.7 21.2 8.4 
Pinehurst and South- Average winter temperature ranges from 44° to 65° 
ern Pines, N. C. or 70° ; 
Camden, 8. C. Mean winter temperature, 45.16° 
Aiken, S. C. 48.8 45.7 50.2 54.0 59.9 24.5 
Augusta (Summer- fe - es —" . 
ville), Ga. 48.0 47.0 50.0 56.0 12.4 20.2 6.0 
Summerville, 8. C. 47.5 46.8 46.6 54.4 72.7 22.4 py 
Marietta, Ga. 41.0 42.5 47.0 48.5 263 sunny 
days for year 
Thomasville, Ga. 52.7 52.1 56.6 61.5 63.3 23.2 6.5 
Santa Barbara, Cal. 55.7 53.5 54.8 55.7 67.7 25.0 38 
Pasadena, Los Angeles, 
Cal. 55.0 §2.2 53.5 55.6 60.7 24.4 5.3 
Redlands, Cal. 55.0 53.1 51.0 55.0 46.0 
Riverside, San Diego, 
Cal. 56.9 54.7 55.1 56.1 74.8 23.7 5.6 
TABLE IT. 
AV. NO. OF 
AVERAGE MONTHLY TEMPERATURE. ml ac ee pit pen a 
FOR 3 MOS. 
March April May Per Cent. Per Month Miles 
Lakewood 36.8 46.9 59.0 71.1 19.4 High winds at 
times 
Asheville Mean monthly temperature Average num- 
for spring, 53° 60.0 65.0 25.0 of fair days 
for year is 
259 
Atlantie City 39.0 46.9 57.2 79.5 23.6 11.5 
Old Point (Norfolk) 48.0 56.3 67.1 67.8 23.0 8.8 
Washington, D. C. 41.0 53.0 64.0 66.0 21.0 73 


In this country the resorts offering a suitable 


winter climate for chronic bronchitis, which are | 


monthly number of clear and fair days when 
obtainable. 








most accessible to the northeastern portion of| In all, as will be seen, there is equability of 
the country are the southern Atlantic and Gulf| temperature, moderate warmth, a large amount 
coasts, some of the West India Islands, and the|of sunshine and no great wind velocity. The 
great southern “ Pine Belt,” extending from} humidity varies according to the distance from 
North Carolina through South Carolina and|the sea. The farther south one goes, the higher 
Georgia. If one desires to go farther afield, there| the average temperature, of course, but in none 
is southern California. Bermuda may also be |is it excessive, ranging from 62° to 76°, while in 
included in the list. Of course, there are other| the more northerly resorts of the south, in north- 
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ern Florida and the Pine Belt region the average 
winter temperature ranges from 40° to 63°. 
southern California has a very equable tempera- 
ture throughout the year, and a great abundance 
of sunshine; here, again, the humidity depends 
upon the distance from the sea. Redlands, for 
instance, being about sixty miles from the ocean, 
has a very low relative humidity. Both on 
account of its distance and its admirable climate 
throughout the year, southern California would 
generally be chosen for a permanent residence 
rather than a winter resort. 

For an elderly person without much reserve 
strength and with a dry, harassing cough, such 
resorts as Palm Beach, Tampa, or Nassau are 
very suitable, and in all the accommodations are 
excellent. If one desired a rather cooler, more 
invigorating atmosphere and less moisture, the 
choice would be such places as Thomasville, 
Aiken, Summerville, 8. C., or Augusta, in the 
Pine Belt. In nearly all the resorts mentioned 
there are opportunities for out-door amusement- 
of various kinds, and the life and scenery, differs 
ing widely from that at home, affords a constant 
interest and diversion. 

In the latter part of March or April, one may 
come farther north and spend some weeks, before 
returning home, at such resorts as Lakewood, 
Atlantie City, Old Point Comfort, or Washington, 
the spring temperature of which closely approxi- 
mates to the winter temperature of the resorts 
farther south, as is seen in Table 2. Asheville, 
N. C., possesses a favorable spring climate, also, 
but its altitude of 2,250 feet may be a contra- 
indication with feeble persons, or those suffering 
from cardiac disease. 

If, for one reason or another, a winter change 

is found impossible for a case of chronic bron- 
chitis, one can, with a measure of success, imitate 
nature by establishing a mild climate at home. 
In order to accomplish this, one must practically 
immure himself, during the cold weather, in a 
sunny, well-ventilated room, kept at an equable 
temperature, and the usual dry air of artificial 
heat moistened by some simple method of vapori- 
zation. Advantage can be taken of an occasional 
warm, sunny day for an out-door excursion. 
If the winter is thus passed at home, a change in 
the spring may be practicable to one of the spring 
resorts mentioned above. “ Fortunate,” how- 
ever, as Fothergill says, “are the victims of 
chronic bronchitis, when, like birds of passage, 
they can flit south in severe weather. 
But for those whose means will not permit such 
migration, then the chimney corner is the best 
place; and a cozy bedroom with a pleasant view 
from the window the fittest habitation during 
the winter months.” 


> 


EVOLUTION AND TUBERCULOSIS. 


BY JOHN B. 





HUBER, A.M., M.D., NEW YORK. 

THE opinion is expressed, not frequently, but 
often enough to be entitled to consideration, that 
after all it were better for the race in general if 


its weaklings were left to die off; that efforts, for 





instance, on the part of the medical profession 
to save the lives of consumptives, especially of 
tuberculosis infants, are essentially misdirected, 
for the reason that they are in violation of the 
natural law of the survival of the fittest. 

Considered upon a purely physical basis this 
tenet of the evolutionist would seem to require 
that creatures who are unfit had best be left to 
perish, because their continued existence would 
be an additional and a useless burden for the 
strong to bear, and a handicap upon the develop- 
ment and progress of the fit. No doubt the 
Spartans thought thus when they threw their 
infants, unhealthily born, to the wolves, and from 
a purely physical point of view they were, no 
doubt, quite right. They considered, perhaps, 
subconsciously, that the claims of the individual 
and those of the race here involved a contradic- 
tion, which were sensibly to be adjusted in but 
one way. To save a sickly infant would be con- 
trary to communal hygiene, which would have 
for its ultimate object the improvement of the 
race. 

However, we would not consider this tenet of 
the (physical) survival of the fittest to be indica- 
tive of evolution in all its phases; for it is, as 
here expressed, a tenet expressive of mere materi- 
alism. Evolution, to be a philosophy, an all- 
comprehending system upon which consistent 
living is to be based, must consider not only the 
purely material or physical, but all other aspects 
of life as well, — the mental, the moral, the emo- 
tional, the spiritual, — an evolution inclusive of 
the humanities. For no dictum in philosophy is 
more certain than that the physical, moral, 
mental, spiritual and all other phases of existence 
are inseparable, and mutually affecting and 
affected parts of the individual being. The most 
practical Gradgrind, the coldest political econo- 
mist, the most austere statesman, will grant this, 
as well as those most susceptible to the emotional; 
at least they will, if they be men experienced jin 
dealing directly with human conditions. If this 
view be accepted, a sympathy for the weak and 
the afflicted and a solicitude for their return to 
health and strength is altogether logical. Other- 
wise, the conclusion is inevitable that civilization, 
the wille zum guten, altruism, Gethsemane itself, 
are, and have been, colossal mistakes. 

If the broad view of evolution here set forth be 
accepted, who would presume to take it upon 
himself to discriminate, or to select from among 
his fellows ‘“‘ the fittest ’’ for survival? Many a 
useful man, who has given substantial comfort to 
others, has been unhealthily born and has had his 
infant life hanging, month after month, upon a 
thread, until the scale has been turned existence- 
ward, with results vastly beneficial to his kind. 
The biographical dictionaries furnish the names of 
many a weakling, who, having triumphantly 
grown to maturity, has impressed himself upon 
his civilization to its great good and profit. 

However, even in the materialistic evolutionist’s 
creed it is held somewhere, I believe, that there 
is in nature a constant struggle for the recovery 
of lost perfection, —a struggle in which she 
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much oftener succeeds than fails, in the long run, 


at any rate, if not in the first attempt. It has 
been well observed, that in medicine this striving 
after lost perfection is as much a part of nature’s 
healing power as is the force making for recovery 
in most cases of sickness. It is a common obser- 
vation among physicians that weakly parents not 
infrequently beget strong children. Oftentimes 
tuberculous parents have born to them virile 
offspring whose chances against consumption 
seem rather better than children of untainted 
parents. Before adolescence there are compara- 
tively few deaths from tuberculosis; the period 
when it manifests itself most and during which 
most deaths occur from it, being between the 
fifteenth and sixtieth years. There is, then, a 
long period of latency in which, if the child be 
well nurtured and if he live hygienically, he will 
be likely to overcome such tendencies to disease 
as he may have begun life with. 

Here, surely, are evidences of an upright and 
honorable offer on the part of nature to remedy 
untoward conditions. It is up to the physician 
to emulate her. 





Massachusetts General Hospital. 


CLINICAL MEETING, 


CASES OF EXOPHTHALMIC GOITRE 
BY DIFFERENT METHODS. 


BY JAMES M. JACKSON, M.D. 


FIVE TREATED 


Two years ago I showed you two of these cases 
and I now wish to demonstrate them again and 
say a few words in regard to my final observa- 
tions on the use of bromide of quinine in exoph- 
thalmie goiter. 


M. H., age twenty-two, single, born in Russia. This 
patient you saw two years ago: You will remember 
her as the case of exophthalmic goitre operated upon 
by Professor Mikulicz. She first came to the out- 
patient department Oct. 2, 1901, complaining of a se- 
vere cough and hoarseness. She was found to have 
a marked case of exophthalmic goitre and was put on 
bromide of quinine. This treatment she kept up 
spasmodically until the following May. As there had 
been very slight improvement in her condition she 
consented to operation. On May 20, 1902, Professor 
Mikulicz removed the right lobe of the thyroid and 
tied off the arteries supplying the left. She made an 
uneventful recovery and seemed decidedly better 
during her stay in the hospital. The pulse dropped as 
low as 80 after the operation, but on returning home 
patient became more nervous, the pulse ranged above 
100 and sweating and tremor increased. Some six 
months later she returned to the clinic stating that she 
had been fairly comfortable, but that within the past 
few weeks prior to this visit she had felt a very consid- 
erable return of her old symptoms, and it was then 
found that the left lobe of the thyroid had considerably 
increased in size, that the pulse was more rapid and 
sweating and tremor more marked. She was imme- 
diately put on bromide of quinine and this was con- 
tinued constantly during the next six months. Since 
then she has taken only small doses, about 5 gr. a day 
and this only at times. As you see now, she is prac- 


any enlargement of the thyroid. Exophthalmos, 
sweating and tremor have disappeared. She has been 
at her work continuously since leaving the hospital 
and considers herself perfectiy well. 

The second case is L. S., age fifty-three, married. 
This patient came to the out-patient department 
Nov. 16, 1904, stating that for several years she had 
had profuse sweats, attacks of palpitation, great thirst, 
general weakness and inability to stay in a hot room. 
She had also noticed that her throat had been getting 
larger and her friends had spoken of her staring eyes. 
For two months there had been considerable dyspnea. 
Menopause was passed four years ago. Is now unable 
to do any work on account of weakness and marked 
general nervous symptoms. Physical examination 
showed marked emaciation, weight 117, temp. 99.3°, 
pulse 154, large goitre of both lobes and isthmus 13 
inches in circumference. Marked tremor of hands, 
profuse sweating, marked exophthalmos, but no other 
symptoms. This patient was put under treatment 
with injections of thyroidectomized goat serum prepared 
by Park, Davis & Co., 1 ce. three times a week. During 
the next six weeks the improvement was rapid. This 
was particularly noticeable in the goitre and exophthal- 
mos. At present, March 10, 1905, that is, four months 
after beginning treatment, you will see that she is 
practically well, that the exophthalmos and goiter have 
nearly disappeared, tremor and sweating very slight 
and pulse has been reduced to 100 or a little under. 
Patient has been able to return to her work and ex- 
presses the greatest satisfaction at the result of her 
treatment. Ina short time I shall put her on bromide 
of quinine as she can follow this treatment at home, and 
in that way hold what she has gained by the serum 
treatment. 

The third case, M. S., age thirty-five, married. 
This was an extreme case of exophthalmic goitre. 
She came to the out-patient department Sept. 29, 1903. 
She had been obliged to give up work on account of 
palpitation and clutching in her throat which at times 
nearly choked her. There was marked exophthalmos, 
goitre(both lobes), apex beat 160, pulse at wrist 140, 
diarrhea, sweating and hot flushes. She was imme- 
diately put on bromide of quinine, 15 gr. a day. For 
a month there was almost no change, but after that. 
she began to notice that her palpitation was getting less 
and the choking sensations were markedly diminished. 
In the course of two months she again resumed her 
work and has not missed a day since. In six months 
she was practically well and since then she has taken 
her bromide of quinine only occasionally whenever 
she has felt a return of the nervous symptoms. As 
you see she is now without exophthalmos or goitre, there 
is but very slight tremor, and under excitement the pulse 
is 84, but at home, when not under excitement, she 
tells me that the pulse ranges about 70. She has 
gained 50 pounds in weight and so far as I can see is 
cured. 

The bromide of quinine certainly accomplished a deal 
in this case as she had been under treatment for eleven 
years prior to coming to the hospital and had steadily 
grown worse and only came to us as a last resort. 

F. 8., seventeen, single. This also was an extreme 
case. She came to the out-patient department Nov. 
24, 1900. Her history is as follows: Three weeks 
after the death of her brother which occurred in June, 
1899, she noticed a marked swelling of the neck and 
palpitation of the heart and extreme nervousness. 
Then her symptoms grew worse gradually and at the 
time of her applying to us she was, as I have said, in 
a desperate condition. There was marked exophthal- 
mos with all four of the ocular signs present, that is, 





tically cured, her pulse remains at 80, there is s rarcely 


Graefe, Stellwag, Mobius, and Jaffroy. Conjunctivae 
were very red and injected from her inability to properly 
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close her eyelids. There was a large goitre, pulsation 
in jugulars, heart slightly enlarged, pulse 156, marked 
tremor, sweating, excitability. She complained of 
headache, dizziness and some vomiting. There had 
been no catamenia for a year. She was admitted to 
the medical wards where she stayed for one month 
and was sent home very slightly improved. It was 
then that we began the treatment of bromide of quinine, 
and in six weeks she reported a very marked improve- 
ment in her general condition. Six months after 
beginning treatment she showed the following changes: 
pulse 92, no attacks of palpitation, much less tremor, 
and sweating, and a considerable diminution in the size 
of the goitre. Her catamenia had again appeared. At 
the end of eighteen months she was practically in her 
normal condition, except for goitre which had scarcely 
changed during the last year and a certain amount of 
exophthalmos. At times she was slightly hoarse and 
once during this time reports that the neck became 
suddenly very large so that her collar would not meet 
by two inches. This was followed by vertigo and fron- 
tal headache and she was obliged to lie down. These 
symptoms disappeared by morning. She was able to 
resume her work as coat-maker at which work she has 
continued ever since. As you see her to-day you would 
scarcely appreciate that she had ever been a subject 
of exophthalmic goitre. The exophthalmos and goitre 
have entirely disappeared and so far as I can see she 
is normal in every way. 

The fifth case, Lillian 8., twenty-five, married, 
came to the hospital April 29, 1901. Dates her trouble 
from 1898 when her house was blown down. At the 
time of her coming to the out-patient department she 
presented the most marked case of exophthalmos of any 
of the cases which I have recorded. The lids would not 
close completely, but there were no ulcerations. This 
ease has been much slower in yielding completely to 
treatment than the others that I have shown. As you 
see, the exophthalmos is very marked, but the rest of 
the symptoms have now almost entirely disappeared. 
There is no goitre or palpitation, and her pulse now 
ranges between 70 and 80. Since beginning treatment 
she has never been able to leave off her bromide of 
quinine for any length of time and is still taking about 
5 gr. a day. On the other hand she has never been 
able to take as much as the other patients, as 15 gr. 
produce very marked tinnitus aurium. She says that 
she has been feeling well during the past three years 
and has been able to attend to her household duties, 
but I regret that the treatment has not been more 
successful in reducing the exophthalmos. I have 
thought somewhat of putting this case on the goat 
serum treatment to see if we could not get quicker 
results in this one symptom. 


THE BACTERIOLOGICAL BASIS OF THE SURGICAL 
TECHNIQUE IN WOUNDS ASSOCIATED WITH 
TETANUS. 


BY OSCAR RICHARDSON, M.D., 
From the Clinico-Pathological Laboratory. 

Ir is now common knowledge that many cases, 
usually children, appear in the accident rooms of 
hospitals from year to year suffering from injuries 
received as the result of the careless and indis- 
criminate way in which they handle and play 
with fireworks and toy pistols while celebrating 
the Fourth of July, and, in this neighborhood, the 
Seventeenth of June. The wounds in these cases, 
more especially those associated with blank cart- 
ridges, are in themselves of no great importance, 
but that which is of the gravest concern is the 
fact that in past years, just as sure as the holidays 





came round, a certain number of the cases injured 
died of tetanus. This fact, of course, imme- 
diately placed upon the surgeons the responsi- 
bility of dressing the wounds so as to avoid, if 
possible, the development of tetanus. 

It is my purpose this evening to show, from a 
bacteriological investigation of a series of these 
cases, that the surgical treatment received by 
them in the accident room of this hospital has 
prevented the development of tetanus in three 
eases, and that in another case, outside of the 
hospital, the surgical treatment resulted in the 
recovery of a patient who was suffering from 
tetanus following vaccination. 

On and about June 17, 1904, material from 
wounds acquired in celebrating the day was sent 
to the laboratory from fifteen cases. This mate- 
rial consisted in each case of all, or a good portion, 
of the lacerated blackened tissues of the wound, 
and care was taken to send any foreign material 
found embedded in the tissues. The material 
was then placed in separate blood serum tubes 
and kept in a thermostat for several days at 37° C., 
where the mixture of material and culture medium 
in the tubes gradually rotted. The object of 
this procedure is to develop a cultural condition 
known as symbiosis. ‘This is a condition in which 
the ordinary bacteria present in cultures made 
from the tissues of dirty wounds rapidly develop 
and use up the oxygen to such an extent, that 
any of the anerobic group of bacteria present 
find the culture condition favorable to their 
growth. The bacillus of tetanus, as is well known, 
belongs to this group of anerobic bacteria. After 
three or four days in the thermostat the cultures 
were examined and five of them were found to be 
transformed into a black, foul, semi-fluid mass 
giving off a horrible odor which is considered to 
be characteristic of the tetanus bacillus. Cover 
glasses were then made from each of the fifteen 
cultures and stained with carbolfuchsin. In 
those made from the five cultures mentioned, 
many red rods with a round spore situated at one 
end were seen. This peculiar so-called pin or 
drumstick morphology is characteristic of the 
tetanus and pseudotetanus bacillus. The remain- 
ing ten cultures were kept under observation for 
some time, but in none of them were tetanus-like 
bacilli found. 

From the five positive cultures it was imperative 
to obtain the bacilli in pure culture and inoculate 
animals. This was done, and from two of the 
cultures the tetanus bacillus was isolated while 
from the other three the pseudotetanus bacillus 
was recovered.' The tetanus bacilli grew typically 
and produced their characteristic effect in animals, 
but under similar conditions and even with large 
numbers of the micro-organisms the pseudo- 
tetanus bacilli produced no effect whatever in the 
animals, and the culture growths were entirely 
different from those of the tetanus bacillus. 

Dr. J. B. Bain, working in the laboratory of this 
hospital, recorded, in 1901, for the first time, a 
careful description of the cultural peculiarities of 


1 In the difficult work of isolating the tetanus and pseudotetanus 
bacilli much assistance was rendered by Mr. Roger T. Lee. 
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the pseudotetanus bacillus and the results of 
animal inoculations. The bacillus was recovered 
from a blank cartridge wound. Again, working 
in the laboratory, Bain recorded, in 1903, the 
recovery of the bacillus of tetanus frgm a blank 
cartridge wound where the prompt excision of 
the injured tissues in all probability prevented 
the development of tetanus. To these cases we 
now have to add three in which the pseudotetanus 
bacillus was recovered and two in which the bacil- 
lus of tetanus was recovered. Again in Novem- 
ber, 1904, we have to record another case of blank 
cartridge wound from which the tetanus bacillus 
was recovered and the animal inoculations were 
positive. It is evident, if the injured tissues of 
the wounds in these four cases which contained 
tetanus bacilli had not been so completely re- 
moved, that in all probabliity tetanus would 
have developed in all of them. 

As to the surgical technique followed in the 
accident room in these cases it is well illustrated 
by the record of the treatment of the case which 
came in last November. I am indebted to Dr. 
Quinby for the record of this case which ap- 
peared during his accident room service. 


G. 8. G., a schoolboy, fourteen years old, entered 
the accident ward of the Massachusetts General Hos- 
pital on the morning of Nov. 5, 1904, showing a 
blank cartridge wound of the right thigh, which oc- 
curred accidentally the previous evening.. Physical 
examination showed a normal heart, lungs, abdomen 
and temperature. In the outer aspect of the right 
thigh, at about the junction of the middle and upper 
thirds, there presented a circular hole in the skin about 
.8 cm. in diameter. All blackened tissue was ex- 
cised and the whole placed in a sterile culture tube. 
Up to this point no antiseptics had been used. There 
was no extension beneath the fascia lata, so, after 
carefully dissecting out every bit of macroscopical 
powder or blackened tissue, the whole wound was 
wiped out with a hot solution of mercuric chloride, 
1-1,000, and then douched for ten minutes with the 
same substance, 1-3,000. The skin wound was then 
partially closed with silkworm-gut stitches, leaving 
a rubber drain in the dependent portion. The leg was 
placed on a ham splint and the wound dressed with 
dry gauze. 

Four days later the wound was found to be mildly 
septic. All the stitches were removed and the wound 
cleaned up with peroxide of hydrogen and dressed 
with a moist corrosive dressing. One half the adult 
dose of Parke, Davis & Co.’s antitetanic serum 
was injected deep into the extensor muscles above the 
wound. ‘The Pathological Laboratory reports probable 
positive growth of tetanus bacilli. Nov. 10. From 
this date the lesion ran the steadily improving course 
of the ordinary granulating wound. At no time did 
the boy show any symptoms of tetanus poisoning, 
though on the day before the injection of antitetanus 
serum his temperature reached 100° F. A little later 
from the wound in this case more material was sent to 
the laboratory by Dr. Lincoln Davis, but no tetanus 
bacilli were recovered from it. 

I now wish to call your attention to a case in which 
the wound was of an entirely different origin and char- 
acter from those which have been considered. Some 
time ago Dr. Mixter kindly sent to me for bacteriologi- 
cal investigation certain material. This material con- 
sisted of a vaccination shield and several small portions 
of foul disintegrated tissue, some of which were adherent 





to the shield. The material had been removed from 
a vaccination wound and the question of the presence 
of the bacillus of tetanus was of decided importance as 
the patient at the time of the removal of the material 
had begun to show signs of tetanus. It goes without 
saying that the surgical treatment in this case was 
thorough and that injections with tetanus antitoxin 
were made. From the shield and from the portions 
of tissue taken from the vaccination wound the bacillus 
of tetanus was recovered. The cultural character- 
istics of the micro-organism found in this case and the 
results of animal inoculations were beyond question 
identical with those of the bacillus of tetanus. The 
patient recovered. 


We have, before us, then, for consideration 
a series of five cases, all presenting wounds from 
the injured tissues of which the bacillus of te- 
tanus was recovered. The surgical technique 
followed in treating these cases was in brief to 
dissect out thoroughly any and all portions of 
injured or discolored tissue as well as any foreign 
material and to administer tetanus antitoxin. 
Four of the cases never showed any signs of 
tetanus, and in one, the vaccination case, the 
diagnosis of tetanus was made. All of the cases 
recovered. 

Judging them from the results of the treatment 
of this series of cases it seems justifiable to believe, 
at least from a bacteriological basis, that the sur- 
gical technique followed was entirely adequate, 
and especially so when we take into account the 
gravity of the prognosis in tetanus. 

Dr. R. H. Fitz made a brief communication 
concerning pericardial paraceutesis. He called 
attention to some of the conditions preventing 
the recognition of pericarditic liquid exudation. 
The importance of aspiration in the xipho-costal 
space was emphasized, when the presence of 
liquid is suspected and tapping in the fourth and 
fifth intercostal spaces gives no evidence of its 
existence. 


STENOSIS OF THE PYLORUS IN 
BY CHARLES L. 


INFANCY. 


SCUDDER, M.D. 


Ir is not generally recognized that a narrowness 
of the lumen of the pylorus sufficient to occa- 
sion symptoms of obstruction exists in infancy 
and at birth. Individual instances of stenosis 
of the pylorus in infancy have been recorded. 
Pediatrists are more or less familiar with these 
cases. The surgeon and general practitioner are 
meeting more and more such cases, but at present 
only scattered references to them are found in 
literature. I have collected and analyzed these 
vases with the assistance of Dr. Quinby, and as 
a result of this investigation we find accounts 
of 55 autopsies and 60 operations, a total of 115 
vases. With each case is a clinical history. 

The symptoms in these cases are fairly uniform 
and are very characteristic: vomiting, expulsive 
in character and almost never containing bile; 
constipation; progressive wasting; visible gastric 
peristalsis. An enlarged stomach and a pal- 
pable tumor are usually present. 

In 55 cases coming to autopsy the findings are 
very uniform: a hard pyloric tumor in which 
there is an hypertrophy of the circular muscular 
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fibres, an hypertrophy or dilated stomach wall, 
a dilated esophagus, narrowing of the pyloric 
lumen and an hypertrophy of the mucous mem- 
brane of the pylorus and collapsed intestines. 

The surgeon in operating has found likewise a 
pyloric tumor, a dilated stomach, a narrow pylorus 
and collapsed intestines. The evidence, there- 
fore, from the clinical story, from the pathological 
examination and from the operative standpoint, 
is conclusive as to the existence of a distinct path- 
ological lesion oceasioning the symptoms of either 
partial or complete obstruction at the pylorus in 
infancy. These cases group themselves into the 
acute or subacute or chronic. The acute cases 
are those attended by complete obstruction, the 
subacute or chronic cases being those attended 
by partial obstruction. 

Medical treatment has been followed in some of 
these cases and except for relief to a few of the 
symptoms has been found incompetent. 

Surgical treatment, on the other hand, has been 
followed by brilliant results even in spite of the 
fact that the cases have been operated upon by 
different surgeons and that the patients have been 
extremely ill when the operation was performed. 
The operative mortality is about 45%. There 
have been four methods of operation followed: 
pyloroplasty, the Loretta operation, gastro- 
enterostomy and pylorectomy. 

There are various hypotheses as to the etiology 
of this condition. Three of these hypotheses 
deserve mention; first, that of Nicoll who holds 
that the tumor at the pylorus is a prenatal over- 
growth of normal tissue; second, that of Thom- 
son who holds that the hypertrophy is occasioned 
by an inco-ordinated contraction of the gastric 
muscles due to some derangement of the nervous 
mechanism of the gastric nerves; and third, that 
of Pfoundler, who maintains that the tumor is 
occasioned by an increase of function due to an 
irritation arising after birth. 

It is of vital importance to remember that this 
condition exists in infancy, that it may be con- 
fused with the common indigestion of infancy, 
that it is far more common than has hitherto been 
supposed, that medical treatment is but palliative 
and that early surgical measures will afford the 
only satisfactory treatment. 


SARCOMA OF THE PROSTATE. 
BY ARTHUR T. CABOT, M.D. 


I wisH to report two cases of sarcoma of the 
prostate. As far as I can discover by an exami- 
nation of the catalogue these are the only two 
eases which had been recognized in the hospital. 
The first case is interesting in that the tumor of 
the prostate is secondary to one in the testis. 
All treatises on the subject give it as a rule that 
tumors of the prostate are rarely secondary. 
Unfortunately, the observation was made at a 
time when microscopical examinations of tumors 
were often omitted, and we, therefore, lack the 
final proof that the tumor was a sarcoma. The 
clinical history and pathology are so characteris- 
tic of sarcoma, however, that no doubt is felt as 
to its character. 





The patient, a young man of twenty-six, entered the 
hospital Jan. 5, 1884, with a tumor of the testicle 
which was removed by Dr. Henry J. Bigelow. Mr. 
K. re-entered the hospital on Oct. 24 of the same year 
with the report that for four or five months he had had 
difficulty and painful burning in urination. One month 
before he had had to resort to a catheter to void the 
urine, and at the time of entrance, he was passing the 
catheter once an hour. Noticed bleeding on three 
occasions within the past three weeks. The hema- 
turia reappeared soon after his entrance. The pros- 
tate was large and irregular in shape. The pain in the 
bladder and frequency of urination rapidly increased, 
so that presently it required 3 gr. of morphine to keep 
him reasonably comfortable. Three weeks after en- 
trance it was decided to do a suprapubic operation to - 
supply drainage to the bladder. This was done by 
Dr. Cabot. A tumor was felt in the prostate projecting 
into the bladder. The patient died on Nov. 24, about 
a week after the operation. 

The autopsy showed a tumor of the prostate and 
bladder with gangrenous cystitis, pericystitis, pyelo- 
nephritis and also some suppuration behind the kidney. 
There was also a tumor the size of a lemon just below 
the pancreas and right kidney and behind the perito- 
neum. 

Section of this tumor showed it to be somewhat 
infiltrated with pus. Its presence in the region of the 
right kidney was especially interesting as that is the 
point where secondary growths following sarcoma of 
the testis are apt to appear. 


I have seen three or four such cases and explain 
it by the fact that the lymphatic supply to the 
testis connects with the glands in this neighbor- 
hood, and not with the glands in the pelvis or 
inguinal region. 


The second case was that of an old man, age seventy- 
five, who was sent to the hospital on April 19, 1904, by 
Dr. H. H. A. Beach. This patient had always been in 
good health. Fifteen years ago had retention, re- 
quiring catheterization. Since then had been very 
well, except for a slight occasional difficulty in starting 
water. One year ago this difficulty became more 
pronounced and he began to notice an increased fre- 
quency of urination. Presently a sense of fullness in 
the bladder was noticed, which continued and in- 
creased up to the time of entrance. At that time he 
was passing water every hour. The night before en- 
trance the difficulty in urination became very great 
and blood appeared in the urine. Blood also leaked 
away from the urethra between urinations. 

He was a well developed and nourished man. 
Nothing was noticed in the chest or abdomen, except 
fullness with dullness extending from the pubes half 
way to the umbilicus. A central tumor somewhat 
masked by the thick abdominal walls was felt in this 
region. 

Examination by rectum showed enlargement of the 
prostate which was flattened out behind, not hard. 
The patient finally consented to an operation for the 
arrest of the hemorrhage. 

Suprapubic incision came down upon a tense tumor 
resembling the bladder. On plunging the knife into 
this, it was found to be solid and on enlarging the open- 
ing, it was found to be filled with a grayish friable 
material, which was sponged out in large masses. 
After this had been to a great extent removed, the 
bladder wall was made out behind the tumor. The 
bladder was opened upon a sound passed through the 
urethra. The cavity in which the tumor lay having 
been thoroughly curetted with finger nail and scoop, 
two tubes were introduced into the bladder for drainage. 











496 


BOSTON MEDICAL AND SURGICAL JOURNAL 





[Aprin 27, 1905 





This operation was done somewhat hastily as the pa- 
tient did not bear the ether well. The vesical hemor- 
rhage ceased at once, and as the wound contracted, 
considerable loosened portions of the growth were 
thrown out. The cavity finally granulated and closed 
in a solid and satisfactory manner about the middle of 
June. . 

This patient was seen ten months later and at that 
time he was voiding his urine with reasonable com- 
fort, and no evidence of a recurrence of the growth 
could be made out. 

AN OBSERVATION OF THE OCCURRENCE OF 
BACILLUS OF INFLUENZA (BACTERIUM 
FLUENZ#) IN PYELO-NEPHROSIS. 


THE 
IN- 


BY JAMES HOMER WRIGHT, M.D., 
From the Clinico-Pathological Laboratory. 

Tus observation is thought to be worthy of 
record because, as | am informed, by Dr. F. T. 
Lord, who has recently examined the literature, 
the instances in which the bacillus of influenza 
(Pfeiffer) has been demonstrated in situations 
other than the respiratory tract and meninges, 
are as yet few. 

In a culture on coagulated Lé6ffler’s blood 
serum made from a kidney showing the lesions 
of pyelo-nephrosis said to have been due to 
valeuli, some small polar staining bacilli were 
found in scrapings from the surface of the blood 
serum. A few other bacteria were present. The 
small bacilli were isolated in pure culture on a 
blood agar slant tube as used by Pfeiffer for the 
cultivation of the influenza bacillus. Upon this 
medium they grew in the form of minute, trans- 
parent, not confluent, colonies. They did not 
grow on plain agar nor in bouillon. The colonies 
consisted of small bacilli of variable length stain- 
ing deeply at the poles and showing unstained 
spaces in their cytoplasm. They were not stained 
by Gram’s method. 

In morphology, staining peculiarities and in 
cultural appearances these bacilli agreed with the 
bacillus of influenza as described by Pfeiffer, 
and with bacilli cultivated in the Clinico-Patho- 
logical Laboratory from sputum and from the 
exudate in certain cases of bronchopneumonia. 

Nothing is known concerning the clinical his- 
tory of the case from which the kidney came. 


~s 
> 





fieports of Aocieties. 


THE MEDICAL ASSOCIATION OF THE GREATER 
CITY OF NEW YORK. 
STATED. MEETING, ApRIL 10, 1905. 
Tue President, Dr. T. E. Sarrerruwaire, in the 
Chair. 
Dr. ArtHuR J. Wo.rFr, bacteriologist of the Board 
of Health, Hartford, Ct., read a paper on 


DIPHTHERIA ANTITOXIN IN 


MENINGITIS. 


CEREBRO-SPINAL 


When the disease has invaded the most important 
and vital centers of the body, he said, common sense 
teaches us that we are utterly powerless to bring 
about a cure; therefore, all efforts having for their 
aim the diminution of mortality, if they are to be at 





all effective, must be employed in the early stages of 
the disease. Whether it was peculiar to the organism 
which was observed in the lumbar punctures during 
the Hartford epidemic or not, he early observed that 
the generally claimed specific character of the beha- 
vior of the diplococcus intracellularis to Gram’s stain 
was not borne out by the facts. As a result of his 
observations it would follow that the differential diag- 
nosis of diplococci found in nasal or throat cultures, 
when based upon the Gram reaction, is as inaccurate 
as the attempt to differentiate by the same reaction 
the diplococci found in lumbar punctures, taken from 
actual cases of meningitis. 

Having given a résumé of his laboratory studies of 
the diplococcus, he went on to say that shortly before 
the epidemic broke out, the cultures which were sent 
daily to the laboratory began to change as regards the 
general characteristics of the bacterial flora observed. 
This was striking to him, as he had been examining 
such cultures at the Hartford laboratory for ten years. 
Diphtheria, which had been very prevalent, had almost 
disappeared from the city, and cultures of Klebs- 
Loeffler bacilli were moderately rare. In place of the 
ordinary forms of bacteria, heretofore observed in these 
cultures, he began to discover almost pure growths 
of a diplococcus which up to that time had been rarely 
seen. He soon noticed that cultures containing Klebs- 
Loeffler bacilli either were completely devoid of this 
diplococcus, or the latter was found very sparsely dis- 
seminated in the culture. Whatever significance 
the rarity of diphtheria might have as regards the 
epidemic of meningitis, this led to an investigation as 
to the possibility of an antagonism between the two 
organisms. The diplococci found in the cultures 
from the nose in meningitis cases were found to respond 
in no wise unlike the diplococci found in the lumbar 
punctures, including their varying reaction to the 
Gram stain. Dr. North believes, notwithstanding 
opinions heretofore advanced to the contrary, that 
the diplococci found in these cultures, the diplococci 
found in ordinary routine laboratory work, the diplo- 
coccus intracellularis meningitidis, are one and the 
same organism. 

The experiments to determine the existence of an 
antagonism between the organisms of diphtheria and 
meningitis were as follows: Cultures made in bouillon 
of loops from agar growths of meningococci from lumbar 
punctures and loops from blood-serum growths of pure 
cultures of Klebs-Loeffler bacilli mixed, showed in some 
cases growths of Klebs-Leeffler bacilli and very few 
meningococci, or vice versa, entirely dependent upon 
which organism was sown in the greater amount. When 
equal amounts of twenty-four-hour cultures of Klebs- 
Loeffler bacilli and meningococci, growing in bouillon, 
were mixed, an examination twenty-four hours after- 
ward showed rich growths of meningococci and very 
few Klebs-Loeffler bacilli, the latter being precipitated, 
curled up, and agglutinated. Loops obtained from 
an agar culture of a lumbar puncture sown in a quan- 
tity of diphtheria antitoxin of 500 units’ strength, 
examined after forty-eight hours, and also after nine 
days, showed the serum perfectly clear and devoid of 
organisms, while the precipitate contained a very few 
meningococci. A twenty-four-hour bouillon culture 
of the meningococcus, when mixed with 3 cc. of diph- 
theria antitoxin of 1,000 units’ strength, gave a pre- 
cipitate in twenty-four hours, the liquid above being 
perfectly clear and devoid of organisms in forty-eight 
hours. Smears of the cocci in the precipitate took the 
stain with the greatest difficulty. From these experi- 
ments he concluded that there is an antagonism be- 
tween the Klebs-Loeffler bacillus and the meningococ- 
cus, that the Klebs-Loeffler bacillus is precipitated and 
agglutinated by the meningococcus, when rich cultures 




















Vou. CLII, No. 17] 


BOSTON MEDICAL AND SURGICAL JOURNAL 497 





of both are mixed; and that diphtheria antitoxin, in 
proper proportion, inhibits the growth of the menin- 
gococcus. 

Of the success obtained with the treatment of menin- 
gitis with diphtheria antitoxin he said he could say 
but little, but the enthusiastic opinions which had 
come from physicians who had used it led him to feel 
that he had suggested a valuable means for combating 
one of the most fatal epidemic diseases which could 
visit a community. He considered the antagonism 
of the Klebs-Loeffler bacillus, its toxin, or its antitoxin, 
to the meningococcus entirely within bacteriological 
law. Examples of such antagonism might be men- 
tioned without number. For example, the staphy- 
lococecus pyogenes aureus, the typhoid bacillus, the 
bacillus of Friedlander, etec., are all antagonistic to 
the anthrax bacillus. He also referred to the experi- 
ments on the value of the streptococcus of erysipe- 
las in the cure and protection of rabbits suffering 
from anthrax, to the experimental work of Watson 
Cheyne in the same direction, to that of Schwimmer, 
who studied the antagonism of the erysipelas strep- 
tococcus to the organisms of different infectious diseases 
to that of Kemper on the antagonism between the 
vibrio of cholera and the coli communis, and to that of 
Gromakowsky on the réle of diplococci in antagonism 
to streptococci and pyogenic staphylococci. He 
likewise called attention to the work of Garre, Lode, 
Moser and Von Pirquet in the same line. This, Dr. 
North said in conclusion, was a limited exposition of 
the facts which led him to suggest the use of the anti- 
diphtheritic serum for the treatment of epidemic 
cerebrospinal meningitis, and if his suggestions should 
result in only a small diminution in the frightful mor- 
tality from a disease for which no remedy has hitherto 
been found, if he had succeeded in opening the door 
through which men of intelligence and experience 
might follow with the result of giving something of 
value to the medical world and to the public, his object 
would have been fully accomplished. 

Dr. H. W. Bere read a paper on 


THE PRESENT LIMITATIONS OF SERUM THERAPY IN THE 
TREATMENT OF THE INFECTIOUS DISEASES. 

One of the limitations which he mentioned was that 
as the bacterial cause of the disease and its toxin are 
both specific, the specificity of the antitoxin serum 
follows as a natural sequence, and must be recognized. 
In enlarging on this point he said: ‘‘ He is an enemy 
to the future progress of serum therapy who advo- 
cates the therapeute utility of the a serum 
specific to one organism for the cure of the toxic or 
microbic ravages of another. There is no logic in such 
a recommendation; rather is it the worst kind of em- 
piricism. Preferable by far to adhere to the symp- 
tomatic treatment of disease than rend asunder the 
complete logical chain upon which legitimate serum 
therapy depends. Such therapeutic experiments as 
the use of diphtheria antitoxin in the treatment of 
pneumonia or epidemic cerebrospinal meningitis have 
no bacteriological groundwork upon which to rest, and 
are repugnant to the principles of scientific therapy. 
Both pneumonia and cerebrospinal meningitis vary 
from time to time in severity and in their death-rate. 
The results in a number of cases, even if large, treated 
on such an illogical and inconclusive serum therapy 
basis, teach nothing as to the efficacy of such therapy. 
Such methods fall into disuse long before they have 
gained even a limited vogue. It is true that the injec- 
tion in limited quantity of a heterologous serum, like 
horse serum, whether it is from an immunized or non- 
immunized animal has a tendency as Metchnikoff has 
shown, to stimulate phagocytosis, and this may thus 
aid secondarily in the disintegration of any pathogenic 





organism that happens to be floating in the blood. 
But this would be as readily accomplished by the 
injection of non-immunized horse serum. Even this 
is not probable, for reasons which we have no oppor- 
tunity of discussing here. 

Dr. Wo. N. Park, director of the Research Labora- 
tories of the New York City Department of Health, 
said that he could not see any ground for supposing 
that the Klebs-Leeffler bacillus was antagonistic to 
diplococcus intracellularis. During the epidemic of 
cerebrospinal meningitis this season, diphtheria anti- 
toxin had been very generally tried in New York, 
thousands of dollars’ worth of the serum being em- 
ployed; but at the present time there were only two 
hospitals in the city where it was thought that this 
treatment had been beneficial. Personally, he believed 
that it does neither good nor harm, and he certainly 
had seen no indication that it had proved of any value. 

Dr. EpwarD WAITZFELDER, who was unable to be 
present, sent a communication in which he said that 
his five weeks’ experience with the diphtheria anti- 
toxin treatment at Gouverneur Hospital had been 
such as to make him desirous of testing the method 
further. In the first half dozen cases it seemed to act 
almost as a specific, but a more extended observation 
reduced his enthusiasm, though it did not lessen his 
interest. There could be no doubt, he said, that an 
improvement resulted from its use, and that a certain 
amount of germicidal action was obtained in the cases 
in which the antitoxin was employed. Whether this 
result came about from the direct destruction of the 
meningococcus in the blood or by the inhibition of its 
toxin, reducing the amount and thus controlling 
symptoms, he would have to leave to the bacteriolo- 
gists to determine. From the results he had obtained 
he thought this plan of treatment worthy of a more 
extended trial, for should its usefulness be demon- 
strated, not only would a decided advance in medi- 
cine have been made, but it would also be established 
that a kinship exists between certain of the micro- 
organisms, and that the toxin of one of the group is 
antagonistic to all (or many) of that family. It seemed 
to him at first like medical heresy to suppose that the 
toxin from the Klebs-Lceffler bacillus could be potent 
in the destruction of the meningococcus, but the harm- 
lessness of the remedy and the laboratory experiments 
of Dr. Arthur J. Wolff induced him to try it. The 
results in his cases were published in the Medical 
Record of March 11, 1905. This entire matter was 
still in the embryonic stage; the questions of efficacy, 
dosage, mode of action, etc., were all to be elucidated. 
But one thing had impressed itself upon his mind, 
namely, that if the antitoxin was to be used it should 
be given early and in large amounts. Otherwise he 
felt certain that it would prove of little value, since 
organic changes take place early in the disease, and 
encephalic lesions, resulting from the direct action of 
the meningococcus, are accountable for those sensory, 
motor and trophic symptoms which are observed after 
the first few days. For some time past Dr. Waitz- 
felder said he had been of the opinion that there is a 
closer relationship between the various germs producing 
the communicable diseases than has hitherto been 
recognized, and that the difference in their morpho- 
logical appearance is due in part, if not entirely, to their 
environment. He did not believe that they all be- 
longed to one family; but, on the other hand, he did 
not think that each was entirely distinct and separate 
from the others. It was possible that there are a 
number of family groups, each having general char- 
acteristics, and that the change in form and mode of 
action is due in part to receptivity of the patient (that 
is, the power of resistance). It would seem as if there 
were some similarity of action on the part of certain 
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of the germs, since in the beginning of epidemics of 
certain diseases all the cases are profoundly toxic, 
whatever the previous condition of the patient may 
have been. Other affections were gradual and insid- 
ious in their onset, and the full virulence of the disease 
was not manifested until some time after the evidence 
of infection was shown. In conclusion, he said that 
all had seen good results from the use of antistrepto- 
coccus serum in both erysipelas and chronic pyemia; 
and yet in each of these diseases the organism was other 
than the streptococcus. 

Dr. L. Emmerr Ho r said that his experience with 
epidemic cerebrospinal meningitis this year and last 
comprised 49 cases, the greater number of which were 
at the Babies’ Hospital and in patients under two years 
of age. In infants under one year the mortality was 
100%; of 21 such cases, 16 had died, and it seemed 
probable that in the five still under treatment the 
result would be the same. As to the use of diphtheria 
antitoxin in this disease, he had employed it in 10 
cases in the hospital and two outside, the amount 
given varying from 6,000 to 40,000 units in different 
cases, and the administration continuing for a period 
of days or weeks. While in no instance was there any 
reason to suppose that the injections did harm, in none 
had he been able to see that any benefit resulted. In 
some cases, it was true, there occurred a drop in the 
temperature, but he had found that this not infre- 
quently took place, whether the antitoxin were given 
or not, and believed that it was simply a part of the 
natural course of the disease. The thing which had 
really appeared to give relief in this malady was double 
lumbar puncture, and as a result of this procedure he 
had in a number of instances observed a reduction 
in the pulse and respiration and amelioration of the 
nervous symptoms. Within the past month he had 
not used diphtheria antitoxin in any new case, though 
it was still being kept up in a few cases at the hospital 
in which it had been commenced some time ago. 

Dr. Frank GrRAvER said that within the last five 
weeks he had employed diphtheria antitoxin in five 
cases of cerebrospinal meningitis, but without any 
benefit whatever. All these patients he had seen early, 
within twelve or eighteen hours. While five cases 
were, of course, too small a number upon which to base 
any positive conclusions, he could not but feel that in 
some of them at least there should have resulted a 
certain amount of improvement if this treatment were 
of any value. Of two cases in which the antitoxin 
was not given, but which were treated symptomatically, 
one had already recovered, and the other was now well 
on the road to recovery. 

Dr. E. Lipman did not consider that Dr. North had 
offered any proof whatever that the organisms of diph- 
theria and cerebrospinal meningitis were antagonistic. 
The great problem we have to solve, he thought, was 
the devising of some method for preventing epidemics 
of the latter disease, and he believed there was some 
ground for supposing that by proper attention to the 
nose and throat this might possibly be accomplished. 

Dr. Witi1am H. Tuomson said that in his recent 
service at the Roosevelt Hospital he had had 30 cases 
of epidemic cerebrospinal meningitis, all in adults. 
In the first series of these 30 cases no less than 14 out 
of 16 patients died, while of the remaining 14 cases 
only 2 proved fatal. Yet in all the 30 cases the treat- 
ment was practically identical. It was worthy of note 
also that in his pneumonia cases an exactly correspond- 
ing condition of affairs was observed. The explanation 
of this remarkable circumstance he believed lay in the 
fact that there is a very pronounced difference in the 
severity of a disease at different periods dependent 
on whether the case occurs in the height of an epidemic 
or during its decline. 
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Dr. Wo rr, in closing the discussion, said that as 
the result of his laboratory observations he had’ been 
led to suggest that diphtheria antitoxin might possibly 
be of value in epidemic cerebrospinal meningitis. The 
enthusiastic reports which he had received from a 
number of clinicians had afforded some ground to 
suppose that this might really be the case. New 
treatments in such very grave affections as this were 
apt, however, to be received with enthusiasm at first, 
and it might be that after all this method would prove 
afailure. Still, he thought any final judgment in regard 
to it should be suspended until a larger body of statis- 
ties was at our disposal. From such statistics as he 
had been able to secure there seemed ground for be- 
lieving that this treatment did accomplish something, 
and if it should be found, on adequate trial, that. 
even a small amount of benefit resulted from it in a 
disease which had baffled our best skill, this would 
certainly be a point gained. 

sanessenieaiiceechiaiavi 
THE NEW YORK ACADEMY OF MEDICINE, 
STaTED MEETING, ApriL 20, 1905. 


Dr. GeorGcE L. PEAaBopy read a paper entitled 


THE TREATMENT OF EPIDEMIC CEREBROSPINAL 
GITIS WITH INJECTIONS (CHIEFLY 
OF DIPHTHERIA ANTITOXIN, 


When, he said, Dr. Wolff of Hartford made known 
in January last that he had discovered a pronounced 
antagonism between the Klebs-Loeffler bacillus and 
the meningococcus, New York was in the midst of the 
most severe epidemic of cerebrospinal meningitis that 
most of the physicians of the present day had ever 
seen. Notwithstanding that they knew a little more 
of the cause of the disease than their predecessors, 
and had ascertained that in the present epidemic the 
meningococcus was the sole exciting agent, they felt 
themselves as helpless to cope with it as those prede- 
cessors had been. Under such circumstances it seemed 
justifiable to try the diphtheria antitoxin, and while, 
indeed, there did not appear to be much ground to hope 
for success, it was felt that at least no harm would 
result. Accordingly, in the Roosevelt Hospital, Dr. 
A. Jacobi and he had subjected twenty-two cases to 
the action of this agent. 

In all but one of these the diagnosis was proved by 
the detection of the meningococcus in the spinal fluid, 
while clinically they were all unmistakable cases of 
cerebrospinal meningitis. Most of the patients were 
under eighteen years of age. A considerable propor- 
tion of them were young children, and only a few were 
twenty years or older. Many of them came under 
treatment early in the disease, before marked changes 
could have occurred. All were subjected to spinal 
puncture, and in every instance cerebrospinal fluid 
was withdrawn. Sometimes, but by no means always, 
this was under abnormally high pressure. The fluid 
was usually turbid and distinctly purulent, and in 
every case but one it contained the meningococcus. 
One of the patients received his first injection of diph- 
theria antitoxin on the first day of the disease; five on 
the second day ; six on the third day; four on the fourth 
day; and others on the fifth, sixth, and later days. 
The amount of fluid removed by tapping varied, de- 
pending on the degree of pressure. Usually no marked 
symptoms followed this procedure, but in one instance, 
where six fluidrachms were removed, a transient con- 
dition of collapse resulted. 

Of the twenty-two cases, four received the anti- 
toxin only subcutaneously, seven received it both 
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it only intraspinously. In only one case did it have 
any untoward effect. This patient, a girl of fifteen, 
suffered from an urticaria which lasted seven days. 
She made a good recovery from the disease. The 
doses of antitoxin varied from 1,200 to 15,000 units. 
Only two patients received but a single dose. In all 
of the other cases it was repeated at least once, and 
in some the antitoxin was given four, five and six 
times. Of the twenty-two cases, eleven have died, 
making the mortality to date 50%. In seven of the 
fatal cases death occurred before the sixth day of the 
disease. Of the eleven dead, one patient received 
the antitoxin on the first day of the disease; three on 
the second day; two, on the third day; three, on the 
fourth day; and only two later than the fourth day. 
Of the eleven surviving, two are entirely well; two are 
fully convalescent; five are still under treatment, with 
active symptoms and very grave prognosis; and two 
may be said to be practically moribund. Thus, to 
date, the percentage of recoveries in the twenty-two 
cases is only a little over nine, while the mortality, 
although still undetermined, will go well beyond 50%. 

Dr. Peabody said he was well aware that these figures 
were far too small to justify any statistical deductions, 
but it certainly was a fact that it had not seemed to 
any of those who had watched these cases that any 
influence, whether for good or evil, was to be ascribed 
to the use of diphtheria antitoxin in them. 


—s 
> 





MEDICAL SOCIETY OF THE 


OF NEW YORK. 


Stratrep MeetinG HeEvp JAN. 31, Fes. 1 and 2, 1905. 


(Continued from No. 16, p. 464.) 


STATE 


Seconp Day.— (Continued.) 
A RESOLUTION FROM THE COMMITTEE ON LEGISLATION, 


Dr. FRANK VAN FLEEr of New York presented the 
following resolution in behalf of the committee: 

‘* Whereas, information from reliable sources has been 
obtained that certain opticians, forming the New York 
Optical Society, contemplate the introduction of a bill 
into the legislature, ‘defining and regulating the 
Practice of Optometry,’ which is designed to confer 
on these opticians the right to employ lenses as thera- 
peutic agents for the relief of symptoms which may or 
may not be due to defective eyes; and 

“* Whereas, information from other and equally reli- 
able sources is received that certain people employing 
as therapeutic agents methods which have been given 
the names of massage, mechanoneural somatopathy, 
therapeutic gymnastics, Swedish movements, osteo- 
pathy, seismatherapy, vibration, vibrassage, and other 
terms, desire at the hands of the Legislature the legal 
right to diagnosticate and treat disease of the human 
body. 

‘‘ Whereas, we believe that the greatest latitude, 
consistent with necessity and the proper protection 
of the people, should be given all who practice the heal- 
ing art, and that the medical laws of the State of New 
York are elastic enough to permit the practice of any 
and all methods which have been or can be desired for 
the prevention or relief of disease ; 

“Therefore, be it resolved that the Medical Society 
of the State of New York deprecates these efforts of 
incompetent people to secure the privilege to prey upon 
the community, and respectfully petitions the Legis- 
lature to refuse to sanction any efforts such as these 
herein enumerated. 

“ Resolved, that the Medical Society of the state of 
New York petitions the Legislature to refuse to enact 





any laws which will in any way discriminate either for 
or against any class of people who claim to have any 
peculiar methods which may or may not be valuable 
for the treatment of disease, or of errors or anomalies 
of the human body.” 

THE IN 


NON-SEQUITUR MEDICINE, 


Dr. Henry A. Farrearrn of Brooklyn said that 
there had always been a tendency to accept theory 
rather than fact as the basis of supposed medical 
progress. Speculating with facts had led to fallacy. 
Exact knowledge of facts, laws and approximate 
causes would evolve unity and a firm basis of procedure. 


POISONING BY POTASSIUM BICHROMATE, 


Dr. Francis Eustace Fronczak of Buffalo said that 
less than six cases of poisoning from this agent were 
to be found in medical and medico legal literature. He 
then related the case of a woman whose life had been 
attempted by mixing a large amount of potassium 
bichromate with a mixture of wine and alcohol. The 
woman seemed to have taken over 100 gr. of the 
substance. The usual dosage was 7» to 4 a grain. 
The toxic dose was considered to be only a few grains. 
In this case the woman recovered and it seemed that 
the wine and alcohol had exerted a_ neutralizing 
effect. 


THE ETIOLOGY OF HYPERTROPHIED PROSTATE. 


Dr. L. Boiron Bancs of New York read this paper. 
He said that this subject occupied a very important 
place in the surgical mind, not only because of the 
prevalence of the malady, the proportion being one 
man in every two after the age of fifty, as established 
by Sir Henry Thompson’s statistics which had not yet 
been controverted, but also because of the impetus 
given the surgical treatment by the clinical and experi- 
mental observations of the last five or eight years. 
The surgical measures had been perfected and the death- 
rate gradually reduced, but the latter was still great 
enough to be an important factor when considering 
what should be done in a given case. The object 
of his paper was to get at a reasonable theory as to the 
cause of this condition, and he hoped that deductions 
might be made which in the future might prevent the 
frequent occurrence of this trouble. Long ago Hunter 
advanced the theory that prostatic enlargement was 
of inflammatory origin. Although many theories had 
been advanced since that time none were satisfactory 
to the scientific mind. In 1863 Virchow asserted the 
belief that the process was an inflammatory one begin- 
ning in the glandular part of the gland and extending 
thence to the stroma; this view was supported by 
histological investigation. The view that this enlarge- 
ment of the prostate was a senile process due to general 
arterio-sclerosis had been disproven. He gave his 
adherence to the theory of the inflammatory origin of 
the process and his deductions were drawn from clinical 
observation. He had made careful records and analy- 
ses of over three hundred cases of unmistakable hyper- 
trophy of the prostate which had led him to conclude 
that it was the mode of life of the individual that had 
much to do with the origin of this affection. Over 
85% of his cases were subject to abnormal or unphysi- 
ological sexual indulgences which were excessive in 
degree and continuous for years. In the remaining 
cases no history of sexual aberration was present; the 
primary prostatic congestion was apparently due to a 
derangement of the portal circulation. The preponder- 
ance of testimony among American and foreign writers 
favors the inflammatory origin of the disease. He had 
concluded that while gonorrheal infection might be a 
factor in the production of this enlargement there must 
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be"some other additional cause. Hypertrophy of the 
prostate frequently occurred in men who had never 
had gonorrhea. In his opinion hypertrophy of the 
prostate was not a senile disease; it began in early life 
and was present when least suspected; the changes in 
the gland were coincident to the active life of the testes 
and vasa deferentia; certain urinary phenomena and 
obstruction were even preceded by symptoms of irrita- 
tion of the prostate and neck of the bladder which were 
purely congestive in their nature, but were the pro- 
dromata of coming events. Dr. Bangs outlined the 
order of events occurring in enlargement of the prostate 
and said that his views were confirmed by Greene and 
Brooks in their article on the nature of hypertrophy of 
the prostate. This inflammatory process might be 
latent for years. The point of origin seemed to be in 
the urethra with extension along the gland ducts 
from the urethra towards the periphery of the prostate, 
the changes being most marked in the vicinity of the 
vera motanum and prostatic urethra. He had noticed 
the excess of sensibility in young men and youths in 
the process of examination. He found it most marked 
in masturbators, subjects of conjugal onanism and those 
who practiced the sexual act abnormally. From the 
age of puberty onward the sexual nerve centers were 
often stimulated and they in turn reacted upon the 
prostate and sexual activity became more aggravated. 
Certain prophylactic deductions were reasonable and 
logical, such as sexual instruction in boyhood, chastity 
in youth, self restraint and temperance in early man- 
hood and physiological relations in married life. 

SOME OBSERVATIONS ON THE TECHNIC 

PROSTATECTOMY. 


OF PERINEAL 


Dr. GeorcE R. Fow.er of Brooklyn said that the 
total removal of a large prostate through the supra- 
pubic route was possible but the ejaculatory ducts 
could not. well be spared. There were cases in which 
the perineal route was best suited. More manipula- 
tive skill was needed in operating by the perineal route. 
It might be done under general anesthesia, or under 
spinal anesthesia, and Tinker had done it under intra- 
neural injections into the pupendal nerves. Drainage 
was best effected by the perineal route. The capsule 
could be entered almost anywhere and a relatively 
complete prostatectomy could be performed without 
entering the urethra. When there was blaeding the 
wound should be packed, but drainage should be 
avoided. If traction was properly applied it was not 
necessary to make pressure from the rectum, as was 
frequently necessary when the suprapubic route was 
used. One of the most important points was to get 
the patient out of bed as soon as possible, as this facili- 
tated drainage and prevented difficulties from infil- 
tration of urine and greatly encouraged the patient. 
A drainage tube should not be allowed to remain longer 
than forty-eight hours after operation and it was im- 
portant to change dressings frequently. 


PERSONAL EXPERIENCE IN PROSTATIC SURGERY DURING 
THE LAST TWO YEARS. 


Dr. Witty Meyer of New York said that each of 
the three methods had their uses, and it was highly 
important that the surgeon should individualize and 
choose that procedure which was most appropriate 
for the case in hand. It was possible to preserve the 
sexual power by either the perineal or suprapubic route. 
If operation was refused we might use the Bottini 
method. He thought the patient ought never to be 
condemned to catheter life unless he absolutely refused 
the knife. A patient should not be allowed to practice 
catheterization unless he was well to do and was prop- 
erly instructed as to how to avoid infection. 





SUPRAPUBIC PROSTATECTOMY. 


Dr. Howarp Litrentuat of New York reported a 
series of 31 cases in which the suprapubic route had 
been used without one fatality. There had been loss 
of function in only two cases. The sexual power had 
been lost in no case in which it had been present before 
operation. Dr. Lilienthal had performed most of his 
operations on feeble patients who were advanced in 
years. The patient was prepared for operation by this 
method by beginning two or three days before opera- 
tion to empty the bladder every three hours, day and 
night, by means of acatheter. Salol was administered 
in 5-gr. doses. Urotropin was given after the operation. 
He made an incision through the abdominal wall 
two to two and one half inches long. The bladder was 
punctured and any stones present were removed. 
Care was taken not to tear the prostatic mucous mem- 
brane. If there was abundant hemorrhage strips of 
gauze were placed in the bladder to encourage clotting. 
The patient was kept dry by siphonage and was usually 
out of bed on the second or third day. He named as 
advantages of this operation the fact that the field of 
operation was open to the direct vision of the operator 
so that any cause of obstruction could be easily ob- 
served. Shock was entirely absent and where there 
was infection of the upper urinary tract the operation 
could be performed in two stages. This was also the 
quickest method of operation and there was the least 
loss of blood; these were important points in the aged. 
PROSTATISM WITHOUT PROSTATIC ENLARGEMENT, ITS 
DIAGNOSIS AND TREATMENT. 


Dr. Cuartes H. Cuetwoop of New York said that 
it was possible for the train of symptoms usually attend- 
ant upon enlarged prostate to be present without actual 
enlargement. When urgency and frequency of urina- 
tion with pain during and after the act and partial 
or complete retention of urine, and the person was past 
the age of fifty, an obstructing prostatic hypertrophy 
was suggested. He had described this condition under 
the caption ‘‘ Contracture of the Neck of the Bladder.”’ 
The pathological basis of the condition seemed to be a 
fibroid stenosis of the vesical orifice and was due to a 
deposit of inflammatory exudate. It was quite fre- 
quently of gonorrheai origin and was found in the 
young as well as the aged. The blocking of the urinary 
passages might eventually lead to pyelonephritis. 
His method of relieving this condition was by means 
of the galvanocautery introduced through a perineal 
incision. He presented an instrument which he had 
devised for this purpose. This method was better than 
incision into the stenosed ring as that was likely to be 
attended with severe hemorrhage. 


(To be continued.) 
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Practical Manual of Diseases of Women and 
Uterine Therapeutics. By H. MAcNAUGHTON- 
Jones, M.D., M.Ch., Master of Obstetrics 
(Honoris causa), Royal University of Ireland; 
Fellow of the Royal Colleges of Surgeons of 
Ireland and Edinburgh, ete. Ninth edition. 
New York: William Wood & Co. 1905. 
This is an encyclopedic work of 1,044 pages, 

with 637 illustrations and 122 plates. The 

author states in the preface that his aim has 
been to give a reliable digest of practice, and at 
the same time to embrace those pathological 
researches on which alone a sure foundation of 
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clinical treatment is based. By visiting the 
clinics of his confréres at home and on the Conti- 
nent, and by an exhaustive study of the recent 
literature he has put himself in possession of 
most that is new in gynecology and has embodied 
it with great judgment in this edition. It is one 
of the few examples of an old book well brought 
up to date. 

The bulk of the volume might be reduced to 
advantage by omitting many of the illustrations 
of giant myomas and a multiplicity of instru- 
ments, some of them antiquated and others of 
questionable value, and something is lacking in 
the photographic delineation of the steps of 
operative procedures when compared with our 
recent American textbooks. 

On the whole, this should prove to be a val- 
uable reference book to any conservative practi- 
tioner. 


Physiological Economy in Nutrition. By RussEuu 
H. CuirrEnpDEN, Ph.D., LL.D., Se.D., Director 
of the Sheffield Scientific School of Yale Uni- 
versity and Professor of Physiological Chemis- 
try. New York: Frederick A. Stokes Company. 
1904. 


Professor Chittenden has gathered in this 
volume the results of his studies on the nutrition 
of soldiers, students an@professional men, carried 
on in Yale University during the past two years. 
In the introductory chapter several standard 
dietaries are cited, including the famous Voit 
standard consisting of 118 gms. proteid, 56 gms. 
fat and 500 gms. carbohydrate, with a fuel value 
of 3,000 calories, as the food required daily by 
a man doing moderate muscular work. These 
standards are criticized as being merely state- 
ments of the dietetic habits of the people inves- 
tigated, and not necessarily representing the real 
needs of the body. If the “ standard ” amounts 
of food are too large, there may be a physiological 
economy with a more restricted diet, and a gain 
to the body from diminished loss of energy in 
ridding the body of the excess. 

The experiments were undertaken to test the 
possibility of a physiological economy of nutri- 
tion, and with special reference to the minimal 
proteid requirement in health and normal living. 
Five professional men, thirteen representatives of 
the United States army, and eight Yale athletes 
served as subjects for the investigation. The 
observations were carried on for at least six 
months and in some cases eighteen months. 

The professional men reduced their proteid 
intake to one half or one third the amount re- 
quired by the standard dietaries, lowered the 
caloric value of the food to 2,000 and 2,500 
calories, and did their daily work with uninter- 
rupted health and vigor, indeed, in some cases 
with improved bodily conditions. The men 
from the United States army, representing 
moderate manual labor, confirmed in all respects 
the results obtained in the professional men. 
The soldiers metabolised less than 50 gms. of 
proteid and found 2,500 to 2,600 calories ample 
for their daily requirements. Some of these men, 





living on the low proteid diet, more than doubled 
their strength tests between October and April, 
increasing in one case from 2,504 units to 5,178, 
and in another case from 2,835 to 6,269. Much 
of this increase was undoubtedly due to gymna- 
sium training, but the results contributed by the 
athletes, already trained in the gymnasium, prove 
that the diet itself may also have been effective. 
These athletes for a period of five months re- 
duced their proteid intake more than 50%, not 
only without loss of bodily strength, but with 
marked improvement of muscular power. In one 
case on 46.4 gms. proteid daily the strength test 
increased from 4,548 in January to 5,667 in 
June, in another case, from 4,584 to 5,917, and 
there was testimony to greater freedom from 
fatigue on the low proteid diet. 

Tables presenting full analyses of food and 
excreta for each individual fill a large part of the 
volume. The physical condition of the men is 
shown by photographs. Professor Chittenden 
concludes with a discussion of the value of phy- 
siological economy of nutrition, especially in 
saving the body of the labor ridding itself of 
possibly harmful nitrogenous waste; and he also 
calls attention to the economic and sociological 
importance of his results. The book is an excel- 
lent example of a thorough-going scientific inves- 
tigation of a problem of great interest to both 
physicians and laymen. 


Influence of Growth on Congenital and Acquired 
Deformities. By AvontraM B. Jupson, M.D. 
Wm. Wood & Co. 


This excellent work is a collection and elabo- 
ration of some of Dr. Judson’s publications, 
investigations and essays. Dr. Judson has been 
so long an intelligent and scholarly writer and 
worker in the field of orthopedic surgery that 
whatever he writes is worthy of the most careful 
attention. His work on the deformities follow- 
ing hip disease and their demonstration, and on 
congenital club foot with reference to the proper 
appliances, are of especial value to all students. 
The publication shows thought and scholarly 
attention and is deserving of the consideration 
and study of all who are interested in the subject. 


Chirurgie Orthopedique. By Prorressor BERGER 
and Dr. Banzer. Paris: G. Steinheil. 
This excellent work on “ Orthopedic Surgery ”’ 

illustrates the condition of the art and practice 
of orthopedic surgery in France in an admirable 
manner. The text and illustrations are decidedly 
in advance of what is ordinarily seen in the 
publications on orthopedic surgery. Those illus- 
trating the transplantation of tendons, congeni- 
tal dislocation of the hip, and spastic operations 
are especially to be commended. The text is 
full and clearly written. Much attention is paid 
to lateral curvature and to the other important 
deformities, but like most Continental writing 
in this department, tuberculous disease of joints 
and the resulting deformities are not treated nor 
is Pott’s disease. The book is perhaps too large 
for a student’s handbook, but of great value to 
the experienced practitioner and specialist. 
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APOPLEXY AND ITS PREVENTION. 





Ir is becoming something of a platitude to say 
that the modern tendency in medicine is toward 
the prevention of disease. The most noticeable 
progress in this direction has naturally been 
made in those afflictions regarding whose etiology 
we have come to have definite knowledge, and 
it is possible to predict that the various infectious 
diseases, among which tuberculosis may be in- 
cluded, will yield before long to the efforts of 
preventive medicine, as some have practically 
already done. When, however, one turns to the 
chronic degenerative conditions, observed more 
particularly toward middle and later life, one 
finds that the doctrine of preventive medicine 
has gained comparatively little hold upon the 
popular mind. It is, however, clear that very 
much may be done in the prevention of many of 
the most fatal diseases of advancing years were 
we to recognize sufficiently early tendencies lead- 
ing toward such disastrous conditions. 

Prof. Clifford Allbutt has rendered a service 
in this direction by calling attention, in a recent 
address before the Bristol Medico-Chirurgical 
Society, to some of the causes of apoplexy, pub- 
lished in the Bristol Medico-Chirurgical Journal. 
He combats the somewhat fatalistic idea of 
disease which we have received from our fore- 
fathers, and urges that, even in a condition of 
such onset as apoplexy, our duty as physicians 
is to look into the causes which may lead up to 
this outcome in later life. He would go further 
than the mere demonstration that granular 
kidneys, damaged arteries and abnormal heart 
are precedent conditions, and would question 
how it comes to pass that these abnormalities 





exist in an otherwise healthy individual. Clearly 
it is a matter of extraordinary gradual progress, 
and one which may not be fully estimated unless 
it is possible to make observations extending over 
many years of the patient’s life. Our knowledge 
of the immediate causes of so-called apoplexy 
are evidently approaching completeness, although 
it is a somewhat striking fact that the general 
practitioner of medicine rarely distinguishes 
between those varieties of apoplexy which are 
brought on through a weak heart and poor cir- 
culation from those dependent upon an hyper- 
trophied heart with good circulation. The first 
lesson to be learned is to distinguish between 
cerebral hemorrhage and cerebral softening, and 
this may undoubtedly be done in a majority of 
cases by a careful study of the circulatory appa- 
ratus of the patient. Embolism as a chance ac- 
cident must also naturally be taken into account, 
and this again is not a difficult matter to deter- 
mine. 

Professor Allbutt, however, is not concerned 
so much with these recognized causes of the final 
catastrophe as with the distant conditions which 
may lead up to it. Reéognizing as he does the 
alterations of the arteries in advancing years, 
and the various conditions to which we have 
alluded, he is inclined, and we think with justice, 
to lay particular stress upon the condition of the 
peripheral circulation, irrespective, in a measure, 
of the actual disease of the vessel walls. The 
essential matter for the physician to bear in 
mind, therefore, is that the precedent rise of 
mean arterial pressure is always to be regarded 
as a warning, and yet it is just this rise of pressure 
which is ordinarily overlooked to the detriment 
of the patient. It is evident that a rise of blood 
pressure in youth is far less significant than in 
the middle-aged, and that it is frequently de- 
pendent upon relatively trifling causes, subsiding 
with the removal of those causes. On the other 
hand, the persistence of high blood pressure in 
persons after forty indicates trouble which is not 
likely to be removed as the years advance, and 
which should be a forewarning of the possibility 
of a fatal rupture later on in life. Allbutt has 
claimed that arteriosclerosis as distinguished 
from the sclerotic degeneration of senile involu- 
tion is not to be regarded as the cause, but as a 
consequence of the rise of the arterial pressure; 
hence prevention of apoplexy must first of all 
take into account the blood pressure. 

As a matter of routine, therefore, it is advised 
that every adult of forty or over should have as 
accurate a determination made as possible of his 
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mean blood pressure, and that such an examina- 
tion should be repeated at intervals of a few years 
up to the age of sixty, when, if no marked increase 
be observable, the danger of apoplexy is reduced 
to a minimum. That such a procedure is diffi- 
cult to carry out in the individual case is evident, 
but we have no question that it might be done 
far more generally than is at present the case 
were its significance fully appreciated. Evidently, 
the recognition of a disturbed circulation at the 
relatively early age of forty may lead to a read- 
justment of the life of the individual in such a 
way that the dangers of circulatory breakdown 
later on may be greatly lessened if not wholly 
obviated. In any case, knowledge of the cir- 
culatory tension is undoubtedly an indication 
for treatment which should not be neglected. 

Attention should certainly be given to these 
suggestions of Professor Allbutt. They are 
perhaps not original, but a reiteration of a gener- 
ally accepted though not generally practised 
method in medicine is eminently desirable. With 
the general carelessness in methods of life, and 
particularly in the taking of food, which now 
prevails, it is clear that a warning cannot be 
made too often of the dangers likely to result 
therefrom. It is also becoming increasingly 
evident that the blood pressure in peripheral 
arteries is a criterion of no mean value in the 
determination of the far-reaching influences of 
continued abuse. We have no doubt whatever 
that many cases of apoplexy might be averted 
or at least deferred were the intelligent physi- 
cian’s attention drawn early enough to the 
warnings which were apparent, had he taken the 
trouble or been given a sufficient opportunity to 
investigate. 


ie 
—— 


LUMBAR PUNCTURE. 

THE recent appearance of epidemic cerebro- 
spinal meningitis in various parts of the country 
has attracted renewed attention to the operation 
of lumbar puncture. The general use of this 
procedure for diagnostic purposes in various dis- 
sases of the nervous system, other than men- 
ingitis, has also led to its frequent use. With 
the advent of such a method of obtaining in- 
formation or as a means of therapeutics, the 
question naturally arises again as to the harm- 
lessness of the procedure. The general opinion 
is certainly gaining ground that, properly per- 
formed under aseptic precautions, the operation 
is trivial and should give rise to no symptoms 
of importance. On the other hand, an occasional 
fatal outcome, observed particularly in condi- 








tions of intracranial pressure originating in the 
posterior fossa of the skull, has led in certain 
minds to a scepticism regarding the general use 
of the method. 

In connection with a paper recently read before 
the Berlin Society for Psychiatry and Neurology 
on the Chemical Investigation of the Spinal 
Fluid, an interesting discussion was aroused on 
the subject of lumbar puncture which brought 
out considerable diversity of opinion. Oppen- 
heim, referring to some observations of Nissl, 
pointed out the necessity of determining the 
character of the symptoms which he thought 
were often well marked, excited by the puncture. 
Remak in general agreed with Oppenheim and 
had reached the conclusion that lumbar puncture 
as a diagnostic measure had been somewhat 
overdone. Ziehen, on the other hand, consid- 
ered that a careful lumbar puncture was a prac- 
tically safe procedure, but he admitted the 
desirability of informing the friends of a patient 
that such an operation was to be undertaken and 
that a slight amount of danger was associated 
with it. He also urged that but five or ten cem. 
of fluid should be withdrawn. Siemerling and Alz- 
heimer have also drawn attention to the compli- 
cations which may result, and Firstner has 
warned against the use of lumbar puncture by 
physicians, considering it a surgical measure. 
Mendel has expressed himself in a similar way. 
Finally Gerhardt, in introducing the subject for 
discussion at a meeting held last year, urged that 
lumbar puncture should not be practised in any 
case in which brain tumor was suspected. He 
had been able to collect twenty-six deaths from 
the literature, to which, no doubt, many unre- 
ported cases might be added. 

It is certainly timely to call attention to the 
opinions of such men as we have briefly quoted 
above regarding a procedure which is apparently 
coming to be used as a somewhat routine measure. 
That its positive danger is small if the puncture 
be properly performed is not to be questioned. 
On the other hand, the evidence is sufficient to 
show that the operation should not be intrusted 
to wholly inexperienced hands and that precau- 
tions should be taken in every detail if untoward 
symptoms are to be wholly avoided. 


— @— 


CONFEDERATION OF LONDON MEDICAL 
SOCIETIES. 
A FAMILIAR discussion is now taking place in 
London which demonstrates that the organiza- 
tion of medical difficulties 


societies presents 
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which are general and not local. The same ar- 
guments are being used for and against a consol- 
idation of societies as were employed in this city 
a year or two ago in connection with the same 
problem here, with results which are likely also 
to be essentially the same. The whole difficulty 
appears to have been aroused through the inevit- 
able increase of specialism whereby original medi- 
cal societies of general scope have been broken up 
into sections which have temporarily lost their 
coherence. The attempt is, therefore, now being 
made in London, as it has been here, and also 
elsewhere, to concentrate the interest of medical 
men in a general medical society, which in Lon- 
don, it is suggested, shall be called the Royal 
Society of Medicine or the Academy of Medicine, 
wherein shall be represented as sections the 
various specialized departments of medicine. 
Recently the discussion appears to have assumed 
a more harmonious tone, proposals for federation 
having supplanted earlier propositions for fusion 
or absorption, with loss of identity and sacrifice 
of funds; the Lancet hopes that the unanimity now 
prevailing may not be disturbed by minor details. 
a 
MEDICAL NOTES. 

INVESTIGATION OF PLacuE. — Dr. C. J. Martin 
has been appointed to study plague in India. 
Dr. Martin is director of the 

Institute. 


London Lister 

MEMBERSHIP OF THE NEw YORK ACADEMY OF 
Mepicine. — It is announced that the New York 
Academy of Medicine now has one thousand 
members, and, since this is the limit set, there 
will hereafter be a waiting list. 

Honorary DrGREES FOR Puysicians. — Mr, 
William Watson Cheyne, Professor of Surgery 
at King’s College, London, Dr. John Hughlings 
Jackson, Dr. Augustus D. Waller, and Sir Rich- 
ard Conan Doyle have been given the degree of 
LL.D. by the University of Edinburgh. 


BOSTON AND NEW ENGLAND. 

Acute Inrecrious DisEasEs 1n Boston. — 
For the week ending at noon, April 26, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 30, scarlatina 27, typhoid fever 15, 
measles 19, tuberculosis 33, smallpox 0. 

The death-rate of the reported deaths for the 
week ending April 26, 1905, was 17.24. 

Bosron Mortauity Statistics. — The total 
number of deaths reported to the Board of Health 
for the week ending Saturday, April 22, 1905, 
was 214 .gainst 233 the corresponding week of 





last year, showing a decrease of 19 deaths, and 
making the death-rate for the week 18.17. Of 
this number 104 were males and 110 were females; 
212 were white and 2 colored; 132 were born in 
the United States, 81 in foreign countries, and 1 
unknown; 41 were of American parentage, 149 
of foreign parentage, and 24 unknown. The 
number of cases and deaths from infectious dis- 
eases reported this week is as follows: Diphtheria, 
32 cases and 4 deaths; scarlatina, 27 cases and 1 
death; typhoid fever, 9 cases and no deaths; 
measles, 12 cases and no deaths; tuberculosis, 42 
eases and 22 deaths; smallpox, 2 cases and no 
deaths. The deaths from pneumonia were 36, 
whooping cough, 1, heart disease 26, bron- 
chitis 9,and marasmus 2. There were 8 deaths 
from violent causes. The number of children 
who died under one year was 34; the number 
under five years 48. The number of persons 
who died over sixty years of age was 66. The 
deaths in public institutions were 55. 

During the week there were 15 cases reported 
of cerebrospinal meningitis and 7 deaths. 


APPOINTMENT Of A MEDICAL EXAMINER FOR 
SurroLK County. — The nomination by the 
Governor of Massachusetts of Dr. William G. 
Macdonald to be medical examiner for Suffolk 
County has been confirmed by the Council. Dr. 
Macdonald’s age considered in connection with 
his previous “ conditions of servitude’’ were not 
regarded by many most qualified to judge as 
recommending him for this important posi- 
Others than Dr. Osler would not consider 
the period beyond the fifty years as a time to 
begin training for new work, 


tion. 


However this may 
be, there are exceptions to all rules, and we in- 
dulge the hope that the future will convince us 
we were unconsciously portraying Dr. Macdonald 
in our editorial of April 13 issued before the 
nomination was made. 


NEW YORK. 


Bequest. — The New Rochelle (Westchester 
County) Hospital has received the sum of $5,000 
from the estate of the late Adrian Iselin, whose 
country home was near New Rochelle. 

Day NurRSERIES AND ContTacious DISEASES. — 
In an address before the Federation of Day Nurs- 
eries on April 12, Health Commissioner Darling- 
ton made the statement that a large percentage 
of the contagious diseases in the Babies’ Hospital 
came from day nurseries, and he strongly urged 
that every such institution should have an ex- 
amining physician, or at least a trained nurse, in 
attendance. 
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Hospirat For Conracious Disrases. — The 
contract has just been awarded by the national 
government for the construction of an island in 
New York Harbor on which is to be built a fine 
hospital for contagious diseases in connection 
with the Ellis Island immigrant station. The 
new island, the area of which is to be four and 
three-fifths acres, will be located just west of 
Ellis Island, from which it will be separated by 
250 feet of water. 


EFFICIENCY OF ScHoout Fire Dritu. — On 
two occasions during the past week the efficacy 
of the fire drill for the children of the public 
schools has been strikingly demonstrated. One 
of the fires was in public school No. 3, Hancock 
Street, Brooklyn, and in four minutes 2,500 chil- 
dren filed safely out of the 
fire was in school No. 122 at North Street and 
First Avenue, Manhattan, and 1,800 children 
marched out. Fortunately, neither of these fires 
proved serious, but a short time ago when the 
Grove Street schoolhouse was completely con- 


building. The other 


sumed, equal success was shown in getting a very 
large number of children out of the building in 
admirable order and with an entire absence of 
panic. 


OFFICERS OF CoUNTY BRANCH OF STATE MEDI- 
cAL AssocriaTion. — At the annual meeting of 
the New York County Branch of the State Medi- 
‘al Association, held April 17, the following offi- 
cers were elected for the ensuing year: President, 
Dr. Francis J. Quinlan; First Vice-President, Dr. 
John A. Bodine; Second Vice-President, Dr. H. H. 
Seabrook; Recording Dr. Wm. R. 
Secretary, Dr. Charles G. 
Child; Treasurer, Dr. Charles E. Denison. The 
majority of these were re-elections. 


Secretary, 
Stone; Corresponding 


PULMONARY Dis- 
EASES. — Commissioner Darlington has issued a 
statement to the effect that the clinic of the Health 
Department for the treatment of communicable 
pulmonary diseases has successfully passed the 
experimental stage, and has proved a most valu- 
able aid in the department’s campaign against 
tuberculosis. The clinic, occupying a building 
erected especially for it, adjoining the depart- 
ment’s main offices, was opened on March 1, 
1904, and during its first year there applied for 
treatment 5,400 patients, making 13,740 visits 
to the clinic, a daily average of 44 patients. Of 
this number, 527 were placed in hospitals and 
sanatoria, and 610 patients are now under treat- 
ment at the clinic. It is the intention of the 
department to open a clinic on similar lines in 


CuINIC FOR TREATMENT OF 





the Borough of Brooklyn, about the first of May, 


and a building on Henry Street has recently 
been leased for the purpose. 


AMERICAN PuysicaL EpucatTion Socrery. — 
The annual meeting of the American Physical 
‘ducation Society was held at the Teachers’ 
College, Columbia University, on April 17, 18 
and 19. Among those who read papers were Dr. 
Luther H. Gulick, director of physical training 
in the New York public schools, who is the 
President of the Association, Dr. Dudley Allen 
Sargent of Harvard, Dr. Henry Ling Taylor of 
New York and Dr. George L. Meylan, director 
of the Columbia On 
the last day of the meeting a lecture was given 
by Dr. R. Tait McKenzie, with illustrations by 
himself and the jiu-jitsu expert, John J. O’Brien, 
Ex-Inspector of Police of Nagasaki. 


University gymnasium. 


APPORTIONMENT OF COLLECTION OF HOSPITAL 
SATURDAY AND SunpDAyY Association. — On April 
18, the distributing committee of the Hospital 
Saturday and Sunday Association met in the 
Mayor’s office and made the apportionment of 
the annual collection among the various hospitals 
represented in the association, on the basis of 
the amount of free work done by each institu- 
tion during the, year 1904. The total amount for 
distribution of the undesignated fund, after the 
deduction of expenses, was $76,000 this year, 
and the hospitals receiving over $2,000 were the 
following: Montefiore Home and Hospital for 
Chronic Invalids, $7,600; Mount Sinai Hospital, 
$5,059; St. Luke’s Hospital, $4,570; German 
Hospital and Dispensary, $4,397; Roosevelt 
Hospital, $3,941; Nursery and Child’s Hospital, 
$3,879; Lebanon Hospital, $3,682; Lincoln Home 


and Hospital (colored), $3,654; Hospital for 
Ruptured and Crippled, $3,569; New York 
Post-Graduate Hospital, $3,036; New York 


Infant Asylum, $2,861; St. Mary’s Free Hos- 
pital for Children, $2,512; Home for Incurables, 
$2,310; Sloane Maternity Hospital, $2,038. The 
smallest amount apportioned, was $250, and this 
sum was given to each of the last three hospitals 
on the list. 


AMiscellanp. 


DINNER IN HONOR OF DR. GRENFELL. 

On April 14 a dinner was given in New York 
in honor of Dr. Wilfred T. Grenfell, who has 
accomplished such admirable work in Labrador. 
On Sunday, the 16th, Dr. Grenfell delivered 
an address at a public meeting for men, in the 








506 


BOSTON MEDICAL AND SURGICAL JOURNAL 


[Aprin 27, 1905 





Majestic Theatre, on the subject, ‘‘ My Life among 
Arctic Fishermen.” It is stated that when he 
returns to Labrador in May, he will take with 
him about $60,000 collected in the United States 
and a substantial contribution from Andrew 
Carnegie for the establishment of loan libraries 
along the coast; also that he will be accompan- 
ied by two young women who have volunteered 
their services as settlement workers, and who 
will pay their own expenses. Both have had 
considerable experience fitting them for work in 
the Labrador mission, one of them being con- 
nected with the New York Tenement House 
Department and the other with the Protestant 
Episcopal Church of the Land and the Sea. 





TYPHOID FEVER IN RELATION TO THE 
URBAN AND RURAL POPULATION 
OF THE UNITED STATES. 


Seneca Eapert (Philadelphia) shows by refer- 
ence to the United States Census Report on Vital 
Statistics for 1900, and by means of graphic 
charts illustrating the numerical data of this 
report, that typhoid fever is much more preva- 
lent in the rural portions of the country. He 
attributes this high incidence of the disease to 
the unsanitary conditions prevalent in the many 
towns and villages that, being under 8,000 in 
population, are too small to be classed with the 
urban and which, therefore, make up a large part 
of the so-called rural population.. He concludes: 
(1) Popular education as to the causation 
and dissemination of typhoid fever and similar 
maladies is especially important in the locali- 
ties and districts indicated by the charts. (2) 
It is the duty of physicians to impress upon their 
typhoid patients the importance and necessity 
of disinfection measures, not only during but also 
long after convalescence. (3) The profession 
should urge improvement, purification and care 
of public water supplies, and should induce those 
depending on private or suspicious sources to 
protect themselves against the danger of infec- 
tion. (4) The profession should work for uni- 
form and _ satisfactory registration laws and 
methods, as these always reflexly foster improve- 
ment in sanitary conditions. —American Medi- 
cine, April 22, 1905. 





CEREBROSPINAL MENINGITIS IN NEW YORK. 


THE epidemic of cerebrospinal meningitis 
appears to show no signs of any marked abate- 
ment in the near future. During the week 
ending April 15, the official record was 117 deaths 
from it, as against 110 deaths in the preceding 
week. In the week ending April 22, however, 
the number decreased to 104. In the epidemic 
of last spring the maximum mortality in any one 
week (which was 90) was not reached until the 
middle of May. In a paper on the disease, read 
before the New York County Branch of the State 





Medical Association on April 17, Dr. Francis 
Huber stated that of 112 cases treated last year at 
the Gouverneur Hospital, no less than 74 proved 
fatal. Of the remaining, 28 recovered and 10 
were discharged with chronic disabilities. At 
the meeting of the New York Academy of Medi- 
cine on April 20, when Dr. George L. Peabody 
read his paper in which the negative results ob- 
tained at the Roosevelt Hospital from the use 
of diphtheria antitoxin in cerebrospinal menin- 
gitis were reported, a similar experience was given 
by a number of representatives of the visiting 
staffs of prominent New York hospitals. Among 
these were Drs. Francis P. Kinnicutt of the Pres- 
byterian Hospital, Henry P. Loomis of the New 
York Hospital, Dr. William K. Draper of Belle- 
vue, Dr. Richard Van Santvoord of Harlem Hos- 
pital, and Dr. William M. Leszynsky of the 
Lebanon Hospital. It is stated that the health 
department’s cerebrospinal meningitis commission 
has ascertained that it is possible for the menin- 
gococcus to be present in the cerebrospinal fluid 
without giving rise to meningitis or otherwise 
impair the health of the individual. 


> 
TAPEWORMS AND TUBERCULOSIS. 


Ir was recently published in the newspapers, 
as coming from the United States Consul at Vera 
Cruz, Mexico, to the effect that “ the tapeworm 
is the natural enemy of tuberculosis, and that 
the latter cannot exist where the other is present.”’ 
How much truth there is in this remarkable 
proposition may be judged from the evidence of 
Dr. A. A. Levy, who was recently resident physi- 
cian at the Montefiore Home Country Sanitarium 
for Consumptives at Bedford Station, N. Y. 
He states that during his service there he observed 
a number of instances of tapeworm among the 
patients, and that in one case he succeeded in 
the complete removal of the parasite within 
twenty-four hours. This patient was a “ posi- 
tive ”’ tubercular, the sputum showing on many 
repeated examinations the presence of the bacilli. 


alli 
te 





Correspondence. 





SPLINT MATERIAL WANTED. 


HAVERHILL, Mass., April 19, 1905. 
Mr. Epiror: Some seven or more years ago an agent 
called at my office from whom I purchased a material for 
splints — in fact, bought a set of splints and some of the 
material as well. This was of unknown construction, 
brown in color, perforated. When placed in an oven it 
became soft and could be molded into any shape, hard- 
ening in a few minutes nearly as hard as plaster of Paris. 
I am of the impression it was made in Maine. It was 
the most satisfactory splint material I have ever found, 
but the agent has never called again nor have I been 
able to find the house that makes it after repeated in- 
quiries in every direction. If any one can inform me 
where I can obtain the material or give me the address 
of the agent, I should deem it a favor. 
Truly yours, 

Francis W. Antuony, M.D., 

Room 303, 50 Merrimack St. 
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RECORD OF MORTALITY 
FOR THE WEEK ENDING SATURDAY, APRIL 15, 1905. 
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Deaths reported, 3,559; under five years of age, 1,013; princi 


pal infectious diseases (smallpox, measles, cerebrospinal 
meningitis, diphtheria and croup, diarrheal diseases, whoop- 
ing cough, erysipelas, fevers and consumption) 859; acute 
lung diseases 585, consumption 413, scarlet fever 15, whooping 
cough 26, cerebrospinal meningitis 153, smallpox 1, erysipelas 
20, puerperal fever 16, measles 30, typhoid fever 38, diarrheal 
diseases 86, diphtheria and croup 55. 

From whooping cough, New York 8, Chicago 15, Philadel- 
phia 2, New Bedford 1. From scarlet fever, New York 11, 
Philadelphia 2, Baltimore 2. From cerebrospinal meningitis, 
New York 117, Chicago 2, Philadelphia 3, Baltimore 2, Provi- 
dence 4, Boston 5, Cambridge 4, Lawrence 3, Lowell 2, Lynn 
2, and Worcester, Fall River, Holyoke, Salem, Chelsea, New- 
ton, Brookline, Weymouth and Watertown 1 each. From ery- 
sipelas, New York 9, Chicago 3, Philadelphia 3, Baltimore 2, 
a 1, Everett 1, Marlborough 1. From smallpox, New 

ork 1. 

In the seventy-six great towns of England and Wales, with an 
estimated population of 15,609,377, for the week ending April 
8, 1905, the death-rate was 15.7. Deaths reported 4,688; acute 
diseases of the respiratory organs (London) 148, whooping 
cough 111, diphtheria 51, measles 189, smallpox 3, scarlet 
fever 26. 

The death-rate ranged from 7.4 in Hornsey to 26.1 in Merthyr 
Tydfil; London 15.8, West Ham 15.2, Brighton 19.3, South- 
ampton 16.8, Plymouth 8.5, Bristol 12.1, Birmingham 17.5, 


Leicester 13.3, Nottingham 17.4, Birkenhead 18.0, Liverpool 
17.9, Wigan 21.1, Bolton 15.5, Manchester 17.2, Salford 17.6, 
Halifax 16.8, Bradford 15.5, Leeds 16.0, Hull 14.1, Sheffield 
19.5, Newcastle-on-Tyne 17.2, Cardiff 12.7, Rhondda 12.5, 
Smethwick 12.5, Wallasey 10.0. 





METEOROLOGICAL RECORD. 


For the week ending April 15, in Boston, according to 
observations furnished by Sergeant J. W. Smith of the United 
States Signal Corps: 
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OFFICIAL LIST OF THE CHANGES OF STATION 
AND DUTIES OF COMMISSIONED AND NON- 
COMMISSIONED OFFICERS OF THE PUBLIC 
HEALTH AND MARINE HOSPITAL SERVICE FOR 
THE SEVEN DAYS ENDING APRIL 12, 1905. 


MEaD, F. W., surgeon. Granted leave of absence for six 
days from April 24. April 11, 1905. 

CUMMING, H. S., passed assistant surgeon. Granted leave 
of absence for ten days from April 15. April 10, 1905. 

Fricks, L. D., passed assistant surgeon. Granted three 
day’ leave of absence from April 3, 1905, under paragraph 191 
of the regulations. 

EARLE, B. H., assistant surgeon. To proceed to certain 
points in Oregon for special temporary duty. April 6, 1905. 

STIMSON, A. M., assistant surgeon. Relieved from duty in 
the Hygienic Laboratory, and directed to proceed to Ellis 
Island, N. Y., and report to Surgeon G. W. Stoner for duty. 
April 7, 1905. 

WIGHTMAN, W. M., assistant surgeon. Granted leave of 
absence for three days from March 18, 1905, under paragraph 
191 of the regulations. 

MULLAN, E. H., assistant surgeon. Relieved from duty at 
New York (Stapleton), N. Y., and directed to proceed to Ellis 
Island, N. Y., and report to Surgeon G. W. Stoner for duty. 
April 7, 1905. 

DreEw, A. D., acting assistant surgeon. Granted leave of 
absence for two days, March 8 and March 24, 1905, under 
paragraph 210 of the regulations. 

FowLeER, J. B., acting assistant surgeon. Department letter 
of February 13, 1905, granting Acting Assistant Surgeon 
Fowler leave of absence for thirty days, revoked. April 7, 
1905. 

SAFFORD, M. V., acting assistant surgeon. To proceed to 
Portland, Me., for special temporary duty. April 7, 1905. 

McKay, M., pharmacist. To report to chairman of board 
for physical examination to determine his fitness for promotion 
to the grade of pharmacist of the first class. April 7, 1905. 
WatTTERS, M. H., pharmacist. Granted leave of absence for 
fifteen days from April 12. April 11, 1905. 


PROMOTIONS. 
T. D. BERRY, assistant surgeon. Commissioned (recess) as 
passed assistant surgeon, to rank as such from March 24. 
April 10, 1905. 
A. J. MCLAUGHLIN, assistant surgeon. Commissioned 
(recess) as passed assistant surgeon, to rank as such from 
April 10. April 10, 1905. 


APPOINTMENT. 
Dr. Mary A. ISRAEL appointed medical inspector for duty 





at Manila, P. I. April 6, 1905. 
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RECENT DEATHS. 
Dr. N. NEWLIN STOKEs, of Morristown, N. J.. died on 


April 19, aged seventy-two yook He was graduated from 
Jefferson Medical College, Philadelphia, in 1854. For many 


years he was a member of the Board of Managers of the New 
Jersey State Asylum for the Insane at Trenton, and at one 
time he was President of the Burlington County Medical 
Society. 

Dr. Patrick J. Lyncu, of New York, died on April 22. 
He was born in Ireland in 1828, but educated in this country. 
He was graduated from the medical department of the Uni- 
versity of the City of New York in 1857. Dr. Lynch was 
formerly prominent both as a physician and surgeon, and 
for many years had a very large practice, particularly among 
the Irish population. He enjoyed the distinction of being 
Chief of Clinic to the late Dr. Valentine Mott during the last 
seven years of that eminent surgeon’s life. 


ANTHONY LEOPOLD BROWN, M.D., M.M.S.S., 
Springfield, April 22, 1905, aged forty-two years. 

FRANKLIN HALEY ALLEN, M.D., M.M.S.S., died in Haver- 
hill, April 23, 1905, aged forty-nine years. 


BOOKS AND PAMPHLETS RECEIVED. 


Fourteenth Annual Report of the State Board of Medical 
Examiners of New Jersey. Trenton, N.J. 1904. 

Life Insurance Examinations. A Manual for the Medical 
Examiner and for all interested in Life Insurance. By 
Brandreth Symonds, A.M., M.D. New York and London: 
G. P. Putnam’s Sons. 1905. 

Twenty-seventh Annual Report of the State Board of Health 
of the State of Connecticut for the year 1904, with the Regis- 
tration Report for 1903 relating to Births, Marriages, Divorces 
and Deaths. New Haven, Conn. 1905. 


Subdivisions of the Concrete Concept Area of the Human 
Cerebrum. By Charles K. Mills, M.D. Reprint. 


Inaugural Address of the President of the New York County 
Medical Association. By Francis J. Quinlan, M.D., LL.D., 
Reprint. 

Summary of the Annual Report of the Library Committee 
of the College of Physicians of Philadelphia for the year 1904. 


Transactions of the American Ophthalmological Society. 
Fortieth Annual Meeting. Atlantic City, N.J. 1904. 

Surgery of the Prostate, Pancreas, Diaphragm, Spleen, 
Thyroid and Hydrocephalus. A Historical Review. By 
Benjamin Merrill Ricketts, Ph. B., M.D. Cincinnati. 1904. 


International Clinics. A Quarterly of Lllustrated Clinical 
Lectures and Especially prepared Original Articles on Treat- 
ment, Medicine, Surgery, Neurology Pediatrics, Obstetrics, 
Gynecology, Orthopedics, Pathology, Dermatology, Ophthal- 
mology, Otology, Rhinology, Laryngology, Hygiene, and Other 
Topics of Interest to Students and Practitioners. By Leading 
Members of the Medical Profession throughout the World. 
Edited by A. O. J. Kelly, A.M., M.D. Vol. iv. Fourteenth 
Series. 1905. Lllustrated. Philadelphia and London: J. B 
Lippincott Company. 

Uncooked Foods and how to Use Them. A Treatise on how 
to get the Highest Form of Animal Energy from Food. By 
Mr. and Mrs. Eugene Christian. New York: The Health-Cul- 
ture Company. 1904. 

The Ophthalmic Year-Book. A Digest of the Literature of 
Ophthalmology with Iudex of Publications for the Year 1903. 
4y Edward Jackson, A.M.,M.D. Illustrated. Denver, Colo.: 
The Herrick Book and Stationery Company. 1904. 

The Medical Examination for Life Insurance and its Associ- 
ated Clinical Methods with Chapters on the Insurance of Sub- 
standard Lives and Accident Insurance. By Charles Lyman 
Greene, M.D. Second Edition, Revised and Enlarged. Lllus- 
trated. Philadelphia: P. Blakiston’s Son & Co. 1905. 

The Modern Mastoid Operation. By Frederick Whiting, 
A.M., M.D. Illustrated. Philadelphia: P. Blakiston’s Son & 
Co. 1905. 

The Craig Colony for Epileptics at Sonyea, in Livingston 
County, New York: The Eleventh Annual Report to the State 
Board of Charities. October, 1904. 


Studies in General Physiology. By Jacques Loeb. The De- 
cennial Publications. Second Series. Vol. xv, Parts I and II. 
Chicago: University of Chicago Press. 1905. 

The History of Pediatrics and Its Relation to Other Sciences 
and Arts. By A. Jacobi, M.D., LL.D., and The Foundations 
and Aims of Modern Pediatrics. By Dr. Theodore Von 
Escherich. Reprints. 

Twenty-sixth Annual Report of the State Board of Charity 
of Massachusetts. Boston. January, 1905. 


The Doctor’s Recreation Series. Facts and Fancies of 
Interest to the Doctor and his Patient. Charles Wells Moulton, 
General Editor. Arranged by Porter Davies, M.D. Vol I. 
Chicago, Akron, O., New York: The Saalfield Publishing Co. 
1904. 


died in 








Blood Changes Produced by Ether Anesthesia in both Man 
and Lower Animals. By J. M. Anders, M.D., LL.D., and 
L. Napoleon Boston, A.M., M.D. Reprint. 

County and City Care of Consumptives. Some Methods of 
Housing. New York: Committee on the Prevention of Tuber- 
culosis of the Charity Organization Society. 1905. 


Die Kohlensiureansammlung in unserem Koérper. Von Dr. 
Heinrich Lahmann. Stuttgart. 1905. 
Lithemia: its Diagnosis and Local Treatment. By F. M. 


Johnson, M.D. Reprint. 
A Protological Clinic. By John L. Jelks, M.D. Reprint. 


Overlapping the Aponeuroses in the Closure of Wounds of 
the Abdominal Wall. By Charles P. Noble, M.D. Reprint. 


The Nature of the Indications for Operation for Fibroid 
Tumors of the Uterus. By Charles P. Noble, M.D. Reprint. 


The Downes Electrothermic Clamps. Further Experience 
in their Use in the Treatment of Cancer of the Uterus. By 
Charles P. Noble, M.D. Reprint. 


Twenty-first Annual Report of the Kensington Hospital for 
Women. From Oct. 12, 1903, to Oct. 3, 1904. 


A Medical Reserve Corps for the United States Army. 
Aze] Ames, M.D. Reprint. 


A Criticism of Recent Surgical Literature on Diseases of the 
Stomach. By Henry Wald Bettmann, M.D. Reprint. 

An Introduction to Pharmacognosy. By Smith Ely Jelliffe, 
M.D., Ph. D. Illustrated. Philadelphia, New York, London: 
W.B. Saunders & Co. 1904. 

Bacteriology and Surgical Technic for Nurses. By Emily 
M. A. Stoney. Second Edition. Thoroughly Revised and 
Enlarged by Frederic Richardson Griffith, M.D. Illustrated. 
Philadelphia, New York, London: W. B. Saunders & Co. 1905. 


A Text-book of Legal Medicine. By Frank Winthrop 
Draper, A.M., M.D. (Harv.) Illustrated. Philadelphia, New 
York, London: W. B. Saunders & Co. 1905. 


Atlas and Epitome of Operative Ophthalmology. 
Dr. O. Haab. Authorized Translation from the 
Editorial Notes and Additions. 
A.M., M.D. Lllustrated. Philadelphia, New York, London: 
W. B. Saunders & Co. 1905. 


ManualofGynecology. By D. Berry Hart, M.D., F.R.C.P.E., 
F.R.S.E., and A. H. Freeland Barbour, M.A., B.Sc., M.D., 
F.R.C.P.E., F.R.S.E. Illustrated. Sixth Edition. Chicago: 
W. T. Keener & Co. 1905. 


Beitrag zur Therapie der Infantilen Bronchopneumonie. 
Von Dr. med. Theodor Zangger. Reprint. 


The Size of the Articular Surfaces of the Long Bones as 
Characteristic of Sex; an Anthropological Study. By Thomas 
Dwight, M.D., LL.D. Reprint. 

Six Years’ Work in Oral Prophylaxis. 
D.D.S., M.D. Reprint. 

The Influence of Growth on Congenital and Aquired De- 
formities. By Adoniram Brown Judson, A.M., M.D. Iillus- 
trated. New York: WilliamWood & Co. 1905. 


Considérations sur la Méthode de la Séparation Intra-vesicale 
des Urines. Par le Dr. Georges Luys. Reprint. 


De application de l'uréthroscopie 4 ’examen de la sessie et 
au traitement des cystites chez la femme. Par le Dr. Georges 
Luys. Reprint. 

Die heutige Indikationsstellung in der Epitheliomtherapie. 
Von G. Holzknecht. Reprint. 

Reports of the Trustees and Superintendent of the Butler 
Hospital presented to the mee! mang y at its Sixty-first Annual 
Meeting, Jan. 25, 1905, Providence, R. I. 


The Surgical Treatment of Facial Neuralgia. 
son, ‘.R.C.S 


By 


By Prof. 
erman with 
Edited by G. E. de Schweinitz, 


By D. D. Smith, 


By J. Hutchin- 
Jr., F -S. Dlustrated. New York: William Wood 


& Co. 1905. 


The Effects of Tropical Light on White Men. 
Charles E. Woodruff, A.M., M.D. New York: 
Company. London: Rebman, Limited. 1905. 


Climate and Health in Hot Countries and the Outlines of 
Tropical Climatology. A Popular Treatise on Personal Hygiene 
in the Hotter Parts of the World, and on the Climates that will 
be: met with within them. By Lieut.-Col.G. M. Giles, M. B., 
F.R.C.S. New York: William Wood & Co. 1905. 


The Channels of Infection in Tuberculosis, together with 
the conditions, original or acquired, which render the different 
tissues vulnerable, being the Weber-Parkes’ Prize Essay, 1903. 
By Hugh Walsham, M. A., M.D. Cantab.,F.R.C.P. Tlustrated. 
New York: William Wood & Co. 1905. 


“Nil Desperandum ” (The Writer’s Motto Adopted in 
Youth). published by The American Humane ucation 
Society. Autobiographical Sketches and Personal Recollec- 
tions by Geo. T. Angell. 


Acute Intestinal Obstruction Occurring after Labour caused 


by Hemorrhagic Cyst. By T. P. Shaw, M.D., and J. A. 
Springle, M.D. Reprint. 


By Major 
Rebman 
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@riginal Articles. 


CERTAIN ASPECTS OF THE DIFFERENTIAL 
DIAGNOSIS BETWEEN EPILEPSY 
AND HYSTERIA. 


BY JAMES J. PUTNAM, M.D., BOSTON, 
AND 
GEORGE A, WATERMAN, M.D., BOSTON. 

THE difficulty attending the differential diag- 
nosis between hysteria and epilepsy is occasion- 
ally much greater than is ordinarily believed. 
Mistakes are liable to occur in both directions, 
and thus time and effort may be thrown away 
and serious anxiety unnecessarily excited. The 
subject has a large literature already, and within 
the past few months it has been taken up afresh 
by two German physicians, Drs. Bratz and 
Falkenberg,’ connected with the epileptic hos- 
pital at Wahlgarten near Berlin, where patients 
are taken who suffer not only from epilepsy but 
from convulsive disorders of other sorts as well. 
The records of about 2,500 patients, most of 
whom were under their personal care, were made 
the basis of their conclusions. 

These conclusions were that a positive diagnosis 
of epilepsy or hysteria can always be reached if 
sufficient care and pains are taken, but that it 
must sometimes remain in abeyance for long 
periods, even of several years’ duration. 

There is no single mark, neither the apparent 
state of consciousness during the attack, the 
circumstances of its occurrence, or the condition 
of the pupil or the knee-jerk, which can be re- 
garded as a pathognomonic sign. Each case 
must be studied in all its features, and between 
the seizures as well as in them. Mixed forms 
may be admitted in the sense that one and the 
same patient may have epilepsy and hysteria, 
but this is not to be taken as implying the exist- 
ence of a really intermediate condition, partly 
epilepsy, partly hysteria. The two diseases, 
however similar in appearance, are in fact essen- 
tially different, and the term hystero-epilepsy 
is a misnomer and should in the future be disused. 

The mode of inquiry adopted by these writers, 
as by most of the other students of the subject, 
consisted simply in the careful observation of 
the signs and symptoms that happened to present 
themselves, and in the careful weighing of each 
patient’s history, temperament, and antecedents. 

There is, however, another method through 
which the problem can be attacked, and one that 
we owe to the investigations of late years into 
the nature of the psychopathic states in general, 
amongst which hysteria is eminently to be in- 
cluded. 

The conviction has forced itself upon the stu- 
dents of hysteria, as every reader is aware, that 
a process best known as the “ dissociation of 
consciousness ” plays a large part in producing 
the phenomena of this remarkable affection. 
The hysterical anesthesias and amnesias, for 
instance, are in great measure now explained, 
not as implying the blotting out of certain neural 

1 Arch. fiir Psych., etc., 1904, B-38 H 2. 





functions from all relation to the patient’s acts, 
but as indicating rather a temporary severance 
of connection between these functions and that 
particular series of mental processes which lies 
within the immediate grasp of the attention and 
makes up the patient’s ordinary conscious life, 
while still continuing to stand in intimate 
relation to another great series of mental pro- 
cesses (designated as “‘ subconscious ” or “‘ extra- 
conscious ” or “ subliminal”) which help to 
govern the patient’s actions though without the 
cognizance of his ordinary consciousness. 

The attempt to describe this “ dissociation ” 
of the mental states makes it seem unfamiliar, 
but, in fact, it is well known that the acts of 
every man in health are largely governed by 
sights and sounds and complex mental operations 
of which at any given moment he is unconscious, 
and the main difference between him and the 
hysteric lies in the degree of organization of 
these ‘‘ extra conscious processes ”’ and the degree 
of their interference with the flow of the normal, 
social life. 

It has, of late years, successfully been shown 
that in hysteria the organization of these “ extra 
conscious ” processes is oftentimes complete 
to an extent which had not been suspected, and, 
likewise, that through special methods of investi- 
gation the bond between them and the patient’s 
acts, acts which may seem strangely at variance 
with the other manifestations of his conscious 
life, can occasionally be laid bare. 

It appears to be sometimes necessary for this 
purpose, that interrogation and observation of 
the patient during hypnosis should be employed, 
but that it is often enough if a prolonged series 
of examinations are conducted by an observer 
who has trained himself to keep the essential 
issues prominently within his view. Our expe- 
rience in these respects is not yet sufficient to 
deserve citing, but it is claimed that this method 
has proved to be of notable value, not only in 
diagnosis, but in treatment, since it has been 
shown that it is sometimes possible to counteract 
the antagonisms between the ‘“ dissociated ” 
groups of mental states, and to restore to the 
patient’s waking consciousness, once again, 
control over his acts. The number of cases where 
it has proved possible to lay bare, in this fashion, 
a complete sequence of mental experiences, 
usually hidden from view, but revealing itself 
in occasional outbreaks of epileptiform character, 
is as yet not large, but the well-known studies 
of Freud and of Janet, and their followers, and 
of Sidis, White and Parker,? who have reported 
in minute detail several interesting cases, indicate 
that this is a field which may repay more thor- 
ough working. 


Case I. The first case which we desire to report is 
that of a young lady of seventeen, with a somewhat 
neuropathic history, in that as a child she had chorea, 
and that in her mental characteristics she was unlike 
her brothers and sisters, very bright and even talented 
in some directions, but slow to learn from books and 


agp renee Researches in Mental Dissociation: Sidis, 
1902, 
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given, secretly, to childish amusements, such as star 
ing with dolls, at an age when she might have been | 
expected to have outgrown them. In temperament, 
too, she was hard to deal with, irritable with the other 
children, and, during the chorea, appreciably altered 
in her mental state. In some respects other members 
of the family had exhibited neuropathic tendencies, 
although they were all persons of fine and strong 
character and fair health. 

To present, first, the aspect of the case which might 
create, and in fact actually did create, a strong suspicion 
of epilepsy, it may be said that during a certain period 
of her life, covering about two years, this patient was 
subject to sudden seizures in which she would fall to 
the ground, and for a moment certainly lose conscious- 
ness. These attacks, did not, it is true, occur at night, 
but, on the other hand, they were not individually 
brought on by any emotional excitement. Thus, 
once, while sitting at table at the house of a relative, 
she felt that she was going to be ill, rose from her seat 
and went out of the room, and then fell heavily on the 
stairs. On another occasion, the same thing happened 
during a music lesson, and again when she was studying 
at her desk, and while no one else was in the room. First 
and last, a great many of these attacks occurred, but 
there were none of a severer or convulsive sort, and 
it was observed that she did not hurt herself in these 
falls, and that when near a bed she would manage to 
fall partly on that. The face became usually slightly 
flushed. There was no memory of any of the attacks, 
nor any aura beyond that of a vague sensation in the 
beginning which warned her that one was coming on. 
It is a point of a good deal of importance that although 
most of these attacks occurred, as will be explained, 
during a period of emotional tension, the first seizure 
which she could recall had taken place two years before 
this period, and while she was riding by herself through 
the woods. She remembers that she felt strange and 
that she was impelled to dismount from her horse and 
sit down on the bank by the roadside. She then had, 
she thinks, a moment of unconsciousness, after which 
she mounted her horse again and rode home. So far 
as she knows, her thoughts were occupied at that time, 
solely with the enjoyment of nature, but one cannot 
assert positively that nothing else was there. 

It is hard to see how any one, hearing the account 
of seizures such as these, would feel justified in taking 
the responsibility of rejecting the diagnosis of epilepsy ; 
yet the circumstances under which these curious 
attacks occurred, with the exception of the first one 
to which I have just alluded, and the fact of their 
eventual disappearance, has led me and others to adopt 
with confidence the opposite opinion. These circum- 
stances were as follows: 

This young lady, whose temperament and emotional 
life were, as has been said, somewhat neuropathic, 
had formed, at the period when these attacks began to 
become frequent, an attachment which she could not 
fail to know was likely to meet the disapproval of her 
friends and might bring unhappiness to herself. She 
was, or conceived herself, furthermore, under the neces- 
sity of keeping her affairs a secret, and this led to emo- 
tional excitement of a decidedly unfavorable sort. 
Finally, her lover departed for the Cuban war, and 
after returning thence, and also after the facts of the 
romance had become known, he went to seek his for- 
tunes in a distant place. Soon after this the young 
lady entered a boarding school in another city, and 
began at once to pass the early part of every night in 
a sort of trance-state, in which certain of her recent 
experiences were lived over in considerable detail. 
She was ordinarily a sound sleeper, even during this 
period, and even now she would fall asleep quickly, but 





almost immediately afterwards, would roll over and 


begin to rub her head in a certain way, passing her 
hands constantly through her hair. Then she would 
repeat aloud the roster of her lover’s company, and 
would talk, in fragmentary but almost identical sen- 
tences, about many of the events which had been pres- 
ent to her mind. After remaining in this state for 
about an hour she would fall into a quiet and natural 
sleep, to wake in the morning entirely unconscious of 
the events which had occurred. At a little later time, 
these states gave place to other somnambulistic phe- 
nomena, all relating to the central emotional experience 
of her life. It is unnecessary to go further into the 
details of this history. I will only say that her per- 
sonal prospects became eventually changed, to the com- 
plete satisfaction of herself as well as of all her friends, 
and that therewith both sorts of seizures disappeared. 
In the space of several years they have not recurred, 
except that, on one occasion, while she was suffering 
from the severe pain of a chronic appendicitis, she 
fell, one night, into a hysterical condition with delirium 
and hallucinations of a terrifying sort. 


We have no especial explanation to offer for 
the single petit-mal-like attack which occurred 
two years earlier than the others, nor are we pre- 
pared to assert that in these brief seizures which 
so strongly suggested true epilepsy the apparent 
loss of consciousness was really attended by a 
sub-conscious mental state of another sort. We 
assert only that, clinically speaking, the appar- 
ently complete disappearance of these momentary 
attacks coincidentally with the disappearance 
of the somnambulistic states, strongly militates 
against the propriety of diagnosticating them as 
epileptic. 

Of course, it is well known that nervous and 
hysterical persons may suddenly faint, but these 
attacks were not such as could be classified in 
that way, unless, indeed, one is ready to enter 
upon the question of the possible existence of a 
real relationship between syncope and petit-mal. 
The able monograph upon hysteria by the late 
Gilles de la Tourette, contains, however, a distinct 
recognition of the occasional occurrence of petit- 
mal in that disease, and the very recent and criti- 
cal work upon hysteria by Binswanger contains 
practically the same admission. The latter 
writer, in an elaborate and careful review of all 
the differential marks between epilepsy and 
hysteria, usually so divergent in their tendencies, 
comes, indeed, to the conclusion that cireum- 
stances now and then present themselves under 
which a positive diagnosis is impossible, and that 
there is really no sign,whether biting of the tongue, 
occurrence of the attack during the night, or 
absence of pupillary and patellar reflex, which 
‘an justify an absolute distinction. 

Possibly, even the analysis of the mental condi- 
tion, as made in the cases reported in the book 
of Sidis, may not be conclusive. Patients with 
states of altered consciousness, hitherto classified 
as strictly epileptic, have not yet been examined 
by this method with sufficient care to make it 
possible for us to deny that even with some of 
them memories of the paroxysmal period might 
be developed through the medium of hypnosis. 
The possibility of such an occurrence becomes 
the more reasonable when it is remembered that 
various authors of good repute who have prac- 
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ticed hypnotism claim to have succeeded in ame- 
liorating and even curing epilepsy by that means. 
One of the most successful of these is Wetter- 
strand,* and Bramwell‘ in discussing the reported 
cases thinks it possible that the reason for Wetter- 
strand’s pre-eminent success, if such it be proved 
to be, might lie in the fact that he had employed 
the method of very prolonged hypnotic sleep, 
really of many hours in length, for this end. 

Croeq ° denies the possibility of bringing about 
successful results, in true epilepsy, by this means, 
and explains the apparent successes of his col- 
leagues through the assumption that the cases 
with which they dealt were probably not of epi- 
lepsy, but of hysteria. He himself reports an 
important observation which he believes to be 
of this sort, where a young woman, who had for 
many years been treated as an epileptic, far and 
near,and whose attacks had also been ameliorated 
by large doses of bromide, was completely cured 
by hypnotic suggestion. In this case other 
symptoms of hysteria, such as mutism and 
astasia-abasia, afterwards occurred, which seemed 
to bear out his diagnosis. 


Case II. The next case, illustrative of petit-mal in 
hysteria, is that of a woman twenty-seven years of age, 
who was subject to sudden attacks of loss of conscious- 
ness coming on whenever she was startled” by sudden 
fright or a loud noise. Under such conditions she 
would have an indescribable sensation, in the pre- 
cordial region, and would then fall at once to the 
ground, sometimes injuring herself more or less severely. 
She thinks that consciousness was lost for a moment 
at these times, but immediately recovered, although 
a brief period of confusion followed. There were never 
convulsive movements nor was there any change of 
color or involuntary micturition. These spells had 
occurred from time to time, she said, depending in fre- 
quency on provocation, since menstruation began, 
but since the age of twenty-five they had recurred 
much more frequently, being precipitated by trivial 
causes. If one standing beside her put her hand on 
the patient’s shoulder she would drop. And thus she 
often had eight or ten attacks a day, and they would 
frequently come when she was alone, either in the 
house or on the street. On one occasion, as she was 
lifting the tea kettle from the stove, it slipped a little 
in her hand. She grasped it more firmly, but the start 
caused her to fall in an attack, scalding herself badly 
with the boiling water. Inquiry into her life indicated 
that she had shown other hysterical manifestations, 
such as outbreaks of irritability and loss of control, 
and physical examination disclosed a left hemianes- 
thesia of which she had been ignorant. After a short 
period of encouragement and tonic treatment the 
attacks disappeared and remained in abeyance for a 
long time, but, three years later, she returned in the 
same condition as before, and with a constant dread of 
falling, so that she went about but little. At this time 
she had a terror of stairs, and would approach a stair- 
way in a crouching position, much as one would near 
the edge of a precipice. Then she would grasp the 
banister with both hands, and go down sideways, 
one step at a time. . 

Case III is that of a woman, thirty-four years 
old, who had never had any convulsions till she was 
pregnant for the fifth time. At that period, when 
she was six months advanced, she began to have attacks 

’ Der Hypnotismus, etc. 


4 i oem Its History, Practice and Theory. 
5 L’Hypnotisme scientifique. 





every night which continued until the baby was born, 
when they at once ceased. They never came in the 
day, but every night she had from two to a dozen, so 
that in anticipation of them she kept a light burning 
in the room. Her husband would be awakened by 
her moaning, and on looking at her he would see her 
lying on her back, her face blue, her jaws set, the eyes 
at times open and at times closed, and her hands and 
arms “trembling ” violently. He would raise her 
head and in a minute or less she would awaken with a 
deep breath. The attacks never came when she was 
awake, but only during her sleep. She has bitten 
her tongue and cheeks several times. On two occa- 
sions she sprang out of bed, when her husband raised 
her head, during the attack, and shouted and whistled, 
while jumping up and down. These attacks returned 
as before during two later pregnancies, both times 
coming on at the sixth month. They also came once 
when her catamenia stopped for three months. They 
recently appeared again and recurred every night for 
a time, without pregnancy or other apparent cause, 
but ceased at once after a thorough scolding, and tonic 
treatment, so that now she has had but one attack in 
the past three weeks. It seems most probable that 
these are hysterical attacks, but they present many 
of the characteristics of epilepsy, as nocturnal occur- 
rence, cyanosis, biting of the tongue, clonic spasm and 
short duration. 

CasE IV. There is at this moment, at the Long 
Island Hospital, a young woman who has, from time 
to time, violent attacks characterized by convulsions, 
foaming at the mouth, biting of the tongue, and falls 
resulting in painful injuries, which those who have 
observed her declare themselves unable to distinguish 
from true epileptic seizures, yet in other respects she 
is profoundly and typically hysterical, and anesthetic 
to an extreme degree. 

This sort of a case is indeed well-recognized, and 
though it is by no means clear that the current psycho- 
physical explanations of hysteria can satisfactorily 
account for such attacks, yet it is believed by good 
observers that they may be really hysterical in nature. 

One of the writers recalls seeing, at the Salpe- 
triere, an hysterical patient whom Charcot was 
showing to the class, pass, with apparent sudden- 
ness, into an attack which seemed thoroughly 
characteristic of epilepsy. The head turned 
slowly to one side, the face became purple, the 
muscles rigid, foamy saliva appeared on the lips, 
and to all appearances consciousness was wholly 
lost. It would be, of course, an easy assumption 
to conclude that epilepsy and hysteria existed 
side by side in many cases of this sort, but before 
reaching this decision, it would be fairer to con- 
sider whether there may not be a true hysterical 
copy of well-marked epileptic seizures. It would 
not be necessary for this hypothesis to assume 
that the copy must be a conscious one. We 
have had recently at the Massachusetts General 
Hospital a patient with a well-marked tetanus, 
who began, long after the cessation of the real 
disease, to be subject to spasms which, in every 
respect, seemed to resemble the original, and 
which persisted for a long time and only yielded, 
finally, to prolonged care and mental training. It 
is probable that the convulsions of epilepsy 
represent a nervous outbreak for which the nor- 
mal nervous system is, in a certain sense, pre- 
pared by its very constitution and structure, Just 
as it is probably prepared for the so-called hysteri- 
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cal hemianesthesia, and then we are only obliged 
to admit that what is really a natural plane of 
cleavage, so to speak, may be accentuated. It 
indeed, quite possible that the paroxysms 
of epilepsy and hysteria, or, to say the least, 
certain forms of epileptic and hysterical mani- 
festations, may stand more closely in relationship 
than has hitherto been assumed. Thus, in some 
cares, the indications of dissociations of conscious- 
ness manifested in epileptic attacks bear close 
resemblance to those seen in hysteria. ‘This is 
illustrated by the two following cases: 


is, 


Case V. A bright, intelligent girl of thirteen 
years has had attacks of unconsciousness during the 
past two years, her mother says, in which she sits or 
stands still, changes color, has convulsive movements 
of face and arms, bites her tongue, and passes urine 
involuntarily. These at first came at intervals of 
weeks, but now only a few days intervene. 

While sitting in the hospital one day, she was 
observed in one of these spells. The eyes assumed 
a vacant look, but not a pronounced stare. The 
pupils were not dilated. The face was cyanotic and 
drawn as if she was suffering great pain, while both 
hands were pressed against the lower abdomen. Saliva 
drooled from the mouth. The knee-jerks were absent. 
The expression of pain lasted only half a minute, and 
then she sat with a stupid look, the cyanosis still per- 
sisting. When some one attempted to wipe the saliva 
from her chin and neck, she took the towel and com- 
pleted the action. On being told to stand up, she 
obeyed, still drooling and looking stupid. When 
asked her name, she seemed to be trying to recall it, 
but couldn’t say it, then she pointed to her history card, 
which was lying on the desk among other papers. 
Asked where she lived, she pointed again to the card. 
When given a pencil and block of paper she wrote her 
name and address and the name of the hospital. While 
writing, she came to herself, but had no memory of 
what had transpired. The attack lasted two to three 
minutes. Incidentally, it may be mentioned, in con- 
nection with her apparent abdominal pain during the 
attack, that examination showed the entire course of 
the colon to be filled with masses of feces. 


The question arises, What is there in this 
attack to distinguish it from hysteria? The 
condition called by the mother “ unconscious- 
ness ”’ is shown to be but an altered consciousness, 
by the manner in which she responded to the words 
and acts of those about her. It was, in fact, a 
short period during which her subliminal conscious- 
ness held sway precisely as it does in hysteria. 

The condition seen in this seizure was not 
characterized by a true loss of consciousness, 
but was due more strictly speaking to an altera- 
tion of consciousness, of such a sort as we some- 
times find in hysterical states. The case was, in 
fact, selected on account of the similarity of the 
attacks described to those observed in the case 
of another patient, unquestionably an hysteric. 


Case VI. A girl about twenty years of age had had 
several spells, resulting from emotional causes, of 
which the following is a characteristic specimen: 
One evening, when a young man was who escorting 
her home became involved in a fight with a companion, 
in her presence, she sank apparently unconscious to 
the ground. When seen, a few minutes later, she was 
lying in a dazed condition, not seeming to understand 





what was going on about her. There was no change 
of color, the pupils reacted and the knee-jerks were 
brisk. On being asked her name she seemed unable 
to speak, but when given a pencil and paper she could 
answer in writing any simple questions, after consider- 
able deliberation. This condition lasted about a half 
an hour and on her regaining consciousness she devel- 
oped a marked tremor with anesthesia of the right arm, 
which persisted several days. While in this dazed 
condition and unable to speak, she wrote, “‘ I have been 
this way before.” 

Here, then, are two patients presenting attacks 
having many similar characteristics. In each there 
is alteration of consciousness of much the same sort, 
and in each there is inability to speak, with preserva- 
tion, to a certain extent, of the power of expression by 
writing. 

These two particular cases can be classified almost 
without hesitation. The attack in the first case, 
occurring in a girl who also suffers from typical epi- 
leptic paroxysms, and being associated with loss of 
the patellar reflexes, would be diagnosticated as epi- 
lepsy, while that in the second case, from its mode of 
onset and association with the stigmata of hysteria, 
would at once be classed as hysterical. 

It is not always, however, that these additional 
distinguishing marks are present, and the diagnosis 
may hang in the balance for a long time, until charac- 
teristic signs of one or another sort appear. 


Mistakes might easily be made, for example, 
in cases like the fellowing, taken from Dr. Boris 
Sidis’s volume on. Mental Dissociation, although 
actually reported by George M. Parker. This 
case was that of a man of thirty-three, who, as a 
sequel to a somewhat prolonged emotional excite- 
ment, and when temporarily somewhat under 
the effects of alcohol, fell suddenly to the floor 
while talking and became unconscious, and was 
afterwards subject to frequent attacks which may 
be described in brief as follows: 

The seizures are usually ushered in with epi- 
gastric pain or distress which spreads upwards 
and by a foul taste in the mouth and a sense as 
of a fetid odor. He usually falls and then may 
lie quietly with fingers clenched or may move 
the hands in an aimless way. Sometimes there 
are general motor disturbances of the arms and 
legs, or automatic acts, such as removing shoes, 
ete., and frothing at the mouth. Occasionally he 
does not fall but sits still, gazing fixedly hefore 
him. He cannot remember what transpires 
during the attack and is always stupid afterwards. 
His memory and judgment have become progress- 
ively enfeebled and his general condition is poor. 

We do not, of course, deny that if all the cir- 
cumstances of this case, only some of which 
are here given, were taken into account, the diag- 
nosis could be made with a reasonable degree of 
confidence, but to guess at a diagnosis is one 
thing and to explain the genesis of symptoms and 
to lay the foundation for a systematic and success- 
ful treatment is another. In this case, a search- 
ing analysis, made possible through the induction 
of the hypnotic trance, during which the cir- 
cumstances of each seizure came gradually to 
the patient’s memory,seemed to make it clear 
that the case was one of dissociation of conscious- 
ness and of ‘submergence ” of memories, wear- 
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ing the aspect of amnesia. In fact, an explana- 
tion was discovered for each of the acts done 
during the stage of apparent unconsciousness, 
showing them to be not purposeless but governed 
by asystematized train of subconscious memories 
and thoughts. The successful treatment of the 
case, which consisted in training the patient to a 
gradual conscious knowledge of these lapsed 
portions of his mental life, confirmed the diag- 
nosis beyond a reasonable doubt. The sudden- 
ness of the transition from the state of ordinary 
waking consciousness to that in which the dis- 
sociated portion of the mental life assumed control 
need not cause surprise, since it is well known 
that a susceptible subject may even be hypno- 
tized and dehypnotized with almost or quite 
equal suddenness. 

We have introduced this case as illustrative 
of the newest phase of the investigation of psycho- 
pathic states attended by dissociation of con- 
sciousness, because it is evident that by the aid 
of subtle inquiries of this sort a new any valuable 
kind of information is likely to be gained for the 
elucidation of just such conditions as those with 
which this communication is concerned. Of 
course, it cannot be denied that with an increase 
in our knowledge comes a fuller sense of the re- 
moteness of an adequate solution. No one, so 
far as we are aware, has as yet studied with suffi- 
cient thoroughness the subconscious memories 
of epileptics, and for all we now can say, closer 
resemblances may be found between these and 
the subconscious states of the hysterics than we 
now imagine. To assume this, however, would 
be to attempt to bridge at once a difficulty which 
time may show to be non-existent. 

Sidis refers to this question of the dissociation 
of consciousness in epilepsy, in his recent publi- 
cation upon the Nature of Hallucinations®. As 
he justly indicates, the mental state of epileptics 
in the post-paroxysmal stage is probably anal- 
ogous, as arule, to ordinary dream states. Under 
both of these conditions, primary sense-percep- 
tion is imperfect, while secondary sense-images 
are aroused in chaotic confusion,— like sparks 
on a half-charred sheet of burning paper, to use 
a simile of Professor James’s,— and conceptual 
processes are unrestrained by logic or experience. 
Such a statement, however, does not fully account 
for cases like the following: 


Case VII. This patient is a man of twenty-five 
vears, of rather low grade of intelligence. He has had 
freuent and typically epileptic convulsions for twelve 
years, but during the past five years they have largely 
given place to what he terms “ vertigo attacks,” and 
which he describes as a passing sense of dizziness. An 
attack observed was as follows: While sitting in the clinic 
he was heard to be making a peculiar sound by smack- 
ing his lips as if he were tasting something. On going 
to him he was seen to be holding tightly to the arms 
of his chair, the eyes open and pupils dilated. The 
knee jerks were present. He answered questions 
unnaturally quickly in a loud voice. When given a 
pencil and told to write he put it in his pocket and 
repeated ‘‘ Thank you ”’ several times. Given a block 
of paper he picked at it nervously as if he did not know 

* Jour. of Psychol., Jan., 1904. 





what it was for. When a pen was put into his hand 
and he was told to write his name he wrote a note to 
himself and signed it with a name not hisown. When 
this note was taken away he wrote another, also ad- 
dressed to himself, and signed it as before, the note 
being on the same subject but worded differently.* As 
he finished this he came to himself and then had no 
memory of what he had done. On being questioned 
he said he had had a slight dizzy spell, lasting a second, 
but had not lost consciousness. The duration of the 
attack was five to six minutes. 


Not only may the atypical attacks of hysteria 
and epilepsy resemble one another, but patients 
suffering from typical forms of these diseases 
may alike be subject to a more or less familiar 
sort of psychical derangement which Janet has 
designated as ‘ psycholepsy.” ? 

In addition to the forms thus far discussed, 
we wish to call attention to a class of cases 
described many years ago, by Professor Firstner ® 
of Strassburg, who called attention to certain 
sorts of attacks, occurring in children under 
seven years of age. 

The question was whether these attacks were 
to be classed as epileptic or hysterical, and while 
Fiirstner favored the latter view our own reason- 
ing and observation inclined us to the former. 

The clinical picture as described by Fiirstner 
was, in brief outline, of the following sort: The 
young patients were of either sex, but oftener 
males. Neuropathic inheritance was not marked. 
The seizures recurred with great frequency, for 
a longer or shorter period, even to the number 
of 20 or 30 times or more a day, sometimes com- 
ing also, though less often, in the night. The 
form of the seizure was variable, but outspoken 
convulsions of one type or another were included. 
Yet, in spite of the severity of the motor out- 
break, there was no biting of the lips or tongue, 
and no disturbance of the temperature, the res- 
piration, or the pulse. Sometimes, although 
not always, the patients would emerge swiftly 
from an attack, or a series of them, with con- 
sciousness undamaged and unchanged. There 
was no evidence of gross structural lesions of the 
brain. The tendency to these attacks, in spite 
of being so strongly marked, would sometimes 
cease abruptly for long periods, and — most 
important sign of all —the bromide treatment, 
even by large doses, failed to bring relief, while 
education and training and strong, even painful 
faradic applications,—all measures, in short, 
considered by Fiirstner as of benefit in hysteria, 
seemed to be more effectual. 

We have seen children, not infrequently, who 
seemed to belong in Fiirstner’s class, but so far 
as we have followed them, they have proved 

* Dear Mr. F. — Will you please help this boy and give him some 
work as he is a good boy and trying to help support his mother. 

Your affectionate son 
DANA. 

7 The idea which this term is intended to cover is clearly expressed 
in the following translation from an authorized digest of Professor 
Janet’s paper read before the Soc. of Psych. et _Neurol., 1904: 
“* We may say that the higher functions of the brain which allow 
of adaptation to reality, as well as the feeling of reality itself, have 
disappeared; and that the lower functions alone are active. It is 
a lowering, a fall of the mind.” , We have sqpontediy seen suena 
of this sort. of mental change. See Boston MEDICAL AND SURGICAL 


JOURNAL, 1905. 
8 Arch, fiir Psych., etc., 1896, p. 494. 
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almost without exception to be epileptics. Some 
of the cases that have interested us especially 
are the following: 


Cask VIII is that of a young girl of about seven years 
who had great numbers of attacks daily, through long 
periods. In some of these attacks, more than one of 
which I witnessed, she would quickly assume an atti- 
tude of a definite sort, suggesting that of a person 
crouching over and looking up, as if caught in some 
act and petrified by surprise or sudden fear. The face 
was slightly flushed and its expression a little altered, 
but no absolute unconsciousness could be made out, 
and more or less communication could be held with 
her, throughout. The duration of these seizures was 
perhaps half a minute, and after they were over the 
child would at once resume its occupations as if nothing 
had occurred. The child’s physician believed the 
attacks hysterical, for reasons similar to those advanced 
by Fiirstner, but a history was given of one or two 
severer seizures which seemed to me to mark them 
as truly epileptic — assuming for the moment that 
an absolute classification of this sort is possible. The 
test of increasing doses of bromide was faithfully 
tried, and eventually an opium-bromide test, but 
neither of these measures caused the attacks to cease, 
although the bromide dose was pushed to what, even 
with an adult, would have been regarded as extreme. 

The correctness of the diagnosis was substantiated 
by the testimony of the patient herself, and that of 
her physician, some years later, to the effect that the 
attacks had continued to recur, although less often, 
and that no marks of typical hysteria had developed. 


It is not for the testimony of one, apparently 
negative instance that we report this case, but 
with the purpose of discussing the significance of 
certain indications that Fiurstner has adduced 
as justifying the diagnosis of hysteria. These 
are, the sudden cessation of seizures previously 
numerous, the failure of the bromide treatment, 
and the relative efficacy of more general educa- 
tional measures of relief, or measures designed 
especially to make a strong impression on the 
patient’s mind. 

In our experience, it is distinctly character- 
istic of the epilepsy of childhood, as is shown by 
vases where the subsequent history has confirmed 
the diagnosis, that for a longer or shorter period 
the attacks, although previously occurring in 
masses, may remain entirely in abeyance. 

We cannot cite statistics for this statement, 
but we have had the experience often enough to 
be impressed with its validity. 

So, too, with regard to the effects of the bromide 
treatment: it is in the epilepsy of young children 
or, to say the least, in this form where numbers 
of massed attacks occur, that this method of con- 
trol is eminently disappointing, no matter how 
far the doses may be pushed, though as regards 
the matter of dosage, it is already well established 
that children in general can often bear quantities 
of bromides that are relatively very large. 

The case next to be reported bears out both of 
these observations. 


Case IX. The patient here concerned was a little 
boy of a distinctly neuropathic temperament and 
belonging to a neuropathic family, a circumstance 
which need not be dwelt upon in detail, as it might 
predispose to either epilepsy or hysteria. When at 





the age of five and a half, he began to exhibit curious 
symptoms, which occurred only just as he was falling 
asleep, or had fallen asleep, at night. At these times 
slight jerking or shivering movements would run 
through his limbs for a few seconds, and then settle 
down again to sleep. During the day he seemed well, 
in the early stages, except for irritability and excita- 
bility, but the next night the same thing would occur 
again. At first, a moderate bromide treatment, with 
careful attention to the avoidance of emotional excite- 
ments, seemed to do him good, and when, a little later 
on, he was taken into the country and left under the 
care of an intelligent nurse, without the stimulating 
presence of other children, the benefit was reinforced, 
and for a considerable period there was a complete 
cessation of the attacks. After some weeks, however, 
and absolutely without apparent cause, the seizures 
began once more to show themselves but under a 
slightly different form. He would now run to his 
nurse as if in a sort of fright, and would bring out a 
silly laugh which those about him learned to know and 
dread. These seizures would now occur in the day- 
time, as well as by night, so that he might have one 
or two dozen slight attacks, or more, in the twenty- 
four hours. It is now about five years since the attacks 
began, and during that time he has been constantly 
under close intelligent observation, with the result 
that everyone who has had a chance for more extended 
watching has become convinced that the attacks are 
epileptic. During that period he has visited two other 
expert physicians in other parts of the country, both 
of whom have given it as their opinion that the seizures 
indicated a neuro-psychosis of another sort, a kind of 
convulsive tic, excited perhaps by intestinal indigestion. 
Nevertheless, the treatments that they suggested for 
relief had no effect and, instead, the attacks have grown 
steadily both longer and more severe, and the periods 
of cessation which for a long time were prolonged and 
marked, have become less striking.’ 

Case X. An intelligent, normal-appearing child, 
ten years of age, gave a history of having had momen- 
tary attacks of abdominal pain for three years. These 
‘ame at first about once a month, but during the past 
two years they have become more frequent in their 
occurrence so that there are periods of weeks when 
she has ten or twelve seizures a day, after which she 
may pass several weeks without them. During the 
spells she holds on to the abdomen and screams loudly 
for half a minute to a minute and then appears to be 
allright. If she is in the house she always runs scream- 
ing to her bedroom, but generally recovers before 
reaching it. If the attacks occur when she is out of 
doors, she runs toward the house, but if they come on 
during sleep she lies still in bed making loud outcries. 
She does not know the following day that she has had 
an attack, though the day attacks are always preceded 
by a short and painful abdominal aura lasting only a 
second, of the onset of which she retains a vague mem- 
ory. 

Before coming to the hospital she had been 
treated for six months by a stomach specialist who 
kept her bowels freely open during the period referred 
to, with no diminution in the frequency of the attacks. 

There was no history to be obtained of epilepsy in 
the family, but the mother described two attacks which 
the patient had had during the past year, character- 
ized by unconsciousness and clonic spasm lasting two 
or three minutes. In one of these the tongue was 
bitten, although in neither was there involuntary loss 
of urine. 

* Since this account was written the patient has died of broncho- 
pneumonia. The autopsy, by Dr. Mallory, showed diffuse changes 
in the brain, including the cerebellum, which the histological exam- 


ination, though not yet complete, indicates to be probably the sec- 
ondary results of a chronic epilepsy. 
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The patient had been treated at the Children’s 
Hospital for several months, and under moderate doses 
of bromides she had suffered from only an occasional 
attack. 

A paroxysm observed by one of the writers was as 
follows: While sitting quietly in the consulting room 
the patient suddenly said an attack was coming, and 
before she could be reached she was grasping at her 
abdomen and crying as if in pain. There was no 
change in color, but the face wore an expression of 
suffering. The pupils were neither dilated nor con- 
tracted and reacted to light; the knee jerks were 
as active as in her normal condition and she tried to 
push the examiner’s hands away while the test was 
being made. After about half a minute she appeared 
to be free from pain but held out her hand saying 
repeatedly, ‘“‘Give me my number.” And when 
asked what she meant she would not explain. The 
whole attack lasted from one to two minutes, and on 
recovering she had no memory of what had been going 
on around her during this period. With a salt-free 
diet and moderate doses of bromides she has been free 
from these attaeks for some time. 

Case XI. This patient is rather a stupid appearing 
girl of thirteen years, presenting numerous physical 
stigmata of degeneration and a distinctly retarded 
mental development. There is no history of epilepsy 
or alcoholism in the family. 

She was delicate as an infant and at the age of two 
and a half years was seized with a series of convulsions 
for which she was kept under ether much of the time 
for two days. Again, at the ages of four and at six, 
she had single convulsions which were attributed to 
indiscretions in diet. 

Since the age of five, this patient has been subject 
to seizures of abdominal pain during which her face 
flushes and she presses her hands into the abdomen 
and screams loudly for about a minute after which she 
seems all right. The attacks often terminate with the 
passing of gas from the rectum. She never falls during 
these spells, and her mother thinks she does not lose 
consciousness. 

The attacks have persisted now for eight years, com- 
ing in the day or during sleep. She frequently has 
six or eight seizures a day, but often passes a week 
wholly free from them. 

In addition to these abdominal paroxysms there 
have been for two years spells of quite a different 
nature, coming always at night during sleep. 

The mother, who sleeps in an adjacent bed, says 
she is awakened by a moaning, and on going to the 
patient finds the right side of the face twitching and 
the eyes open and staring. Sometimes she will kneel 
or sit up in bed and assume fixed attitudes and she 
cannot be aroused from this condition for five or ten 
minutes. 

The patient, in describing her own attacks, says she 
wakes up in the night and that many queer thoughts 
go through her mind; then she feels as if her mouth 
was drawing up and she begins to cry out. She can 
hear her mother run to her, and her father rush into 
the room and seize her and call her name, and then 
she knows no more till she has recovered. The patient 
takes delight in talking about herself and her attacks 
and listens with absorbing interest when her mother 
tells of them, and her general behavior had led the 
family physicians to make a diagnosis of hysteria. 

In order to study the symptoms more carefully she 
was taken into the hospital where she stayed three or 
four weeks, having one to three attacks of varied sorts 
every night. The following description by a night 
nurse serves to illustrate their general character: 

While the nurse was sitting by the bedside the patient 
opened her eyes as if awakening from sleep but their 





expression was fixed and staring. The pupils were 
dilated, and the lips were parted, showing the teeth as 
if in an ecstatic grin. She lay for about a minute thus 
and then seized the nurse’s hands and rose to her 
knees in bed looking about the room as if her gaze were 
following some object moving in the air. The grin 
then disappeared leaving a vacant expression and 
she fell back, limp, and lapsed into a stuporous 
condition, which passed into natural sleep. In the 
morning she had no knowledge of having had an attack. 

Various methods were employed to abort these 
nocturnal spells, such as apomorphine and inhalations 
of amyl nitrite, but with no satisfactory results, and 
the patient was discharged with the diagnosis still in 
doubt. 

In following the treatment at home, however, she 
was given forty to sixty grains of bromide a day, and 
for the first time in years both the night attacks and 
the abdominal crises stopped absolutely for six months. 
At the end of that time when treatment was stopped, 
she had two convulsions in one night, characterized 
by tonic followed by clonic spasm, lasting about five 
minutes, during which there was loss of consciousness, 
biting the tongue and involuntary micturition. 


The histories and reasoning here given show 
clearly enough how difficult the differential diag- 
nosis between hysteria and epilepsy may occa- 
sionally be, and how much injustice the physician 
is liable to do his patients unless he keeps him- 
self ready to revise his judgments. We believe 
that in the routine of dispensary and out-patient 
work, where time is usually precious and where 
the testimony of the patient’s friends is apt to 
be unreliable, the chance for error is especially 
great, and that, to neutalize it, every neurologi- 
cal staff should embrace one or more members, 
skilled in psychopathical researches, by whom all 
doubtful cases should be from time to time 
reviewed. 

In speaking of the similarity, in certain respects, 
of the clinical pictures presented by hysterical 
and epileptic patients we have avoided the dis- 
cussion of the issue whether any closer bond 
exists between them, but the following state- 
ments with regard to that point seem to us 
conservative and rational. 

Although it is in general correct to say that the 
diagnosis of so-called idiopathic epilepsy is con- 
siderably more grave than that of hysteria, and 
that these two affections represent different ten- 
dencies, yet this statement should not be taken 
as absolute without qualification. It is probable 
that the term epileptic, as implying a tendency 
to outbreaks of certain sorts, covers a variety of 
pathological tendencies, and the mere form of the 
attack does not always enable us to distinguish 
between them. Thus, epileptic fits as seen in 
cases of brain tumor may be indistinguishable 
in themselves from those met with in cases exhib- 
iting the familiar degenerative tendency asso- 
ciated with the name of epilepsy in general. 
Again, degeneracy itself is by no means always 
present in epileptic conditions, even those classi- 
fied as idiopathic. We know too little of the 
physiology of the epileptic seizure, in its varied 
forms, to be able even to say there is a sharp 
distinction to be drawn between such an attack 
as occurring in hysteria and another which might 
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be found in epilepsy proper. However much we 
may believe these two forms to be different, it 
is impossible at present to give the ground for 
our belief. 


nn 
SUBACUTE PERFORATION OF THE STOMACH 
WITH REPORT OF THREE CASES. 
BY F. B. LUND, M.D., BOSTON. 


PERFORATION of the stomach into the general 
abdominal cavity is a catastrophe so sudden, 
so rapid and definite in its progress, that either 
at operation or autopsy it is generally recognized. 
The statistics regarding it have been made up 
perhaps with some approach to accuracy, and 
the greater frequency of perforations on the 
anterior wall of the stomach as compared with 
the posterior has been definitely established. 
According to Brinton, 20% of perforations occur 
on the anterior stomach wall, 21% on the lesser 
curvature, and only 9% on the posterior wall. 
Pariser and Lindner state that of 200 cases of 
gastric ulcer, 190 will be on the posterior wall, 
and of these 4 will perforate; 10 will be on the 
anterior wall, and of these 8} will perforate. 
Although perforation occurs more frequently in 
women than in men, allowing for the greater 
frequency of ulcer in women, we find that perfo- 
ration is relatively more frequent in men. 

As is well known there is great variation in the 
size of the perforation. In proportion to the 
size of the perforation will be the severity of 
the onset of the symptoms. 

The symptoms of acute perforation, the sudden 
sharp stabbing pain, “like a blow in the solar 
plexus,” as a patient once described it, soon 
followed by collapse and the development of a 
general peritonitis, are too well known to need 
enumeration here. 

It is to the so-called subacute perforations, 
perforations in which the very small opening 
may become plugged by a bit of omentum, or by 
fibrin, that the writer invites your attention. 
Here the perforation becomes almost at once 
walled off by adhesions to the nearest intraperi- 
toneal organ, or the abdominal wall. If by 
proper treatment, rest in bed on diet, etc., the 
stomach is placed at rest, for a few weeks, the 
fibrinous adhesions become organized into fibrous 
tissue, the ulcers may heal and the patient be 
left with no symptoms of his former disease except 
the-adhesions, or perhaps the deformity produced 
in the stomach by the cicatrix. On the other 
hand, the few filmy adhesions which at first check 
the peritoneal invasion, instead of consolidating 
and becoming organized, may be digested away, 
the peritonitis may spread and at the end of two 
or three days develop rapidly, and perhaps end 
the patient’s life in a few hours. Or by a walling 
off of a more extensive area, a chronic abscess 
may be formed, which may end fatally or in re- 
covery according to accident or treatment. The 
first class of cases, that in which the adhesion is 
at least temporarily successful in limiting the 


ulcer is the one to which the cases to be described 
belong. 





Symptomatology. — The symptoms are almost 
exactly the same as those of acute perforation 
of the stomach, with the exception that they are 
perhaps a little less intense and are not followed 
by collapse, or by general peritonitis. We have 
to dowith a sudden attack of localized peritonitis, 
a sudden attack of sharp, stabbing pain, with 
or without vomiting, and followed by localized 
tenderness or rigidity, in a patient who may or 
may not have had symptoms of gastric ulcer. 
The pain subsides under treatment, and the ten- 
derness and rigidity pass off after several days, 
the patient having been through an attack of 
epigastric peritonitis. Seeing a patient during 
the subsidence of such an attack (for the good 
fortune of the surgeon is seldom so great that he 
is called at the height of the attack) the practical 
questions at once present themselves, as to how 
he is to make the diagnosis and what treatment 
he is to follow. 

First as to diagnosis. What aid can we get 
from the exact location of the pain and tender- 
ness? Not much, for it depends entirely on the 
situation of the ulcer. If the ulcer is situated 
at the pyloric end of the stomach, on the anterior 
surface, and the peritonitis glues the pylorus to 
the liver, the pain and tenderness are so close to 
the gall bladder region that it is impossible 
to absolutely exclude an acute cholecystitis as 
a cause. The history of previous attacks of 
gallstone colic may put us on the right track in 
gallstone disease, and the character of the pain 
and its relation to food may point to ulcer and 
perhaps should have done so in Case I, but as 
W. J. Mayo has well said in regard to these cases, 
‘We all know how unreliable these histories are.”’ 
The only method to settle the question is by an 
exploratory laparotomy. Vide Case I. 

Again, in Case III, in which the ulcer was situ- 
ated in the greater curvature to the left of the 
median line, and a perforation became walled 
off by adhesions to the anterior abdominal wall, 
in an old man whose only symptoms had been con- 
stipation and loss of weight, we could not exclude 
a perforation of a malignant ulcer of the colon. 
Exploration alone could settle the question. 

In Case II we had a typical history of gastric 
ulcer, with exacerbations and hemorrhages ex- 
tending over a period of months. Here the 
diagnosis was fairly certain. It seems to me 
that here as in the other cases immediate explo- 
ration was the only conservative procedure. It 
is true that in all these cases operation was per- 
formed at a time when the symptoms were sub- 
siding, and in Cases I and ILI in the presence of 
an uncertain diagnosis. It is also true that 
operation benefited not only by establishing the 
diagnosis, but by affording opportunity for the 
application of the only rational method of treat- 
ment, namely, gastro-enterostomy. It is also 
true that had the conditions revealed at opera- 
tion been either of the others suspected, namely, 
cholecystitis in Case I or perforation of a malig- 
nant ulcer of the large intestine, Case III, opera- 
tion would also have afforded the only rational 
method of treatment. 
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A case of ulcer of the stomach, gallstones or | 
ulcer of the colon that has gone on sufficiently 
to threaten perforation, is certainly in a condition 
to be benefited by no other treatment than the 
operative. The advantages of the procedure 
adopted in CasesI and II, namely, the perform- 
ance of a gastro-enterostomy without separating 
the adhesions and opening up the ulcer, are the | 
writer’s chief reason for reporting these cases. | 
The treatment of an open perforation is mani-| 
festly to invert the edges of the ulcer and close | 
it by suture. The ulcer has already perforated | 
into the general cavity and the peritoneum is| 
soiled. In these subacute perforations, however, | 
nature has already closed the perforation, and | 
if we can get along without tearing the adhesions, 
opening up the ulcer and soiling healthy peri- | 
toneum, we give our patient a distinctly better | 
chance. In case the ulcer is on the anterior | 
surface or lesser curvature and is to the right | 
of the median line, and the adhesions are to the | 
inferior surface of the liver, there is nothing to | 
prevent our turning up the posterior surface of | 
the stomach and performing a posterior gastro-| 
enterostomy without breaking up the adhesions, | 
opening the ulcer, or soiling the cavity with | 
stomach contents. We provide internal instead | 
of external drainage for the ulcer, and we oper- | 
ate in a region where the peritoneum and gastric | 
wall are healthy instead of inflamed, and where | 
our opportunity of getting perfect healing is the | 
best. And last, but not least, we give the best | 
treatment to the underlying condition of chronic | 
ulcer to which the perforation has been due. | 

In Case III it was impossible to operate without | 
opening up the perforation, as the adhesions | 
which closed it concerned the abdominal wall | 
directly under the exploratory incision, and the | 
ulcer had to be detached in order to get into the | 
general peritoneal cavity. The performance of | 
a gastro-enterostomy which was done in this| 
case was, however, in the writer’s belief, the | 
correct procedure, as it was a curative measure 
applied to the ulcer to which the perforation 
was due. 





Case I. P. J. G., twenty years old. Piano var- 
nisher. Was admitted to the City Hospital the 3d of 
October, 1903, service of Dr. H. L. Burrell, who kindly 
referred the case to me for treatment. 

For about a year he had suffered from occasional 
pain in the epigastrium, and for six months had always 
had pain after taking food. One week ago, he re-| 
ceived a blow in the right hypochondrium while box- | 
ing, and after that had slight pain in that region until 
the day before entrance, when he was taken suddenly 
ill with violent, griping pain, starting in the epigas- 
trium and spreading all over the abdomen. His bowels 
had not moved since the pain started. He vomited 
after taking warm drinks, and had a chill lasting one 
hour. He walked to the Out-Patient Department 
where he was seen by Dr. Franklin W. White on the 
day of entrance, where his temperature was found to | 
be 100.3, pulse 60. His skin was slightly yellow. | 
The abdomen showed no distention. There was slight | 
general spasm and marked spasm and tenderness over | 
the gall bladder region. No mass could be felt. The 
leucocyte count was 16,000. With rest in bed the 
tenderness and spasm over the gall bladder region 


| crawled back to bed. 


disappeared, until on October 7 there were very few 
symptoms left. 

The probable diagnosis of gallstones was made and 
on the 7th of October the writer operated, making an 


‘incision 2 inches long through the upper part of the 


right rectus muscle over the gall bladder. The gall 
bladder was found to be normal. On opening the 
peritoneal cavity there was an excess of clear, rather 
dark, peritoneal fluid. The excision was extended 
downward and the appendix was found to be thick- 
ened, chronically inflamed, adherent along the outer 
side of the colon, and about six inches long. With 
considerable difficulty the appendix was dissected 
out, ligated and removed. Although the appendix 
extended upward toward the hypochondrium, we still 
felt that the presence of free fluid in the peritoneal 
cavity had not been sufficiently accounted for. A 
further investigation showed that the pyloric portion 
of the stomach was adherent to the under surface of 
the left lobe of the liver by fresh adhesions. The 
increase of peritoneal fluid was undoubtedly due to 
the inflammation attendant upon the walling off of the 
ulcer, which was perforated but became immediately 
adherent. 

A posterior gastro-enterostomy was performed ac- 
cording to the method of Moynihan. A glass drain- 
age tube was placed in the bottom of the pelvis. The 
tube was removed in twenty-four hours. The patient 
had an excellent convalescence, and when seen six 
months after the operation had gained 15 to 20 lbs. 
in weight, was hard at work and in perfect health, 
having no gastric symptoms. 

CASE J. S., aged forty years. A merchant. 
He was seen in consultation with Dr. John H. Gavin 
of Roxbury, at 10 p.m. on April 8. 

The history was that he had suffered for years with 
indigestion and for several months had had his stomach 
washed out with occasional vomiting, but no hemate- 
mesis. He had lost considerably in weight. For 
several months he had been treated by one of our most 
eminent specialists in diseases of the stomach. His 
stomach had been washed out for three weeks. He 
had been on a liquid diet. He had made no improve- 
ment and for one week had remained in bed on account 
of an aggravation of epigastric pain. At one o’clock on 
the 8th of April he got out of bed and went to the back 
door to look out. While there he was seized with sud- 
den severe pain in the abdomen. He vomited and 
He called Dr. Gavin, who saw 


him at3p.mM. He found his pulse 90, temperature 101°, 


| abdomen of board-like rigidity, tender everywhere, but 


much more tender in the epigastrium. He did not 
show any degree of shock. Dr. Gavin administered 
a quarter of a grain of morphine and saw him again 
at 9 o’clock in the evening. His condition had some- 


'what improved, his spasm was a little less, and he 


seemed more comfortable. The writer saw him at 
11 p.m. and found him pale, sick looking, anemic, with 
no peritoneal facies and no marked shock. There was 
distinct spasm and tenderness in the epigastrium, 


shading off into other regions of the abdomen. The 
abdomen was retracted. There was nodullness. The 
tongue was moist. Pulse 90, temperature 101.4°. 


Owing to the fact that the vomiting, which was present 


/at the beginning of the attack, had not been repeated, 


that the spasm had been decreased somewhat, that 
the pulse was not increasing in rate, and that the pa- 
tient’s condition was somewhat more comfortable, it 
was thought that, although he had evidently had a 
perforation, such perforation was walled off and had 
not entered into the general peritoneal cavity. 
Operation was therefore deferred till the following 
morning, when he was moved to the Boothby Hospital 
and was operated upon at 8.30 a.m. His condition was 
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about the same as the night before. A median epi- 
gastric incision disclosed the whole pyloric portion of 
the stomach adherent by fresh adhesions to the under 
surface of the liver. There were fresh flakes of fibrin 
extending across the greater part of the anterior sur- 
face of the stomach, especially along the lesser curva- 
ture. There was an excess of serum in the peritoneal 
cavity. As in Case I, we had evidently to do with the 
perforations walled off by fresh adhesions and as in 
Case I, a posterior gastro-enterostomy was performed 
by Moynihan’s method. Some difficulty was expe- 
rienced owing to the fact that it was impossible on 
account of the adhesions, to draw the stomach wholly 
out of the peritoneal cavity. 

The patient bore the operation well and had an 
excellent convalescence except for some suppuration 
of the abdominal wall. He took solid food on the 
fifth day and left the hospital in excellent condition 
at the end of two and a half weeks, eating more than 
he had for years, and without epigastric distress or 
inconvenience. Three months after operation he had 
gained markedly in weight and was in excellent general 
condition. 

Case Ill. A. R., fifty years of agein June. He was 
admitted to the City Hospital Relief Station on June 
3, 1903. 

The history was that he had always been constipated, 
his bowels moving only once or twice a week. For 
the past five weeks he had had pain in the epigastrium, 
which for three days had been severe. He had had no 
movement of the bowels, no chills or fever. 

Physical examination showed a thin, worn-looking 
man. The pulse and temperature were normal, the 
tongue clean and moist. His chest showed diminished 
breathing on the left, bronchovesicular respiration at 
the right apex, and numerous rales through the chest. 
The abdomen was distended. There was dullness in 
the left hypochondrium, with marked tenderness and 
muscular spasm in this region. There was tympany 
elsewhere in the abdomen. 

He was given a high enema, relieved of large masses 
of scybale, and became much more comfortable. He 
was transferred and admitted to the service of Dr. 
George H. Monks at the City Hospital and on June 
10, there still being a tender mass in the left hypochon- 
drium, which was yery tender, he was operated upon 
by Dr. George H. Monks. 

At operation Dr. Monks made an incision over the 
tumor and found the stomach adherent to the anterior 
abdominal wall and very much thickened. Separating 
it a perforation about a quarter of an inch in diameter 
was found on the anterior surface near the cardia, on 
the left. After walling off, the ulcer was.infolded and 
a posterior gastro-enterostomy performed. 

The convalescence was slow on account of a mural 
abscess, which was opened on the eighth day. He was 
discharged on July 24, six weeks after the operation 
In August he returned on account of an abscess in the 
right lung. A small tumor developed in the scar of 
the abdominal wound at this time, which was excised 
and proven to be a small round-celled sarcoma. After 
convalescing from his lung abscess he went home and 
died at his home about the middle of December.' 


This case is introduced here as an instance for 
subacute perforation and because it illustrates 
that in certain cases it is impossible to do a pos- 
terior gastro-enterostomy without separating the 
adhesions of the ulcer to the abdominal wall. It 
also illustrates the fact that the location of the 
pain and tenderness resulting from the perforation 


' This case has been pened in the Boston MEDICAL AND SurGI- 
CAL JouRNAL, Aug. 4, 1904 








in the stomach depend on the situation of the 
ulcer, the symptoms in the three cases being as 
follows: Case I, tenderness in the right hypochon- 
drium; Case II, in the epigastrium; Case III, in 
the left hypochondrium. 

CONCLUSIONS. 

(1) The symptoms of subacute perforation of 
the stomach are similar to those of acute perfo- 
ration, with the important exception that they 
are less violent and are not followed by collapse 
or by the development of general peritonitis. 

(2) The location of the pain and tenderness 
depends upon the location of the ulcer and varies 
with it. 

(3) The treatment should be, if possible, pos- 
terior gastro-enterostomy without breaking up 
the protective adhesions. 


i, 
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SENILE EPILEPSY.* 
BY G. KIRBY COLLIER, M.D., 
Craig Colony for Epileptics, Sonyea, N. Y. 

SeENimLITY or old age is classified both as a 
pathological condition, and as a purely physio- 
logical process of the organism. Cicero it was 
who first said that it was a pathological condi- 
tion, but to-day we regard senility, with what 
might be called itS normally pathological changes, 
as a physiological process, as much so as we do 
the evolution from childhood to adult life. There 
we recognize the transformation of the various 
tissues of the body to that degree, when the great- 
est amount of work is required of them. In 
childhood we see this progressive building up 
process beginning in fetal life, and continuing 
up to and beyond puberty, that is, until the 
eighteenth to the twenty-fifth year of life. 

Senility, we note, has just as great extremes. 
In certain individuals, senile changes may begin 
as early as the forty-fifth year; in others not until 
the seventieth or seventy-fifth year. As a rule, 
the beginning, if we can say there is a beginning 
to this retarding functioning, occurs usually at 
the sixtieth or sixty-fifth year. 

Cozalis stated that ‘‘ One is of the age of his 
arteries.”” We see errors in this well-known 
statement; for instance, arteriosclerosis is seen 
in individuals suffering with an arterio-capillary- 
fibrosis, or endocarditis chronica deformans, 
who have not as yet passed the age of forty. In 
these cases we recognize the cause of the ather- 
roma, but in the vascular changes incident with 
old age or senescence, the causes are not found 
so easily. 

In the fibroid and calcareous degenerations 
found in the adult, the cause can be usually 
traced to alcoholism, lead poisoning, syphilis, 
gout, rheumatism, diabetes, and the chronic 
diseases of the kidneys. Heredity is also said 





to be an important causative factor, but in the 
involutional changes due to senility, this change 
is recognized, not as a disease condition, but as 
a necessary biological decline which is gradual 

* Read at the Annual Meeting of the National Association for the 


Study of Egilepey and the Care and Treatment of Epileptics held 
fass., Nov. 22, 1904. 


at Boston, 




















Vou. CLII, No. 18] 


BOSTON MEDICAL AND SURGICAL JOURNAL 


519 





in its course. Senility is a normal physiological 
condition, as much so as is growth. 

Among the senile changes seen are those of the 
heart and vessels, lungs, kidney changes, intes- 
tinal disorders, hepatic changes and the many 
modifications seen in the brain. The pulse rate 
of the normal aged is increased, but there is not 
that marked difference that is so often quoted; 
the average, we think, should be placed at about 
seventy-three per minute, but no higher. In 
the vessel wall is found the most marked change 
of senility. Here is seen the marked overgrowth 
of connective tissue formation with the subse- 
quent deposition of calcareous salts beginning 
in the tunica intima of the vessel wall and coin- 
cidently affectnig the endocardial lining of the 
heart. As the result of this we also see fibroid 
changes in other organs, the smaller vessels being 
the first to undergo this change, and to the 
greatest degree, such as the liver and kidneys. 
The arterial circulation is thereby impaired, less 
of elasticity in the vessel wall with a correspond- 
ing increase of arterial tension, and an hyper- 
trophy of the left ventricle due to the increased 
amount of work required of the heart, and a 
narrowing of the caliber of the smaller arteries 
and the subsequent impairment of the nutrition 
of the organs supplied thereby. This condition, 
arteriosclerosis, is almost constant in the aged. 
As a sequela of these arterial changes which are 
most paramount inisenescence, there is the result 
of this impaired nutrition. As evidences of athe- 
roma of the aorta and coronaries, there is a myo- 
carditis and angina pectoris; and gangrene of the 
extremities, especially in the aged, point to sclero- 
sis of the vessel wall. As a result of the athero- 
matous changes in the large and small cerebral 
vessels, there are attacks of vertigo and periods 
of unconsciousness. 

The symptoms of senility we know are more 
prone to make their appearance earlier in life in 
those who have any hereditary factors, tending 
not only to senility, but to any of the general 
systemic disorders, as tuberculosis, cancer, syphil- 
lis, rheumatism and others. Also as a result of 
senile changes we may find a recurrence of a pre- 
existing disease, but it must be remembered that 
the aged are just as prone to the various maladies 
of life as the youth or adult. 

Measles, smallpox, scarlet fever, bronchial 
pneumonia, pertussis, parotiditis, etc., are all 
classified as diseases of early life, yet we some- 
‘times find the aged affected with the same. In 
this class might be also put typhoid fever, pneu- 
monia, influenza, typhus fever, malaria, erysipe- 
las, syphilis, phthisis, tabes dorsalis, apoplexy, 
hypochondriasis, melancholia, mania, paranoia; 
and epilepsy cannot be an exception. Cannot 
epilepsy be caused by the senile degenerations? 


THE FREQUENCY OF SENILE EPILEPSY. 


In Dr. Spratling’s “‘ Epilepsy and Its Treat- 
ment,” he reports in a series of 1,302 cases, 23 
of which had their first attack between the forty- 
ninth and sixty-ninth year; 11 of which began 
between the forty-ninth and fifty-ninth years, 





and 12 between the fifty-ninth and sixty-ninth, 
or 1.75% of the whole number. 
Gowers, in 3,002 cases, found 


71 cases between 40-49 years or 2.4% 


40 ,, i 50-59 © ,, 1.3% 
15 ,, ss 60-69 ,, 
1 case oa 10-79 ,, 5% 


In 2,222 cases he found heredity as follows: 


Forty years and over, 134 cases, 40 showing heredity or 
30%; 20-39, 496 cases, 187 showing heredity, or 37.7%; 
under 20, 1,592 cases, 661 showing heredity, or 41.5%. 


In 70 males, over forty years of age, he also 


noted there was heredity in 21 cases or 30%. In 
42 females, heredity in 15 or 35.5%. In this 


we see a gradual lessening of the hereditary factors 
from 41.5% to 30% in the aged. 

This, of course, is due to a certain extent, by 
the preceding generations from whom most points 
of the family history can be obtained, having 
passed away. 

In the cases of senile epilepsy many can be 
traced to traumatic origin, alcoholism or syphilis. 

H. C. Wood goes so far as to state that “‘ An 
epilepsy which develops after thirty-five years 
is not idiopathic, but is due to some organic brain 
disease, to the use of alcohol, reflex irritation or 
other causes, which in some cases may be so 
hidden as to be exceedingly difficult of recog- 
nition.” He also says that 80% of all cases after 
thirty-five years are due to specific brain diseases. 

This may be true, yet we cannot always find 
a definite causal relationship in some cases. In 
a series of 21 cases admitted to the Craig Colony, 
whose ages at the onset of the epilepsy ranged 
from forty-five to ninety years, the main facts may 
be found on the following page. 

In analyzing these cases there is the decrease 
in the hereditary factors as noted in Gowers’ 
statistics, and also the oldest case in the series 
is of good heredity, whereas seven of the nine 
cases developing between the forty-fifth and 
fiftieth years show evidences of mental enfeeble- 
meat and dementia. In all the cases the seizures 
were of the grand mal type. Six cases show 
atheromatous senile changes in the arteries, and 
a cardiac hypertrophy, and one was a hemiplegic. 
In only one case is there found alcoholism as a 
ause. 

Below we give the histories in five cases of 
epilepsy in which the onset occurred between the 
forty-sixth and sixty-fifth years: 


Case I. A farmer by occupation. Admitted to 
the Craig Colony in 1896. Social condition, widower. 
Has one son who is an epileptic whose seizures made 
their appearance previous to onset of the disease in 
the father. Seventy years of age on admission, and 
the first epileptic seizure occurred at the age of sixty- 
five years. 

On admission, his mental state was clear, but mental 
processes were slow and imperfect, ‘ reminiscent.” 
Was fairly well nourished, muscles showing old age 
tremor. Hearing defective, and a marked arcus 
senilis in both irides. Speech slow and hesitating. 
Weight, 171 pounds. Has a double inguinal hernia. 

Seizures are preceded by what the patient terms 
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‘Lhararta "7 : *hvsics 
No. at ‘on. _ Heredity. Probable “a ay ‘cum ——‘Paraly- 
onset. admission. — attacks dition. nation. Sis. 
1 65 70 = =T.B.C. Senility G.M.-P.M. Clear Arcus — senilis, No 
both eyes 
2 50 53. + None Senility G.M.-P.M. Fair Cardiac No 
3 51 58 Alcoholism and Alcohol and G. M. Memory poor Normal No 
Rheumatism Heredity 
t 62 68 None Senility G. M. Dementia Mitral regurg. No 
5 46 18 None Syphilis, Aleohol G. M. Normal Normal No 
6 57 58 None Senility G. M. Dementia Arterio-fibrosis No 
Phthisis Arcus 
Senilis 
7 45 65 Insanity Menopause G. M. Dementia Mitral regurg. No 
8 47 19 Noneobtainable Alcoholism G. M. Good Normal No 
9 51 53 Neurotic family Trauma G. M. Feeble minded Normal No 
10 57 62 Alcoholism; mi- Senility G. M Enfeebled Normal No 
graine 
11 45 18 Mother, brother, Heredity G. M. Depressed Normal No 
sister epileptic 
12 47 51 T. B.C. Paraly- Cerebral Apo G. M Dementia Mitral regurg. 1 hemiplegia 
sis plexy 
13. 56 67 Aleoholism; Epi- Heredity G.M Senile dementia Mitral regurg. No 
lepsy 
14 49 51 1. 2D. \. Menopause G. M Enfeebled Normal No 
15 62 64 Specific G. M Enfeebled Normal No 
16 52 72 Trauma G. M. Dementia Arteriosclerosis No 
Mitral regurg. 
17 47 50 Cancer Unknown G. M.-P. M Dementia Normal No 
18 89 914 Cancer Senility G. M. Good Arcus senilis No 
19 46 66 Trauma (?) G. M. Slight dementia Arcus senilis No 
20 64 69 Cancer, T. B.C. Senility G. M. Some dementia Mitral regurg., Impairment 
Arteriosclerosis both legs 
21 49} 55 None Menopause G. M. Fair Two aortic ac- No 
ss centuated 
HeREDITY MENTAL ConpDITION. 
Ages. No. Cases Yes No l'rauma Good. Fair. Demented. 
15-50 9 3 6 0 2 3 1 
50-55 1 l 3 0 l 1 2 
55-60 3 I 2 0 0 0 3 
60-65 3 ] 2 0) 0 0 0 
65-70 1 0) l 0 l 0 0) 
70-75 0 0 0 0) Q 0 0 
75-80 0 0 0 0 0 8] 0 
SO-85 0 0 0 0 0 0 0 
85-90 l 0 l 0 ] 0 0) 


‘chills’ which are in reality, short periods of clonic | 


spasms. 

Age at present, seventy-eight years. Is of a senile 
appearance, with a marked kyphosis of the spine. An 
arcus senilis entirely surrounds both cornee. Tem- 
poral arteries are tortuous. Marked atheroma of the 
radials. Face shows lack of expression, but no asym- 
metry. Slowness in movement, but no inco-ordination 


of upper extremities. Coarse tremor of hands. Has 
a staggering gait. Romberg symptoms. Patellar 
reflex absent. Ankle jerk absent. Plantar reflex 


present. Testicles sensitive. Has periods of mental 
disturbances, sometimes preceding, again taking the 
place of, or following a seizure or seizures, more 
frequently preceding the attacks. These periods are 
characterized by semi-systemized delusions and hallu- 
cinations of sight. 

Since his admission to the Colony he has had 465 
seizures, on an average of 58 attacks per vear. During 
this time there has been a progressive mental enfeeble- 
ment, until now the patient is in a state of senile de- 
mentia. 

CasE II. An intelligent male, aged fifty-four years. 
Nativity, England. Occupation, bookkeeper. Com- 
mon school education in England, after which he 
entered a banking house as bookkeeper. 

Paternal grandfather, aged one hundred and one 
years, at death. Father died at age of seventy-eight 
years, and mother at age of seventy-two years. 
nal grandparents were both long lived. 


Mater-| patients for the past three years. 
One sister’ health is good. 


died of scarlet fever in early life; another sister died 
shortly after trauma to the knee. 

Patient has led a roving life, acknowledging alco- 
holism. In 1897, at age of forty-seven years, he was 
operated upon in New York City for what he states 
were ‘“carbuncles”’ on the spine. On the second 
night following operation, patient had his first attack. 
Following this seizure, patient was paralyzed, he states, 
in both extremities, being confined to bed for about 
three months. 

About six weeks after the first attack, he had a 
second, while walking on the street. He fell into an 
areaway, causing a lacerated wound over the right eye, 
and fracturing the nasal bones, the result of these 
injuries being plainly evident at this time. 

Admitted to the Craig Colony in 1899, two years 
after onset of the disease, aged forty-nine years. Men- 
tal status, good. Heart accentuated second sound. 
Lungs, normal. Fairly well nourished. Loss of hear- 
ing in right ear and some impairment in left ear. Sight, 
defective. Speech is normal, but at times is of a stam- 
mering nature. Skin reveals large scar between the 
scapula — the seat of operation referred to above. 
Weight, 148 pounds. A symmetry of face. Reflexes 
not exaggerated. Atheroma of the radials present, 
but not marked. No arcus senilis. Good mental 
condition, patient being an excellent bookkeeper, 
having had entire charge of the seizure records of 900 
General physical 
He walks to a nearby village, about 
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four miles 
week. 

Preceding an attack, he says that he has a “ nervous 
feeling,” or an impression of some impending danger, 
which is sometimes of long enough duration for him to 
return to hisroom. Oftentimes he is mildly automatic 
before, and almost always following a seizure. Since 
admission he has had 89 grand mal seizures on an aver- 
age of 15 each year. There has been no marked change 
in his mental condition during this time. Following 
attacks there is, at times, a period of mental confusion 
which may continue for twenty-four or forty-eight 
hours. 

Case III. This patient was .admitted 
Craig Colony in 1902, aged fifty years. A farmer by 
occupation. Mother died of kidney disease at age of 
seventy years. Father died at the same age; cause 
of death unknown. Paternal grandmother aged eighty 
eighty-nine years at time of death. 

Patient has an aged appearance, and his mental 
condition is one of dementia. Is unable to walk with- 
out assistance. Loss of co-ordination of muscles of 
extremities. Romberg symptoms. Is unable to pre- 
serve the erect position with the eyes closed and feet 
together. Right pupil is distorted and displaced as 
a result of an old injury from a splinter; loss of 
accommodation and loss of right reflex. Joints show 
some enlargement. Atheroma of radials and temporals, 
temporals being very tortuous. 

First attack occurred at age of forty-seven years 
while patient was engaged as foreman on a railroad, 
second attack oécurring one month later. No cause 
could be assigned to these. Has no aura. Since 
admission he has had 35 attacks, all of the grand mal 
type. 

Case IV. Admitted to the Craig Colony in 1900, 
aged sixty-two. A farmer. Married. Father was 
a moderate drinker. Mother subject to headaches. 
First attack at age of fifty-seven years. 

Mother about seventy years at death. 
sixty-seven years at death. 
up to time of death. One sister died at about sixty 
years. Brother about sixty at death. Married. Had 
11 children, 9 living; 2 died in infancy. 

About twenty years ago patient states that he had 
a fall of about sixty feet from the roof of a building. 
As a result of this, he was in a hospital in San Francisco 
for about three months, but can give no account of his 
injuries. Was well and hearty thereafter. This 
occurred about eight years previous to his first attack. 

His first attack occurred at the age of fifty-seven 
years, during the night. Was told in the morning 
that he had had a seizure. Wandered about the room 
as if in a nightmare. Attacks have never occurred 
during his wllne hours, always while asleep. 

General appearance is senile. Skin of a brownish 
hue. Hair gray and alopecia of vertex. No evi- 
dences of any constitutional disease. Slight facial 
asymmetry. No loss of enervation of facial muscles. 
High, flat, roofed palate. Hearing good for his age. 
No jaundice, flushing or cyanosis of skin. Reflexes 
not exaggerated. Station normal. No paralysis. 
No evidences of syphilis. Some enlargement of joints. 
Sight good. Has arcus senilis of both irides; react 
to accommodation and light. Regular in form and 
size. No discharge from ears. Marked atheroma of 
vessels. Varicosity of veins of lower extremity. His 
mental condition is one of primary dementia, and 
during the past five years, he has had 58 seizures, all 
of which occurred while he was asleep. He is a faith- 
ful worker at the Colony assisting the farmer. 

Case VY. Father died at age of ninety-five years 
of pneumonia. Age of mother at death, eighty-five; 
cause unknown. 


distant, two or three afternoons a 


to the 


Father aged 
Both well and hearty 





Maternal grandmother aged ninety-' 


five at death. One brother died at age of sixty-two 
years, another at age of seventy-five. One sister died 
at forty. Two sisters living, aged sixty and fifty-two 
years respectively. No history of epilepsy, insanity, 
tuberculosis or alcoholism in progenitors. 

Is a farmer by occupation and has been twice married. 
Two children died in infancy. Has two sons living, 
who are well and healthy. 

Age of patient on admission to the Craig Colony, 
sixty-six years. First attack occurred at age of forty- 
six years, about six months after he had received what 
he calls a severe “ strain.’’ No history of head injury, 
and he states that he was in perfect health previous to 
onset of disease. Has always been temperate and 
denies venereal disease, no evidences of which are 
found. Seizures at first occurred every two months; 
at present every four weeks. 

Aura, dizziness. Pupils are normal. Has a slight 
arcus senilis of both irides. No radial atheroma. 
Some impairment of peripheral circulation, skin being 
parchment like. Fairly well nourished. Knee jerks 
exaggerated. Wrist jerks normal. Mental condition 
fair. He has had nine attacks during the past ten 
months. 

A patient, aged ninety-one years, was admitted to 
the Colony in 1903, who was in excellent mental condi- 
tion even at that great age. He had been a prominent 
lawyer in his time, but retired from his profession at 
the age of seventy and engaged in farming. He denies 
the use of tobacco or alcohol. 

Mother died at the age of eighty-one years of some 
intestinal disease. Father at age of eighty-six died 
of ‘‘ gastric trouble.”’ Paternal grandmother was 
aged ninety-eight at time of death. 

There could be no history obtained of epilepsy, 
hysteria, insanity, tuberculosis or syphilis in the 
family. The patient had always been strong and 
healthy, attending to the duties of his profession until 
his retirement. At the age of eighty-nine he had his 
first attack. Was alone at the time. A short while 
previous to this, he had an attack of influenza which 
was at the time supposed to be the cause of this attack. 
During the past two or three years of his life, his seiz- 
ures occurred once or twice in three months. Had no 
aura. At times attacks would occur which involved 
only the right half of the body. Following attacks, 
he had occasional periods of mild mental disturbance. 


a 


Clinical Department. 


REPORT OF A CASE OF HEMORRHAGIC PERI- 
CARDITIS: ASPIRATION; RECOVERY.* 


BY FREDERICK BRYANT, A.B., M.D., WORCESTER, MASS. 


Mrs. H., a tall, slim woman of thirty-eight years, of 
unimportant family and previous history, was taken 
sick the morning of Oct. 25, 1904. She complained of 
severe pain in her left back, over the lower half of the 
scapula. This pain was much increased by a dry 
hacking cough. She would not allow herself to take 
a deep breath for fear of increasing the pain. There 
were chilly sensations in back and limbs, but there had 
been no distinct chill. Her pulse was 130, her tempera- 
ture 103° and her respirations were 24. There was 
slight dullness over the lower half of the left back. A 
dry friction rub could be heard in this area on deep 
inspiration. The front was normal excepting a slight 
systolic murmur at the apex. 

Oct. 26, the morning pulse was 140, temperature 
103°, and respirations 25. The physical signs were 

*Read before the Worcester District Medical Society, Jan. 11, 1905. 
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practically the same. Alarmed at the rapidity of the 
pulse and the marked prostration of the patient I 
requested Dr. McKibben to see her in the afternoon of 
the same day. He found the pulse 125, temperature 
102.5° and respirations 25. He confirmed the physical 
signs in the back and also heard a pericardial friction 
rub. The next morning (Oct. 27) I was unable to 
discover any friction rub over the precordium. The 
heart area was not enlarged to any appreciable extent. 
The pulse was 110, temperature 102° and respirations 
25. A series of herpetiform eruptions had appeared on 
her upper lip. The dullness over the left lower back 
had appreciably increased. Fine crepitant riles were 
heard on deep inspiration. Voice sounds and bronchial 
breathing were transmitted directly to the ear, in the 
middle zone of this area. A decided change was 
noticed in the condition of the heart. The sounds 
were not only rapid and weak, but had assumed a gallop 
rhythm. Considering this gallop rhythm an exceed- 
ingly serious omen, and as the chest signs were puzzling, 
I called Dr. Comey in consultation the following day 
(Oct. 29). Dr. Comey concluded that the signs in the 
left back could only be consistent with pleuro-pneu- 
monia and he demonstrated a small amount of fluid in 
the left pleural cavity 

Oct. 30, the pulse was 107, temperature 101.5°, 
the respirations were 25. This day the patient 
drowsy and desired to be let alone. Oct. 31, 
condition was much the same except that she was 
more drowsy and apathetic. The chest 
signs were unaltered. 

Nov. 1, the picture was entirely changed. 
patient was decidedly worse. 
pletely comatose. Her face was pallid, dusky and 
anxious. Her lower jaw was dropped and her head 
thrown back. She was breathing irregularly and in 
gasps. Her eyes were expressionless and dull. Her 
evacuations were involuntary. She appeared to me 
to be certainly moribund. The pulse was 150, and the 
temperature 101°. The pulse was weak and thready. 
The heart sounds still exhibited a well-marked gallop 
rhythm. The area of cardiac dullness was exceedingly 
enlarged and triangular, extending from well outside 
the left nearly to the right nipple, including the fifth 
interspace and extending up to the second rib. The 
precordium bulged and pulsated. There was also a 
distinct splash synchronous with each heart beat which 
I thought, at the time, to be caused by the heart splash- 
ing pericardial fluid. This splash could be heard by 
the unaided ear while bending over the patient. The 
nurse stated that she had heard the sound some time 
previous to my arrival. 

In consultation with Drs. Comey and McKibben 
it was decided to aspirate the pericardium. We 
selected the largest hollow needle at our command, 
thinking that pus might possibly be present. Dr. 
McKibben inserted the needle at the fourth interspace 
one and one-half inches to the left of the sternum, 
with the result that what appeared to be clear blood 
flowed freely into the flask. The pulse was unchanged 
and the point of the needle was in a cavity, since it 
could be moved freely and was receiving no impulse 
from the heart. 

Nearly a pint of fluid was removed which answered 
practically to all the properties of blood. It quickly 
formed a large clot pressing clear serum to the surface 
of the bottle. I regret to add that no bacteriological 
test was made of this fluid owing to our haste and anxi- 
ety for the patient, and no care was taken to keep the 
fluid from contamination. 

Although the needle was large and dull, the patient 
was in so deep a coma that she did not once struggle 
or resist. Examination of the heart immediately after 
confirmed that the needle must have been in the peri- 


and 
was 
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still 
and heart 
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She was almost com- 





cardial cavity. The extensive area of dullness had 
disappeared. The splash which accompanied each 
heart beat was no longer heard excepting during inspi- 
rations. The precordium no longer bulged or pulsated, 
but instead there were depressions between the ribs. 

For three days before the aspiration, and for several 
days after, the patient got one thirtieth of a grain of 
strychnia every two hours, day and night, and ten 
minims of the tincture of digitalis every three hours. 
The evening of the operation the pulse was 140, and the 
temperature 104°. The bruit de gallop had disappeared. 

The following day (Nov. 2) the pulse was 120, and 
the temperature 101.5°. The evening pulse was 90, 
and the temperature 100.8°. The pulse was slowing 
so rapidly and was so irregular that the digitalis was 
omitted. This day the patient became conscious of 
all that was said or done about her. The evacuations 
became voluntary. On the third day (Nov. 3) a re- 
markable change was noticed in the heart’s action 
while the temperature remained at 100°, the pulse 
dropped to 55, and continued to be irregular. The 
mixed signs in the chest were found to be rapidly 
clearing. There was less dullness and the bronchial 
breathing was less distinct. This evening the tempera- 
ture was normal and patient complained of hunger. 

The temperature never again rose above normal. 
On the following day (Nov. 4) the pulse dropped to 42, 
and wasirregular. It was not till Nov. 9 that it reached 
60 beats per minute. Nov. 12, she began to sit up in 
bed. All pain had disappeared. She did not cough. 
Her appetite was keen and her mind was clear. At 
the present time the-patient is up and about the house 
and considers herself nearly as well as she was before 
her recent sickness. 


In reviewing this case one wonders at the low 
temperature, the heart signs, and the hemor- 
rhagic fluid. Until the second day after the 
aspiration the rapidity of the pulse was out of 
keeping with the temperature, but this is easily 
accounted for by the pericarditis. The fact that 
the respirations were never over twenty-five per 
minute, that there was no initial chill, that there 
was no prune-juice expectoration would go to 
show that the pneumonia was of very mild grade 
with small involvement and low toxemia. Brady- 
cardia is not uncommon in recovery from acute 
infectious processes. The bruit de gallop is a 
symptom of grave prognostic importance, and 
death rather than recovery is the rule where it 
is present. The splashing sound, which was 
heard synchronous with each heart beat, I am 
now convinced was due to fluid in*the stomach 
receiving its impulse from the pericardial effusion. 
The persistence of the splash during inspiration 
proves that the stomach contained a considerable 
quantity of fluid. The fact that blood was found 
in the pericardium renders this case decidedly 
extraordinary. A _ pleuro-pneumonia accom- 
panied by a simple serous pericarditis is not so 
very uncommon. Osler found five out of one 
hundred autopsies. But hemorrhagic pericar- 
ditis had been associated for the most part with 
tuberculosis, carcinoma, or some grave and well- 
nigh fatal disease upon which was engrafted a 
hemorrhagic diathesis as in black measles, variola 
nigra, black diphtheria, virulent scarlatina, 
scurvy, etc. This undoubtedly is the rule, but 
there are certainly exceptions to this conclusion, 
as the case in hand, as well as a very few others 
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which have been reported, lead us to the belief 
that hemorrhagic pericarditis is not always fatal, 
neither is it so alarming a complication as popular 
and accepted conviction would lead us to believe. 

Effusions gather in serous cavities slowly and 
gradually, but in this case I am confident that 
the blood entered the pericardium comparatively 
suddenly from the fact that it was not detected 
previous to Nov. 1, although the heart was 
examined twice each day, and from the fact that 
the patient was so desperately and decidedly 
worse upon the morning referred to. Is it not 
possible that a small erosion of the pericardial 
surface or the rupture of organized adhesions 
might give rise to this condition? Both the 
epicardial and the pericardial surfaces are deeply 
stained and extravasations are present due to the 
inflammatory process. Is it not possible that 
while these two surfaces are in apposition, a 
small erosion might be produced which, in turn, 
might open up a small pericardial blood vessel, 
and in this manner a hemorrhage take place into 
this pericardial cavity while the other mucous 
membranes remained intact? 

In a careful review of the literature we are able 
to find twelve cases of hemorrhagic pericarditis 
which have recovered. A dozen cases seems a 
small number, but it is fairly large when we con- 
sider that paracentesis of the pericardium has 
been reported to have been performed, in all, 
less than one hundred times. These twelve cases 
from which a fluid was withdrawn, ranging from 
bloody to apparently pure blood, recovering 
permanently as they did, stand as an unanswer- 
able argument that other bacteria than tubercle 
bacilli are capable of producing a hemorrhagic 
fluid. It has. long gained authoritative accept- 
ance ‘‘ that the presence of a bloody fluid on aspi- 
ration is decidedly in favor of tuberculosis.”’ In 
the case under discussion the bloody pericardial 
effusions appeared in an acute disease which was 
neither preceded nor followed by a single sign of 
tuberculosis. Sears reports a case of hemor- 
rhagic pericarditis in which the culture gave a 
pure growth of pneumococci. I feel confident 
that a similar result would have been obtained 
if the fluid, in this case, had received a bacterio- 
logical test. 

This experience would surely give one con- 
fidence in aspirating the pericardium whenever 
fluid is found to be present in sufficient quantity 
to embarrass the heart’s action. In the present 
case I am very confident that had we not inter- 
fered, the patient would have lived only a few 
hours. Is there any valid reason why a pericar- 
dial is not susceptible to the same treatment as a 
pleural effusion? There is a certain awe or fear 
for so vital an organ. ‘It is hard to bring our- 
selves to interfere with the pericardial, as with the 
pleural cavity.”” It is recorded also that such a 
procedure has proved fatal. But for all this the 
feeling is gaining ground that the pericardium may 
be aspirated with reasonable safety. Roberts, 
in 1879, said: “I feel confident that patients 
have died and do die every year because the 
attendant has been too timid to thrust a trocar 





into the pericardium to relieve the enfeebled 
heart of the hydrostatic pressure which is endeay- 
oring to prevent its very pulsation. The opera- 
tion should not be delayed till the patient is worn 
out, the lungs engorged, and the pericardial con- 
verted into a pyogenic membrane, but should be 
thought of as it is in pleural effusions as soon as 
the inadequacy of drugs is evident. I would say 
paracentesis of the pericardium is certainly a 
justifiable operation; nay, more, it is, at times, 
imperatively demanded, and he who refuses to 
give the patient such a chance for his life, in 
proper cases, is as guilty as he who allows a child 
to die unborn because he delays the application 
of forceps.” ! 


————— 


Medical Progress. 
RECENT PROGRESS IN NEUROLOGY. 


BY PHILIP COOMBS KNAPP, A.M., M.D., BOSTON. 


(Concluded from No. 16, p. 463.) 
EXHAUSTION DISEASES OF THE NERVOUS SYSTEM. 


EpINGER‘ in an interesting series of articles, 
discusses once again the theory which he advanced 
some ten years ago, that there are nervous dis- 
eases which develop because under certain cir- 
cumstances the normal demands imposed by the 
performance of function is not met by a corres- 
ponding restoration within the tissues. The 
characteristic of this condition is a simple atrophy 
of nerve fiber. All diseases of the nervous system 
can be divided into focal diseases, toxic affections 
and exhaustion diseases. In healthy persons 
exhaustion is characterized anatomically within 
the cell by a disappearance of the tigroid bodies 
and perceptible changes in the medullated fibers. 
If the using up of tissue is too great, or the re- 
placement is insufficient, there is more permanent 
and complete destruction of the cell and fiber. 
The glia proliferates to take the place of the 
degenerated nerve tissue. The process in all 
these diseases is identical, but the location differs. 
They are all progressive. These exhaustion 
diseases may arise on account of abnormal de- 
mands on the normal tracts, although there is 
normal restoration of tissue. In this way may 
be explained the various atrophies from disuse 
and the professional neuritides. In other cases 
there is not a sufficient restoration to meet the 
demands of normal functions. These cases are 
usually due to some poison, such as syphilis or 
lead. He gives a number of interesting obser- 
vations of lead paralysis to prove that the paraly- 
sis first affects the muscles upon which the great- 
est demands are made, and shows the excessive 
use of the extensors of the wrist in the use of the 


1 The discussion which followed the reading of this report was 
yarticipated in by Dr. G. G. Sears of Boston and Drs. Comey, Mc- 
Kibben, Greene, and S. B. Woodward of Worcester. The question 
arose in this discussion as to whether or not there was a pneumonia 
present in this case, as a large amount of fluid in the pericardium 
gives dullness in the left lower back and other signs closely simulat- 
ing pneumonia. The view was also ~ ye that the remarkable 
slowing of the pulse was, in all probability, due to the digitalis, as 
there was hardly enough toxemia present to produce so extensive 
stimulation of the vagus. 

* Deutsche med. Wochenschr., Nos. 45, 49, 52, 1904; 1, 4, 1905. 
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paint brush. He gives many instances also of 
the effect of over-exertion in one part or another 
in exciting or aggravating certain special symp- 
toms of tabes. The cause of the exhaustion may 
differ according to the nature of the poison. 
Examples of this second class of exhaustion 
diseases are polyneuritis, tabes, combined sys- 
temic diseases and general paralysis. Exhaustion 
diseases may also develop when different nerve 
tracts are from the outset not sufficiently devel- 
oped to be able permanently to perform their 
functions, but atrophy prematurely — the abio- 
trophy of Gowers. The hereditary nervous 
diseases, many of the combined scleroses, amy- 
otrophic diseases of the cord and medulla, pri- 
mary nontabetic optic atrophy, and probably pro- 
gressive nervous deafness, belong to this class. 
Several nerve tracts may be affected in these con- 
ditions, either simultaneously or successively, 
and various combinations may occur. The 
types are not always constant; thus tabes and 
general paralysis may often coexist, and tabes 
and spinal amyotrophy sometimes occur together. 
Combinations in the third group, however, are not 
observed, because here some definite tract is con- 
genitally defective, while other regions are nor- 
mal, and thus this tract becomes more easily 
exhausted, whereas poisons exert an influence 
upon the entire nervous system, and that part 
is affected which is most used. The old theory 
of a selective action of poisons, such as the selec- 
tive action of lead upon the peripheral motor 
neurones to the extensors of the wrist, is 
regarded as no longer tenable; those neurones are 
affected because they are most exhausted by the 
demands put upon them. The _ therapeutic 
applications of this theory are obvious. With 
a given predisposition, toxic or hereditary, the 
possibility of exhaustion must be borne in mind. 
Thus tabetic patients should walk little, take 
only such exercise as does not fatigue, urinate 
every hour, wear dark glasses in bright sunlight, 
go to bed for a few days at any exacerbation of 
the disease, and fear any strain. By this means 
of treatment Edinger states that of late, for 
example, he has observed no vesical paralysis 
in tabes. In multiple neuritis absolute rest in 
bed is requisite; in mononeuritis fixation of 
the parts by splints. By careful application of 
this theory Edinger believes that we shall obtain 
greater results both in treatment and prophy- 
laxis. [The theory thus advanced, with a wealth 
of illustration and argument for which space is 
lacking here, is interesting and suggestive, but 
it hardly seems absolute. In point of fact, in 
tabes for example, we still know very little as 
to the determining cause. Syphilis is most 
probably the chief, perhaps the sole, predisposing 
cause, but we know nothing as to why one syphili- 
tic becomes tabetic and another remains well; 
nor, even though Edinger finds a history of ex- 
haustion as the exciting cause of the symptoms 
in some cases of tabes, was there a greater amount 
of exhaustion than with other syphilitics who 
did not become tabetic. Or, to take one indi- 
vidual symptom of tabes — optic atrophy. The 





optic nerve is constantly stimulated during our 
waking hours, more than any other sensory 
nerve in the body. Why should not optic atrophy 
be the first and most constant symptom in tabes 
instead of being observed in only a small per- 
centage of the cases? Why, furthermore, should 


exhaustion affect the sensory neurones under 
the influence of the syphilitic toxin, and the 
motor neurones under the influence of lead? 


Even on the hypothesis that to the exhaustion 
added a congenital defect of certain nerve 
tracts, sensory or motor, lead tabes and syphilitic 
amyotrophy ought to be commoner affections. 
Nevertheless, the theory, although not fully 
adequate, is suggestive, and the therapeutic 
indications are of much promise. Certain of 
them, indeed, as rest in bed for tabetics and 
immobilization by a splint in mononeuritis, 
have long been recognized as beneficial. Rep.] 


is 


ARGYLL-ROBERTSON PUPILS. 


Reichardt ® calls attention to a small tract of 
fibers in the posterior columns of the cord, be- 
tween the columns of Burdach and of Goll, known 
as Bechterew’s Zwischenzone. It seems to vary 
somewhat in size and arrangement and is pos- 
sibly connected with Schultze’s comma field. 
It seems to be composed of endogenous fibers 
and not of fibers which come from the posterior 
roots. In a general paralytic who presented 
no other physical symptoms, except pupils which 
did not react to light, Reichardt found no other 
changes in the cord, except a degeneration in 
this zone, from the second to the sixth cervical 
segments, but most marked in the third segment. 
He, therefore, studied thirty-four other cases of 
general paralysis, with especial reference to the 
pupillary phenomena and the changes in this 
zone. In eight cases the pupils did not react to 
light, and the knee jerks were normal or increased ; 
in ten others the pupils did not react and the knee 
jerks were lost. In all these cases there was a 
degeneration in this special zone in the third 
cervical segment, in some associated with general 
degeneration of the posterior columns, but in 
others where there were no changes in the 
root zone of the cervical cord or in the posterior 
columns anywhere in the cervical region. In 
ten cases the pupils were normal and the knee 
jerks normal or increased, and in two others the 
pupils were normal and the knee jerks lost. In 
all these cases this special zone was not degener- 
ated, although in one case in particular there 
were very extensive tabetic changes in the pos- 
terior columns of the cervical cord, including the 
root zones. In this case a considerable number 
of normal fibers were found in the Zwischenzone. 
In four cases of slow reaction slight changes were 
found in the zone. Reichardt, therefore, con- 
cludes that in all cases where the pupil does not 
react to light, but does react to accommodation, 
there is a degeneration of the fibers lying between 
the columns of Goll and Burdach, especially in 
the ventral portion in the third and second cer- 
vical segments. As the muscles of the iris need 

5 Archiv fiir Psychiatrie, xxxix, 324, 1904. 
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few fibers for their innervation, this area of de- 
generated fibers is small, scattered, and may 
easily be overlooked. TheSe fibers are probably 
of endogenous origin, since they are sometimes 
found degenerated when the rest of the cervical 
cord, and especially the posterior root fibers, are 
intact. This is an important fact in its bearing 
upon the pathogenesis of tabes, since it indicates 
that tabes is something more than a degeneration 
of the spinal ganglia and the posterior nerve 
roots and their axones as they pass up the cord. 
Reichardt advances the hypothesis that these 
fibers convey impressions from the skin to the 
centers in the lower medulla which inhibit dila- 
tation of the pupil and the light reflex, Bach’s 
superior cilio-spinal center. When these impres- 
sions are no longer conducted to the center, the 
pupils cease to react to light. The theory that 
the loss of the light reflex is due to changes in the 
ciliary ganglia is discarded because the ganglion 
has been found perfectly normal in some cases 
where the light reflex was lost. In other diseases 
of the cord besides tabes and general paralysis, 
especially in syringomyelia, these same pupillary 
phenomena may occur, if this zone of Bechterew’s 
be involved, but in many such diseases, — hemor- 
rhage, injury, tumor, — death is likely to occur 
from paralysis of the phrenic nerve before pupil- 
lary changes can be noted. In all cases the 
condition of the pupils should be observed fre- 
quently up to the last. 


PSEUDO-TUMOR OF THE BRAIN. 

Nonne ° states that there are types of disease 
in which our present experience and knowledge 
warrant the diagnosis of tumor of the brain, but 
the further course shows that the diagnosis was 
not correct, and we are unable to tell why the 
diagnosis was wrong. These cases either recover 
completely, or, if they terminate fatally, the 
autopsy shows no lesion. In support of these 
statements Nonne gives the details of a number 
of cases. Two cases showed right hemiparesis 
with increased tendon reflexes on the right side, 
optic neuritis, a gradual onset of the paresis, 
headache and nausea. The patients gave no 
evidence of syphilis, arteriosclerosis or anemia; 
they had previously been healthy and had no 
fever and showed no cause for abscess or pachy- 
meningitis. Both made a complete and_per- 
manent recovery under expectant treatment. 
Three other cases had headache, vomiting, som- 
nolence and stupor, slow pulse and choked disc, 
and later weakness of one side of the face and 
cerebellar ataxia. There was no evidence of 
syphilis or arteriosclerosis. All recovered under 
inunction, but in one case some _ post-neuritic 
optic atrophy persisted. The sixth patient had 
attacks of loss of consciousness, with spasm 
of the right arm, and later of the face and leg, 
tenderness on percussion over the left parietal, 
optic neuritis, right facial paresis, exaggeration 
of the tendon reflexes on the right. She was 
trephined, but nothing was found. She made 
a complete recovery, except for an occasional 


® Deutsche Zeitschr. f. Nervenheilkunde, xxvii, 169. Nov., 1904. 








slight convulsion. A seventh patient had left 
hemiplegia and hyperesthesia, optic neuritis, 
with hemorrhages, somnolence, mental impair- 
ment, increased pressure on lumbar puncture, 
vomiting and headache. Under mixed treat- 
ment he recovered in two months and was well 
three years later. There was no evidence of 
syphilis or any intoxication or infection. The 
eighth patient had headache, apathy, vertigo, 
vomiting, a slow pulse, increased pressure on 
lumbar puncture, optic neuritis, paresis of the 
left face and arm and right external rectus, and a 
Babinski reflex and clonus on the left. He also 
recovered under mixed treatment. In all these 
sases the diagnosis of tumor seemed warranted, 
yet they all recovered. These cases, while 
strongly supporting Nonne’s claim, are not as 
absolutely convincing as another series of four 
fatal cases which he reports. The first case had 
headache, vertigo, slight dilatation and more 
sluggish reaction of the right pupil, optic neuritis, 
left facial paresis and ataxic gait. She recovered 
completely, except for slight optic neuritis, and 
remained well for two years and a half. Then, 
after slight headache for a few weeks, she died 
suddenly. There was no autopsy. The second 
case had ataxic gait, headache, apathy, slow 
speech, intellectual slowness, slow pulse, optic 
neuritis, increased pressure on lumbar puncture, 
somnolence, left-sided paresis, stupor, vertigo, 
tinnitus and deafness. He gradually recovered, 
except for some weakness of the legs and slight 
mental failure, but died six months later of inter- 
current disease of the heart and bronchi. Nothing 
was found in the brain macroscopically or micro- 
scopically, except a few slight patches of arterio- 
sclerosis in the vessels at the base, and there were 
no traces of hydrocephalus. The third patient 
had headache, vomiting, sluggish pupils, optic 
neuritis, slow pulse, weakness and exaggerated 
reflexes on the left, ataxic gait, progressive 
dementia, convulsions and status epilepticus, 
sensitiveness of the skull on percussion, and 
apparent right hemianopsia. She became un- 
conscious and died. The autopsy showed nothing 
whatever. The fourth case had headache, nausea, 
vomiting, optic neuritis, right facial paresis, 
dilated and sluggish pupils, slight paresis of the 
right arm, ataxic gait and slow pulse. The head- 
ache grew much worse so that she was trephined 
with fatal results. There was marked anemia 
at the autopsy and some arteriosclerosis, which 
was only insignificant in the brain. The brain 
showed nothing beyond this. In both series of 
cases all the possibilities of syphilis, infection, 
toxemia, hydrocephalus, encephalitis, menin- 
gitis and thrombosis were carefully considered 
and were rejected. Nonne, therefore, feels jus- 
tified in concluding that there are cases which 
at first behave like cases of brain tumor, either 
of one hemisphere or of the posterior fossa, but 
which completely recover, either spontaneously 
or under mercurial treatment, although there is 
no suspicion of syphilis. Sometimes optic 
atrophy is left as a permanent symptom. The 
suspicion of idiopathic hydrocephalus is not jus- 
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tified. The cases which came to autopsy showed 
no changes in the brain, and the cases of hydro- 
cephalus, observed from various causes, had 
pronounced basal symptoms and ended fatally 
or in rapid recovery. These cases are of impor- 
tance in modifying the absolutely unfavorable 
prognosis usually given when the diagnosis of 
cerebral tumor is made, and in explaining the 
alleged recoveries after palliative trephining 
for cerebral tumor. They explain also the appar- 
ent cures in 11 cases out of 122 reported by 
Bramwell’ some years ago. 


PUERPERAL PARALYSIS. 


Von Hosslin * has made an elaborate study of 
279 cases of paralysis of central origin occurring 
in connection with the puerperal state. Hysteri- 
cal paralyses during pregnancy and in childbed 
should be diagnosticated only when there is very 
definite evidence of the functional character of 
the disease and when any organic change in the 
nervous system can be excluded. Pregnancy 
and its consequences seem, on the whole, an un- 
favorable soil for the development of hysterical 
paralyses, which are surprisingly rare, considering 
the psychical conditions associated with preg- 
nancy which would seem to favor hysterical 


manifestations in the predisposed. The prog- 
nosis of such paralyses seems favorable and 


they involve no danger to the child. No attempt 
should be made on account of them to induce 
premature delivery. Pregnancy seems to have 
an unfavorable influence upon myasthenia gravis 
(asthenic bulbar paralysis), and childbirth seems 
to have a still worse effect, but the relation be- 
tween pregnancy and the disease is seldom men- 
tioned in the reported cases. Apoplexy is of 
not infrequent occurrence. The age of the pa- 
tient seems of little influence, but it is more apt to 
occur in the earlier pregnancies and in the latter 
half of the pregnancy, or during or after child- 
birth. The auto-intoxications of pregnancy may 
exert an unfavorable influence on the structure 
of the blood vessels and thus predispose to hemor- 
rhage. The variations in blood pressure certainly 
play a great part. If the apoplexy occurs during 
labor, the prognosis is much more likely to be 
fatal, but no case was found in which, when 
apoplexy occurred during pregnancy, it recurred 
during labor. As long as the mother’s life is 
not endangered, there is little danger to the child, 
and, therefore, labor need not be induced. Albu- 
minuric paralyses are due either to cerebral 
edema or to cerebral hemorrhage. Hemorrhage 
is favored by the increased arterial tension and 
by the convulsions of puerperal eclampsia, and 
fatal hemorrhages are not infrequently found at 
the autopsies of cases of eclampsia. Albuminuric 
paralyses occur in the latter half of pregnancy, 
and usually at its close or during the puerperium. 
They often follow a convulsive attack. In the 
albuminuric cases there is grave danger to the 
child, if the paralysis comes on before birth. 
Paralyses from cerebral thrombosis are much 


7 Brain, xxii, 1, 1899. 


8 Archiv firjPsychiatrie, xxxviii, 730. 1904. 





less frequent. These usually occur after delivery 
and are probably favored by great loss of blood 
and infectious processes. The prognosis is rather 
more favorable than is that of hemorrhage. 
Embolism is less common, and is due to a puer- 
peral endocarditis or to pre-existing endocarditis 
made worse by the puerperal state. It may 
possibly arise from uterine inflammation or phle- 
bitis. Paralysis may also be due to other dis- 
eases of the brain, tumor, encephalitis or general 
paralysis, but here the association is of course 
accidental. The conditions must, however, be 
considered in a differential diagnosis. Preg- 
nancy favors the development of deciduoma 
malignum, which may give rise to a metastasis 
in the brain. Encephalitis also may arise during 
the puerperal state. Of diseases of the spinal 
cord which have existed before pregnancy tabes 
and progressive muscular atrophy seem to be 
uninfluenced by either pregnancy or parturition, 
except that the labor is sometimes painless in 
tabes. Multiple sclerosis, however, is sometimes 
made worse. Various spinal affections, such as 
tumor and gliosis, may develop during pregnancy 
without having any connection with it, but some- 
times pregnancy seems to develop the symptoms 
of a latent spinal disease. Other forms of spinal 
disease seem to be brought on by pregnancy. 
Spinal caries and its resultant paraplegia seem 
to be excited in some instances by pregnancy. 
The loss of blood and infectious processes are 
of much importance in the development of spinal 
troulles. Spinal apoplexy and _ infectious or 
toxic myelitis are the most important affections. 
Multiple sclerosis may also develop. In addition 
to these there is a peculiar form of recurrent 
myelitis which comes on with successive preg- 
nancies and gets well after delivery. Von 
Hosslin reports a personal case in which the pa- 
tient had five attacks, three in connection with 
pregnancy, recovering from all. The patho- 
genesis of the spinal affections occurring as a 
result of pregnancy seems to be chiefly toxic. 
In regard to the influence of central paralysis 
upon conception, pregnancy and labor, it seems 
probable that the uterus is capable of rhythmical 
contraction if separated from the spinal cord, 
but the contractions are less regular and probably 
less complete. Conception may occur not only 
in cerebral cases, but even in spinal diseases and 
complete paraplegia, although in some spinal 
cases the sexual desire is lost. Pregnancy is 
usually unaffected, but the patient may not be 
conscious of the symptoms. In some very severe 
cases of paraplegia there may be premature 
delivery. In cerebral paralyses labor is unaf- 
fected, but in spinal paralysis it may be delayed 
or painless, although usually labor is normal. 
The subject of the peripheral paralyses of preg- 
nancy is to be discussed in a future paper. 


~ 
> 


AccoRDING to the Journal of the American 
Medical Association, the city of Strasburg, Ger- 
many, is discussing the establishment of a central 
office to which physicians are to report all cases 
of tuberculosis among their patients. 
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Kieports of Aocieties. 


SOCIETY OF THE 
OF NEW YORK. 


StaTED MEETING HELD JAN. 31, Fes. 1 and 2, 1905. 
(Concluded from No. 17, p. 500.) 


MEDICAL STATE 


Seconp Day.— (Continued.) 


CONSERVATIVE PERINEAL PROSTATECTOMY ; 
OF TWO YEARS’ EXPERIENCE. 


RESULTS 


Dr. Huau H. Younce of Baltimore said that in using 
the word “ conservative ”’ he would not have it under- 
stood as opposed to radical surgery, but he simply 
meant the conservation of those structures which were 
in no way concerned in the obstruction to free mictu- 
rition, 7. e., the preservation of the urethra and ejacu- 
latory ducts. He related his experience with the 
suprapubic route and Bottini’s operation, and a num- 
ber of unexplainable failures led him to turn his atten- 
tion to the perineal route. He had devised a metallic in- 
strument which he considered even better than that of 
Parker Syms. The form of the perineal incision was 
of no particular consequence, but he usually made his 
cutaneous incision so as to give the best exposure to 
this region. He used an inverted V, with the apex over 
the posterior part of the bulb of the urethra and the 
branches extending to a point between the anus and 
the ischial spine on each side. This incision, though 
only carried through the superficial fascia, allowed the 
rectum to be retracted backward with ease giving a 
good exposure. 

This procedure had proven applicable to all forms of 
median lobe enlargement. In some cases the median 
enucleation might have been more quickly accomplished 
by the suprapubic route, but the operation described 
gave prospect of a shorter convalescence and less risk, 
and he was able to get excellent anesthesia by spinal 
cocainization of the perineum, whereas he had failed to 
get good results for the suprapubic route. In seventy- 
five patients operated upon during the past two years he 
had had no deaths, and normal urination had resulted 
in all but two instances. Epididymitis had been 
of extremely rare occurrence. Among the advantages 
offered by this operation were, that the prostate was 
attacked from the nearest point, and the whole ob- 
struction was in better view; that he was enabled to 
preserve the urethra and ejaculatory ducts and avoided 
injuring other structures more successfully than when 
he used other tractors; that the introduction of a small 
instrument did not add to the gravity of the operation; 
that the incision was used for drainage and did not 
prolong convalescence, and that the sexual power was 
preserved in a fair majority of cases. 

Dr. ALBERT VANDER VEER of Albany said that Dr. 
Van der Poel of New York, who arranged the sympo- 
sium, should be congratulated upon his success, and 
that he did not call to mind any meeting in which any 
subject had been so thoroughly presented as had been 
in the papers read. He said he was able to look back 
on many years of work on the prostate and he felt par- 
ticularly grateful for being able to acquire so much 
valuable knowledge as he had during the reading of 
these papers. He wished first to emphasize the im- 
portance of a correct diagnosis and to be certain that 
one was dealing with an actual prostatic enlargement. 
Dr. Chetwood’s paper he thought to be particularly 
valuable because he had pointed out some points which 
accounted for non-success of operations in certain cases. 
Dr. Vander Veer went back fifteen years when a posi- 
tive diagnosis was made of enlargement of the prostate. 
Dr. MacDonald and he performed an operation with 





an instrument like a drawing-knife, removing the 
middle lobe, and they had remarkable successes. He 
thought that if they could be positively sure that there 
was an enlargement then something could be done, 
but a correct diagnosis should always be made first. 
The various methods proposed now led him to believe 
that the operations for the removal of the prostate, 
when once it was decided that this was necessary, 
were not quite perfect. He believed some respect 
should be shown the catheter, and that such cases as 
were described by Harrison could be relieved by the 
use of a large sound and the use of the catheter. In all 
the papers read he said he had noted a conservative 
tendency, a tendency to retain and restore the function 
of the organ or parts of an organ. He contrasted the 
treatments advocated to-day with those advocated a 
few years ago when removal of the testes or resection 
of the vas was done. He agreed with what Dr. Young 
had said about removing this gland without tearing 
it too much; one should get it out as neatly as possible 
and with as much care as was exercised in the removal 
of any other part of the body. He did not believe it 
was absolutely necessary to preserve the entire pros- 
tatic portion of the urethra although it was wise to do 
so if possible. The operation when done from above 
made it possible to bring under observation such con- 
ditions as a saculated bladder, or a bladder with a 
valculus hidden somewhere, and one had such a good 
chance to see the steps of the operation. The impor- 
tance of good drainage, as emphasized by Dr. Lilienthal, 
was so very great in these cases and this he looked 
upon with a great deal of earnestness. After these 
operations an effort should be made to get the pa- 
tients out of bed early; they should be made to sit up 
and urinate; their confidence should be restored to 
them ; these were great aids in assisting in their resto- 
ration to health. As to the possibility of entering the 
rectum he hardly thought it was done often by the 
perineal route. He had a great deal of confidence in 
the instrument presented by Dr. Young and he believed 
it was better than taking hold of the prostate and 
pulling with the volsellum forceps; that instrument 
enabled one to bring the prostate down and attack it 
at its lowest point, or most prominent point. He 
believed that no department of surgery had made 
such vast strides as had been effected in prostatic 
surgery. 

Dr. Samuel ALEXANDER of New York said that in 
1894 he first made his contribution on operations upon 
the prostate for prostatic enlargement and, at that 
time, prostatectomy was on the decline while castra- 
tion was in the ascendency. It seemed to him strange, 
the revulsion of feeling which had taken place during 
the past ten years. He believed that it was only right 
that all honor should be given to McGill of England for 
placing prostatectomy for the first time upon a proper 
surgical basis, especially as he had been impugned 
by one of his own countrymen. All honor was due 
McGill for originating the idea, and the strong character 
shown in carrying it out and defending it against oppo- 
nents. The suprapubic operation of McGill was the 
suprapubic operation of to-day with this exception, 
that men were more skillful to-day because they knew 
more of the anatomy and surgical technic, but the 
operation, so far as the principles were concerned, was 
McGill’s, and consisted in the enucleation of the pros- 
tate by the suprapubic incision. He said he was sur- 
prised at the credit given Dr. Gouley, who performed 
his operation for the removal of large masses by the 
fingers, and was in truth not the same operation. In 
1894 when the question of perineal operations came 
up for consideration, the only operations then done on 
a strictly surgical basis were performed by Watson and 
Belfield, who tore portions of the prostate out through 
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the perineal incision; through this median incision 
attempts were made at enucleation. Dr. Alexander 
said he tried in 1894 to show the anatomy of the parts 
that were affected by prostatic enlargement, and she 
feared that, by his persistence, he bored many of his 
hearers with his magic lantern exhibitions. He had 
tried to show that they did not know much regarding 
the anatomy of those parts and, therefore, their results 
were bad. Surgeons who read papers to-day knew 
far more of this anatomy than they did then. Why? 
Because they operated upon more cases and learned 
more each time. He ventured to say that Lilienthal, 
Meyer, Young, or other surgeons who did prostatic work 
would acknowledge that their results were far better 
in the sixteenth case than in the first case; that where 
they tore the mucous membrane in the earlier cases, 
they now preserved it intact. Two things requisite 
for success were, first, an accurate knowledge of the 
relations of the prostate to the vesical neck, and sec- 
ondly, a knowledge of the layers of the pelvic fascia 
of which the capsule of the prostate was composed. 
When one believed the prostate had been entirely 
enucleated, he said it had not been done, because one 
would leave behind a portion which lay between the 
urethra and the rectum. 

Dr. Witiis G. MacDonatp of Albany said he was 
deeply interested in the discussion which, from the 
standpoint of progress, represented much. He said 
he had labored in this field for twenty years and he 
believed he had tried every method that had been 
advocated for the treatment of enlargement of the 
prostate. He then briefly reviewed these various 
methods, the earlier methods of Gouley, castration, 
section of the vas, etc., to be followed by operation with 
an instrument like the drawing kinfe as referred to by 
Dr. Vander Veer; all these various methods yielded 
him varying results, none of which could be recom- 
mended as a good surgical procedeure, in the conserva- 
tive treatment of hypertrophy of the prostate. He 
said that up to the present there were many who were 
trying to establish, under the varying circumstances, 
the catheter life. In speaking of the perineal route 
of attacking the prostate in cases of enlargement he 
believed that the more recent investigations had 
conclusively shown that this was to be recommended 
as a conservative procedure, when one came to residual 
urine, and this appealed to him to a great extent. The 
results obtained by Dr. Watson, by Dr. Goodfellow, 
by Dr. Young, and others had shown how scientifically 
they could attack the prostate, and he could not really 
understand how any one could skillfully, accurately and 
successfully remove the prostate unless they were 
seeing something of what they were doing. He said 
he stood there distinctly as an advocate of the plan 
carefully carried out on an anatomical basis, planned 
upon the anatomy of the perineum, and he emphasized 
the- fact that the prostate should not be attacked by 
touch but under the direction of the eyes. Technically 
he believed that the perineal attack upon the prostate 
was the most accurate, but the other forms of opera- 
tion, while they met with success in the hands of skillful 
specialists, could not be received by all. He closed 
his part of the discussion by stating that he could see 
no reason why a man should climb with a lantern in 
his hand to the roof of a house, go down through the 
scuttle, when the front door was right at hand. 

Dr. Parker Syms of New York believed that this 
should be a very memorable occasion in the discussion 
of the subject of the radical surgical treatment of pros- 
tatic obstruction, one of the most foremost questions 
in surgery to-day. He said he had learned more 
in the discussion at this meeting than he had at any 
previous meeting. He said that much credit should be 
given Dr. Alexander for being the foremost in reviving 





and keeping alive this operation under discussion. 
He believed that Goodfellow of San Francisco had 
followed Gouley, but that Watson of Boston antedated 
them all in this field. Many had followed Gouley’s 
method of making a median incision in the perineum, 
opening the urethra in its membranous portion on a 
guide, then introducing the finger to the neck of the 
bladder and commencing the enucleation of the pros- 
tate; this Gouley had recommended as far back as 
1884. He said he had begun the operation in 1892 and 
had published seventy odd cases without a death. 
The operation he performed was not a blind and sense- 
less one, but a true enucleation of the gland from the 
sheath. So far as he knew the work of Alexander, 
which was a perineal prostatectomy aided by a supra- 
pubic incision, was the most scientific and successful 
work that was being done. It seemed to him, though, 
that the suprapubic opening into the bladder for 
purposes of reaching the prostate was entirely unnec- 
essary and unscientific ; at that time he devised a means 
of reaching the prostate without opening the bladder 
above. He devised a retractor (he demonstrated this 
instrument) which consisted of a rubber bag on the 
end of a rubber stem which was to be introduced into 
the opening in the membranous urethra, then distended 
and by its pressure upon the prostate held it in place 
so that its enucleation was readily accomplished after 
the sheath had been opened. At that time he really 
felt that some such aid was necessary, but he had 
learned since that it was not warranted and he could 
now enucleate the prostate gland in from five to six 
minutes through @ median incision in the perineum 
with but little damage to the patient and without 
subjecting him to much shock. He believed that 
Chetwood placed the operation upon a scientific and 
surgical basis. As Dr. Syms performed the operation 
he made a median incision through the membranous 
urethra; he then introduced his finger through this 
and dilated the neck of the bladder; then the retractor 
was introduced and made proper pressure. The inci- 
sion was made with but one sweep of the knife and the 
rest of the operation was made merely by blunt dissec- 
tion. When the sheath of the prostate was reached it 
was opened, usually on each side, by a vertical incision, 
when the prostate presented itself. The enucleation 
in some cases could be effected in from thirty to forty 
seconds, although in other cases a longer time was 
required. 


Tuirp Day, THurspay, FEs. 2. 


ELECTION OF OFFICERS. 


The following officers were elected for the ensuing 
year: President, Dr. Joseph D. Bryant, New York; 
Vice-President, Dr. Herman R. Ainsworth, Addison; 
Secretary, Dr. Frederick C. Curtis, Albany; Treasurer, 
Dr. Ogilvie D. Ball, Albany. 


_ 
> 





Kiecent Literature. 





Blood Pressure, as Affecting Heart, Brain, Kid- 
neys and General Circulation. A practical consid- 
eration of Theory and Treatment. By Lovis 
F. Bisnop, A.M., M.D., Physician to Lincoln 
Hospital and French Hospital, New York, ete. 
New York: E. B. Treat & Co. 1904. 


This is a duodecimo of 112 pages. The author 
was led to write this little book by being im- 
pressed with the observation that ‘ under the 
strain of modern life, many other causes of dis- 
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ease having been eliminated, disorders of the 
circulation dependent upon altered blood pressure 
have become very important.” He has abstained 
from a consideration of the mechanical measure- 
ment of the actual pressure in the vessels, and 
endeavors to emphasize mainly “the clinical 
relations of blood pressure as interpreted in the 
light of clinical experience.” The author be- 
lieves that “ the failure of circulation may be due 
to functional causes as much as to a condition 
represented by appreciable structural change; 
that the teaching of modern science has been too 
much in the direction that phenomena can be 
wholly explained by structure.” 

There are in the course of these pages many 
extracts from articles previously published in 
medical journals. 

Dr. Bishop is unquestionably correct in his esti- 
mate of the importance of his subject, to which 
he has made a contribution not without value. 


The American Year-Book of Medicine and Sur- 
gery, being a Yearly Digest of Scientific Progress 
and Authoritative Opinion in all Branches of 
Medicine and Surgery, drawn from Journals, 
Monographs and Textbooks of the Leading 
American and Foreign Authors and Investi- 
gators. Collected and arranged with critical 
editorial comments, under the general edito- 
rial charge of Grorce M. Goutp, M.D., by 
A Starr or Assistants. Two octavos of 
700 pages each, fully illustrated. Philadelphia 
and London: W. B. Saunders & Co. 1905. 


This Year-Book in two volumes, one for Medi- 
cine and one for Surgery, offers its usual attrac- 
tions. There have been some changes in the 
corps of sub-editors, though less than last year, 
which means merely that other good men have 
taken the place of some good men who have 
retired. The loss of Dr. 8S. W. Abbott is referred 
to in appreciative terms. Especial attention has 
been given again this year to prefacing the chapters 
with a summary of the more important advances 
and discoveries of the year. This has proved 
itself a serviceable addition. The increasing 
amount of literature to be abstracted has not 
been allowed to unduly increase the bulk of the 
volumes. Dr. Gould’s Year-Book has succeeded 
because it deserves to. 


Diseases of the Liver, Gall-Bladder, and Bile-Ducts. 
By H. D. Routieston, A.M., M.D. (Cantab.), 
F.R.C.P., Physician to St. George’s Hospital, 
London; formerly Examiner in Medicine at the 
University of Durham, England. Octavo vol- 
ume of 794 pages, fully illustrated, including 
seven colored insert plates. Philadelphia, 
New York, London: W. B. Saunders & Co. 
1905. 


Dr. Rolleston has for some twelve years past 
paid special attention to diseases of the liver 
both from the clinical and pathological points 
of view. The present volume is the result of 
these studies and observations, some of which 
have already appeared in various periodicals, 
transactions and encyclopedias. For the sake 





of reducing bulk, the usual introductory chapter 
on the anatomy and physiology of the liver has 
been omitted, and the author begins immediately 
with anatomical abnormalities and then passes 
on to post-mortem appearances, acquired 
deformities and displacements. With thirty- 
five pages devoted to these preliminaries, one 
enters immediately upon the diseases of the liver, 
beginning with the functional. Cirrhosis of the 
liver is very fully dealt with, occupying 160 pages. 
The book is worthy of Dr. Rolleston’s reputation. 
The mechanical part of it is creditable to the 
publishers. 


A Dictionary of New Medical Terms, including 
upwards of 38,000 words and many useful 
tables, being a supplement to “ An Illustrated 
Dictionary of Medicine, Biology, and Allied 
Sciences.”” By GrorcGE M. Goutp, A.M., M.D., 
author of ‘‘ The Student’s Medical Dictionary,”’ 
‘“¢ 30,000 Medical Words Pronounced and 
Defined,” ‘‘ The Meaning and the Method of 
Life,’ ‘‘ Borderland Studies.” Editor of 
‘“‘ American Medicine,” etc. Based upon recent 
scientific literature. Philadelphia: P. Blakis- 
ton’s Son & Co. 1905. 


This volume of 571 pages is asupplement to the 
author’s previous Dictionary of Medicine, Biology 
and Allied Sciences. The aim of this new book is 
to bring the terminology of medicine and allied 
sciences up to the present date. The necessity 
for this is illustrated by the fact that in a single 
decade upwards of 30,000 new terms have been 
devised. Detailed comment on this new monu- 
ment to Dr. Gould’s industry is not necessary. 
His well-known interest in this type of work finds 
further illustration in the evident care which has 
been exercised in the preparation of this supple- 
mentary volume. As a lexicographer Dr. Gould 
stands high, as the somewhat extraordinary sale 
of his various dictionaries demonstrates. This 
new volume is not illustrated, but contains 
various useful tables and detailed definitions. 


Biochemistry of Muscle and Nerve. By W. D. 
HauurpurToN, M.D., F.R.S., Professor of 
Physiology, King’s College, London. Phila- 
delphia: P. Blakiston’s Son & Co. 1904. 


The summary of scientific investigation by the 
investigator himself rarely fails to be inspiring; 
the reader treads the frontier of knowledge in 
the company of an experienced guide. Professor 
Halliburton has printed in this volume the sub- 
stance of his Herter lectures, delivered in New 
York in 1904, on the problems of biochemistry 
with which he has long been identified. The 
earlier chapters on the composition of muscle, 
the nature of heat rigor, muscle pigments, fer- 
ments, and extractives will probably interest 
chiefly the special student; but the chapters on 
chemical changes accompanying muscular con- 
traction, metabolism in nervous tissues, and the 
effects of high fever temperatures in coagulating 
nerve proteids, will interest the general medical 
reader as well. The two final chapters are de- 
voted to the chemical pathology of general paraly- 
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sis and other degenerative nervous diseases, and 
to the much-discussed question of the degenera- 
tion and regeneration of cut nerves. The book 
is well illustrated. The exposition is simple, 
clear and direct. 


Lectures to General Practitioners on the Diseases 
of the Stomach and Intestines, as well as the 
allied and resultant conditions, with modern 
methods of diagnosis and treatment. By 
BoaRDMAN Reep, M.D., Philadelphia, Pa., 
Professor of Diseases of the Gastro-intestinal 
Tract, Hygiene and Climatology in the Depart- 
ment of Medicine of Temple College, Philadel- 
phia; Attending Physician to the Samaritan 
Hospital. KE. B. Treat & Co., Publishers, 241 
243 West 23d Street, New York. 

This is an octavo volume of 1,024 pages. It 
presents the observations of a clinician with large 
experience who has also known the leading men 
throughout the world in his specialty and has 
read the modern works upon the subject. As a 
rule, the lectures are practical, suggestive in the 
line of treatment and conservative. Compli- 
cated methods are deplored and there is little 
space wasted in describing such. As electricity 
is rarely here employed in the treatment of dis- 
eases of the gastro-intestinal tract, it is interesting 
to learn the views of a champion of its use. 

Most of the lectures are readable, but too often 
an original article by the author, published several 
years ago, is inserted in the text without change. 
The reader would have appreciated the substance 
of the article far more if it had been rewritten. 
The volume is not at all remarkable, but it does 
contain many useful hints. 


Uric Acid: An Epitome of the Subject. By 
ALEXANDER Hata, M.A., M.D., Oxon., F.R.C.P.., 
Physician to the Metropolitan Hospital and 
the Royal Hospital for Children and Women. 
Philadelphia: P. Blakiston’s Son & Co. 1904. 

Diet and Food. Considered in Relation to 
Strength and Power of Endurance, Training 
and Athletics. By ALEexanprer Haic, A.M., 
M.D., Oxon., F.R.C.P., Physician to the Met- 

ropolitan Hospital, and the Royal Hospital 

for Children and Women. Fifth edition. 

Illustrated. Philadelphia: P. Blakiston’s Son 

& Co. 1904. 

._In this small volume of 158 pages Dr. Haig has 
epitomized the contents of his larger work on 
the subject of uric acid. He has attempted 
to express in brief compass the significance of 
uric acid to clinical medicine, but warns his 
readers against depending too much upon this 
statement for a complete understanding of the 
subject. Dr. Haig’s views on the subject of 
uric acid are widely known to the profession, and 
this book merely presents the same views in con- 
densed form. Its brevity is its recommendation. 

live editions of this brief consideration of the 
subject of Diet and Food have been demanded 
in six years. The author reiterates his views and 
discusses certain physiological problems on the 
basis of his well-known theories. 
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PYLORIC STENOSIS IN YOUNG BABIES. 

PyLoric stenosis in nursing infants may show 
itself in two forms; either as a stenosis resulting 
from a congenital hypertrophy of the pylorus, 
or a stenosis from muscular contraction. To 
Hirschprung is due two of the most completely 
reported cases of hypertrophic stenosis. This 
form is due to a malformation, while spasmodic 
stenosis appears to depend upon a reaction of 
the pylorus against hyperchlorhydria so fre- 
quently met with in nursing infants. Within 
the last year Méry has accepted this theory and 
contends that pyloric stenosis during early life 
is due, in the greater number of instances, to 
contraction of the pylorus. 

A number of German surgeons do not admit 
this condition of affairs, and in 1902, Kehr and 
Trantenroth stated that they were not able to 
observe a single spasm during operation, and the 
disappearance of the obstruction did not occur 
after complete narcosis. They believe that there 
is always a mechanical obstruction arising from 
a true tumor of the pylorus. 

It is quite true that in these cases of stenosis, 
like stenoses in general, the muscular element 
plays its part and there is both a mechanical 
obstruction and a spasmodic obstruction, both 
factors becoming united, resulting in closure of 
the pyloric orifice. 

Beside these types of stenoses, the symptoms 
of which never fail to show themselves a few hours 
after birth, there are others which may be termed 
progressive stenosis, but the clinical history 
amounts to about the same in all cases. The 
subject is usually about three or four weeks old, 
he has progressively lost flesh, nursing is inter- 
rupted by vomiting and occasionally the infant 
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has had liquid stools. An ordinary dyspepsia 
is usually the diagnosis, but the vomiting becomes 
more frequent and every form of treatment 
remains without result. The infant 
freely upon every attempt at deglutition. 

The matter vomited is composed of food, and 
occasionally is hemorrhagic. Nothing puts a 
stop to the vomiting, which is the predominating 
and frequently the only symptom of the affection. 
However, a physical examination of the subject 
may furnish some diagnostic elements, because 
the peristaltic contractions of the stomach are 
not so easily seen under the abdominal wall as 
in the adult, but when they do exist, they are of 
the highest diagnostic importance. The same 
may be said if a rounded pyloric tumor, the size 
of a finger, can be detected, and is a positive sign 
allowing one to localize the seat of the digestive 
disturbance. 

There is, however, nothing equal to the per- 
sistent vomiting as a pathognomonic sign, and in 
reality it is the only constant symptom. The 
same functional signs may lead one to fear an 
intestinal invagination, but, under these cir- 
cumstances, palpation of the right iliac fossa will 
readily reveal a mass. If this is wanting and if 
no hernia is present, a pyloric stenosis should 
be at once thought of. According to the German 
authorities, pyloric stenosis should be dealt with 
surgically, while certain French specialists, as 
Variot and Méry, have seen children recover by 
merely controlling the feedings and the prepara- 
tion of milk. 

However this may be, one should not wait in 
order to try the ordinary series of gastric car- 
minatives and, if it is soon evident that medical 
treatment is resulting in no good, surgical inter- 
ference becomes imperative. The German sur- 
geons say that this should be attempted as early 
as possible, and, during the operation, the resist- 
ing and hard ring at the pylorus can be felt. 
Various techniques may be employed, such as 
gastro-enterostomy, or pylorectomy. Schotten 
prefers gastro-enterostomy in infants and he had 
six successful outcomes out of fifteen cases. 

Naturally these operations are of considerable 
gravity and the best statistics that have been 
published (1905), due to Ibrahim, show a mor- 
tality of 50%. For this reason one should not 
undertake surgical interference lightly and before 
resorting to this extreme measure a careful med- 
ical treatment should be instituted, although not 
persisted in when it becomes evident that no im- 
provement has taken place, or if the child con- 
tinues to lose ground. 


vomits 





To these progressive and serious stenoses one 
should oppose the less serious forms which are 
spasmodic or even organic, with a compensatory 
hypertrophy of the gastric muscle. This type 
gives rise to periodical vomiting, the attacks 
occurring at intervals, diarrhea is continuous and 
the evolution of the symptoms takes place by 
stages. This form may be recovered from and 
needs practically only medical treatment. It is 
doubtful if, in reality, it really exists; it is more 
probable that this stenosis simply belongs to 
certain varieties of infantile dyspepsia. 


= 
> 





INCREASE OF DIABETES. 


Ir appears to be established from various 
statistical data that diabetés is increasing in 
prevalence, apparently out of proportion to the 
growth of cities with their attendant methods 
of living. The British Medical Journal, comment- 
ing on the matter, asserts that the death-rate 
from diabetes per 100,000 in 1880 was respec- 
tively in London, Paris and New York 4.3, 5 and 
5.71, whereas in 1900 it was 7.7, 15.8, and 11.34 
respectively. This increase has in general been 
attributed to the strain of modern competition, 
but the British Medical Journal is of the opin- 
ion that other factors must be sought, and sees in 
the increase of railway travelling a possible 
cause of the greater prevalence of the disease. 
Statistics regarding locomotive engineers appear 
in a measure to bear out this supposition. Fig- 
ures collected by Mr. Herbert Page gave the 
causes of death of railway engineers of certain 
English railways covering a number of years. 
The result of this investigation, which, however, 
was based on relatively few cases, showed that 
engineers suffered from the disease twice as often 
as the general population. Dr. Navarre of Lyons, 
publishing his results in La Semaine Médicale, 
has also reached interesting results in his study 
of the railway employees of certain French 
roads. It was found that out of 71,000 persons 
employed the total number of cases of diabetes 
in ten years was 222, among whom it was shown 
that the proportion of locomotive engineers and 
firemen was 12.63 per thousand, 13.10 per thou- 
sand for other travelling attendants, whereas it 
was only 1.76 for all other employees. Studying 
the statistics from another standpoint, it is found 
that many more retirements from the service 
were caused by diabetes among engineers and 
firemen than among the sedentary employees. 
The somewhat natural conclusion is reached that 
the increased prevalence of diabetes among the 
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engineers and those traveling constantly on 
railway trains is due to vibration, and it is 
also suggested that if this be true the possible 
danger to chauffeurs and riding con- 
stantly in automobiles and vehicles similarly 
propelled must be considered. Naturally, suf- 
ficient time has not yet elapsed to determine 
this point, not to speak of the inherent difficulties 
in the way of making adequate examinations of 
those given to excessive use of the automobile. 
A further element which should not be lost sight 
of as a possible causative agent in the production 
of the disease is the worry and anxiety 
with many callings. 


those 


associated 
This naturally applies to 
the engineer, and we are inclined to think to the 
automobilist, but can hardly be considered a 
factor among the many who ride constantly on 
railways, but upon whom no special responsi- 
bility rests. The question is naturally a difficult 
one of decision, particularly in view of the im- 
perfect statistics still at our disposal. We agree, 
nevertheless, with our contemporary in the advis- 
ability of considering the excessive railway travel 
of the last few years as a possible cause of the 
generally observed fact that diabetes is increasing 
in frequency. 





THE POWER OF BOARDS OF HEALTH. 


Ir is sufficiently evident that, with the growth 
and complexity of our social relations, the scope 
of our boards of health is continually widening, 
and that they are called upon to decide questions 
which not many years ago we would have regarded 
as quite beyond their field. This fact implies 
a continual contact with the law, and necessitates 
a clear understanding of the exact conditions 
under which such boards may legally act. It 
was, therefore, a wise selection that this year the 
state boards of health chose as the main subject 
of their meeting the powers of health boards to 
deal with serious public nuisances, which was 
discussed by Mr. Thomas M. Babson, corporation 
counsel of Boston. 

Mr. Babson made clear certain points from the 
standpoint of the law which should be generally 
understood, particularly in view of the peculiar 
functions which boards of health are now called 
upon to perform in relation to public nuisances, 
of which the much-talked-of moth nuisance may 
be taken as anexample. In the first place, it was 
pointed out that boards of health cannot make 
acts not prohibited by law, crimes. The powers 
which boards of health, as a rule, may exert are 


exercised under so-called police power. It is 





clear, for example, that under the law boards of 
health cannot make it a crime for an individual 
to have stagnant water or brown-tail moths upon 
his land, however much of a menace they may 
be to the community. The offence which may 
be punishable in such an instance is when such 
an individual disobeys the orders of the board 
of health which has declared the nuisance under 
consideration to be a public menace. In this 
way an owner may be compelled to abate a nui- 
sance existing on his land which he, himself, 
neither created nor invited, but only when such 
compulsion imposes reasonable burden upon him; 
hitherto, however, the extermination of noxious 
insects and similar pests has never been held a 
reasonable burden; hence it appears that the 
presence of the nests of brown-tail or gypsy 
moths on land might make that property a nui- 
sance and cause of sickness, in which case boards 
of health could take action, whereas the presence 
of the moths themselves would not justify such 
action. Finally, it was held that a board of 
health must deal with each owner separately. If 
it be found that a certain piece of real estate has 
a nuisance or cause of disease located upon it, 
an order may be issued for the abatement of the 
nuisance and a fine may be imposed. In this 
vase the punishment is inflicted for disobedience 
of the order and not for illegally harboring a nui- 
sance. He is blameworthy not in harboring the 
nuisance, but in failing to remove it when ordered 
to do so by the proper authorities. 

It is evident that the distinction here made, 
however well founded it may be on the legal side, 
permits of considerable confusion on the part of 
the laity. As we suggested at the outset, it is 
absolutely necessary that our boards of health 
should take interest in, and action upon, the matter 
of public nuisances. It is quite essential that 
there should be a clear understanding on their 
part of their legal rights in the matter in order, 
on the one hand, that the health of the community 
may be best subserved and, on the other, that 
the rights of individuals should not be out- 
raged. Mr. Babson’s presentation of the case 
should do much to clarify the situation. 


2 
> 





MEDICAL NOTES. 

A CENTENARIAN. — The death of Henry Essler, 
at the reputed age of one hundred and seven, 
is reported from Retreat, Wis. He is said to 
have been born in New York State in 1797 and 
to have taken part in the Fremont expedition 
making the first overland trip to California. 
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Money APPROPRIATED FOR CUBAN SANITATION. 
It is announced that the Cuban Congress has 
recently appropriated $1,500,000 for the work 
of sanitation. The House of Representatives 
passed the Senate Bill April 26. 


A NerveE-Foop Cure. — Our attention has 
been called to the merits of a nerve-food cure for 
cerebrospinal meningitis. It is said “to allay 
the ‘itis’ in the cerebrospinal system almost as 
soon as applied, and to cure by attracting oxygen 
from the air and feeding it to the nerves.” 


Times Have CHANGED. — We are indebted 
to a daily contemporary for the following incident: 

“An English instructor at Barnard, in a rather 
comprehensive talk to the wise young women, 
referred to the period that extends ‘from the 
cradle to the grave.’ Then he stopped abruptly. 
‘No,’ he went on, ‘that is an obsolete phrase. 
There are no more cradles, and soon there will be 
no more graves. The modern form should be, 
from the bassinet to the crematory.’ ” 


HEALTH OF THE CANAL ZONE. — According to 
the report, ten days ago, of Colonel Gorgas, who 
has charge of the sanitation of the Canal Zone, 
there was steady improvement in the conditions 
during March. For that month among nine 
thousand employees one hundred and fifty-three 
were ill in hospitals with eleven deaths. There 
was said to be practically no yellow fever at that 
time on the Isthmus. Since this statement was 
made an unfortunate death from yellow fever is 
reported in the person of the architect of the 
Canal, a young man of much promise only 
twenty-eight years of age. 

OFFICERS OF GASTRO—-ENTEROLOGICAL Asso- 
cia TION. — At the Eighth Annual Meeting of the 
American Gastro-Enterological Association, held 
at the Academy of Medicine, New York City, on 
April 24 and 25, 1905, the following officers were 
elected for the ensuing year: President, Dr. H. W. 
Bettmann of Cincinnati; First Vice-President, 
Dr. S. W. Lambert of New York City, Second 
Vice-President, Dr. John P. Sawyer of Cleveland; 
Secretary and Treasurer, Dr. Charles D. Aaron of 
Detroit; Councillors, Dr. William G. Morgan of 
Washington, Dr. A. L. Benedict of Buffalo and 
Dr. J. Kaufmann of New York. 


Girt TO Dr. TAKAMINE BY THE JAPANESE 
GOVERNMENT. — The Japanese government, on 
the recommendation of the Emperor, has _pre- 
sented to Dr. Jokichi Takamine, formerly of the 
Tokio University, but now residing in New York, 
three handsome buildings, valued at $50,000, 
which were sent to this country for the World’s 





Fair at St. Louis. The gift, it is announced, 
is made in recognition not only of Dr. Takamine’s 
services to the Imperial Japanese Commission 
at the Exposition, but also of important scien- 
tific and medical discoveries which have been 
applied during the present war with great 
benefit in the medical department of the Japan- 
ese army. He will have the buildings set up 
at his summer home in Sullivan County, near 
Monticello, which he purposes to convert into a 
typical Japanese country-place. One of them, 
which has in its construction the choicest woods 
of Japan, is of special interest as having been 
the scene of a luncheon for the Emperor and 
Empress at the Osaka exposition two years ago, 
and recently of receptions to President Roose- 
velt and to Prince Fushima when they were at 
St. Louis. 


BOSTON AND NEW ENGLAND. 

AcuTE Inrectious DIsEAsEs IN Boston. — 
For the week ending at noon, May 3, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 37, scarlatina 27, typhoid fever 5, 
measles 16, tuberculosis 36, smallpox 0. 

The death-rate of the reported deaths for the 
week ending May 3, 1905, was 20.03. 


Boston Mortauity Statistics. — The total 
number of deaths reported to the Board of Health 
for the week ending Saturday, April 29, 1905, 
was 210, against 255 the corresponding week of 
last year, showing a decrease of 45 deaths, and 
making the death-rate for the week 17.83. Of 
this number 105 were males and 105 were females; 
205 were white and 5 colored; 124 were born in 
the United States, 82 in foreign countries, and 4 
unknown; 41 were of American parentage, 139 
of foreign parentage, and 30 unknown. The 
number of cases and deaths from infectious dis- 
eases reported this week is as follows: Diphtheria, 
31 cases and 2 deaths; scarlatina, 31 cases and no 
deaths; typhoid fever, 10 cases and 1 death; 
measles, 23 cases and no deaths; tuberculosis, 40 
cases and 32 deaths; smallpox, no cases and no 
deaths. The deaths from pneumonia were 28, 
whooping cough, 1, heart disease 20, bron- 
chitis 6, and marasmus 3. There were 4 deaths 
from violent causes. The number of children 
who died under one year was 31; the number 
under five years, 46. The number of persons 
who died over sixty years of age was 51. The 
deaths in public institutions were 70. 

During the week there were 6 cases reported 
of cerebrospinal meningitis and 8 deaths. 
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DEATHS FROM CEREBROSPINAL MENINGITIS. — 
According to the weekly bulletin of the State 
Board of Health of Massachusetts, for the week 
ending Saturday, April 8, there were twenty-two 
deaths from cerebrospinal meningitis, of thirty- 
two cases reported. 


MEETING OF THE Boarps OF HEALTH OF THE 
STaTE OF MassacuusetTts. — The quarterly meet- 
ing of the boards of health of Massachusetts was 
held April 26 in Boston. Mr. Thomas M. Babson, 
corporation counsel of the city, discussed the 
legal rights of health boards to deal with public 
nuisances such as that of the brown-tail moth. 
Dr. W. T. Councilman followed this address with 
a paper on cerebrospinal meningitis. 


DiscovERY OF A LEPER IN MASSACHUSETTS. 
The town of Wareham, Mass., has recently been 
disturbed by the discovery of what appears to 
be a case of leprosy. The patient is a Portuguese 
woman from the Azores, twenty-six years of age 
and lives in a secluded place with her husband 
and two children, where she has now been quar- 
antined by order of the State Board of Health. 


If reports are to be trusted, there is no doubt of | 


the diagnosis, neither is there the least likelihood 
of the spread of the disease. 


Boston FLoatine Hosprrau. — The report of 
the Boston Floating Hospital for the season of 
1904 has recently been published. It announces 
that in spite of the effort which has been made 
only three fifths of the needed money for a new 
boat is available. The cost of this new boat is 
estimated at from $65,000 to $75,000, and it is 
considered by the management wiser to wait 
until this entire amount is available before build- 


ing. The service will, therefore, be conducted 
this year, as heretofore, with the former boat, 


which, as is well known, in spite of its inade- 


quacy has accomplished excellent results. 


NEW YORK. 

A CENTENARIAN. — Hiram Cronk, the sole 
survivor of the War of 1812, who lives at Dunn 
Brook, in Central New York, celebrated his one 
hundred and fifth birthday on April 29, and a 
number of delegations from patriotic societies 
visited him on this occasion. 


DipLoMAs TO RescuEers. — In behalf of the 
German Empress Augusta Victoria, diplomas 
commending their bravery were presented, on 
April 29, to fifty-one nurses of the hospital for 
contagious diseases on North Brother Island, 
who aided in the reseue of women and children 
from the excursion of the Lutheran Sunday- 





school on the steamboat General Slocum, which 
was burned in East River in June last. The pres- 
entation, which took place on the island, in the 
building occupied by the nurses, was made by 
acting Consul-General Gneist, introduced by 
President Darlington of the Health Department. 
The diplomas bore the likeness and signature of 
the Empress, and the head nurse, Miss Edith 
Smith, received, in addition, a gold brooch, with 
the German coat-of-arms set with pearls and 
emeralds. 


MorTALITY FROM CEREBROSPINAL MENING- 
iris. — The total number of deaths reported in 
the city from epidemic cerebrospinal menin- 
gitis, from Jan. 1 to Saturday, April 22, amounted 
to 1,033, as against 274 during the same period of 
1904, when the disease was also epidemic. Dur- 
ing the past week there has been a considerable 
falling off in the mortality. 


——————___— 


Obituaries. 





COL. CHARLES SMART, M.D., U.S. A. 


Co. CHARLES SMART, who was the ranking 
Assistant Surgeon General of the United States 
Army, died in St. Augustine, Fla., April 23, 
at the age of sixty-four. Colonel Smart was 
a native of Scotland and had long occupied an 
enviable position among the officers of the medi- 
cal department of the army. His appointment 
as assistant surgeon dated from March 30, 1864, 
his service having been in the Sixty-third New 
York Volunteers. He was advanced in rank 
from time to time until he became colonel and 
finally assistant surgeon general in February, 
1902. His writings on many subjects relating 
to military sanitation and allied topics are well 
known. He held membership in the American 
Medical Association, Association of United 
States Military Surgeons, American Public Health 
Association and other organizations of a scien- 
tific and social sort. In his death the army loses 
a most valuable officer and the profession of 
medicine a respected and useful member. 


> 


ANTHONY L. BROWN, M.D. 


In the death of Dr. Anthony L. Brown of 
Springfield, which occurred April 22, the city 
loses a member of its board of health, its only 
negro physician and a leader of his race in that 
city. He was forty-two years old at the time of 
his death, which was due to pneumonia. His 
appointment to the board of health, made in 
1901, was the first of his race ever made. He 
was reappointed in 1903. His early education 
was obtained in Howard University in Washing- 
ton, where he was graduated both in the colle- 
giate and medical departments. He practised 
for a time in Boston and then went to Springfield, 
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where he had been actively at work since. Dr. 
Brown was a member of the Massachusetts Medi- 
cal Society and held various positions of trust 
and responsibility in Springfield. 


— 
> 





WILLIAM B. WARREN, M.D. 


Dr. Witu1AM B. WarreEN of Groton died sud- 
denly April 29, of apoplexy. Dr. Warren was 
born in Leominster in 1853, and was graduated 
from the Dartmouth Medical School, supplement- 
ing his work there with study in New York and 
in Europe. After a short preliminary practice 
in other towns, he settled in Groton where he 
had been in active practice for the past twenty- 
two years. His practice had become large and 
exacting; he rarely took time for rest, and it is 
generally supposed that the activity of his life 
was an element in his somewhat early death. 


— 
> 


Miscellanp. 


SMOKELESS POWDERS. 


C. F. Krerrer, Fort D. A. Russel, Wyoming,} 
reports an investigation on the pathologic effects 
of the fumes of the high explosives now so gen- 
erally in use. A number of different powders 
were tested regarding the gases given out and 
the effects on the human system. The latter 
series was carried out in a room. Dr. Kieffer 
experimented on himself and on several members 
of the hospital corps by exploding a carefully 
measured quantity of the powder in a sealed 
room containing about twelve hundred feet of 
air space and observing the effects. The chief 
symptom was the well-known “ dynamite -head- 
ache,” and the fumes seemed to have marked 
effects on the circulation and heart, with secon- 
dary effects on the nervous system. In some 
cases there was incoordination and diminution 
of hearing and of vision. Low temperature 
seemed to aggravate the conditions, and at least 
one person was found who appeared to be im- 
mune. In most cases a certain amount of toler- 
ance is gradually established. Kieffer also men- 
tions a patient seen in Da Costa’s clinic who could 
take 650 drops of spiritus glonoini without serious 
effects. According to his findings the gases 
to which the effects are attributable are carbonic 
oxide and nitrogen peroxide, especially the latter, 
though the symptoms are due to the combination 
of both. To meet the nitrite poisoning endeavor 
should be made to restore the vasomotor tonus, 
and strychnia is indicated in full doses. The 
carbonic oxide will be eliminated rapidly in mod- 
erate cases, but in severe intoxications oxygen 
inhalations and artificial respiration may be 
required. For the headache, coal-tar anodynes 
are not only useless, but dangerous. The best 
remedies are strong coffee and a linseed poultice 
to the nape, as advised by Key. The danger 
from these fumes is a real one, as numerous fatal 
vases testify. 

‘Journal A. M. A., April 29. 
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Deaths reported, 3,509; under five years of age, 1,007; princi- 
pal infectious diseases (smallpox, measles, cerebrospinal 
meningitis, diphtheria and croup, diarrheal diseases, whoop- 
ing cough, erysipelas, fevers and consumption) 893; acute 
lung diseases 551, consumption 439, scarlet fever 20, whooping 
cough 28, cerebrospinal meningitis 138, smallpox 2, erysipelas 
11, puerperal fever 19, measles 33, typhoid fever 37, diarrheal 
diseases 94, diphtheria and croup 66. 

From whooping cough, New York 18, Chicago 8, Boston 1, 
Cambridge 1. From scarlet fever, New York 12, Chicago 3, 
Baltimore, Providence, Boston, Cambridge and Lawrence 1 
each. From cerebrospinal meningitis, New York 104, Phila- 
delphia 4, Providence 2, Boston 7, Worcester 4, Lowell 3, 
Lawrence 3, Fall River 2, Lynn 2, Holyoke 2, Haverhill, 
Salem, Chelsea, Pittsfield and Peabody, 1 each. From ery- 
sipelas, New York 6, Chicago 2, Baltimore 1, Boston 1, New 
Bedford 1. From smallpox, Chicago 2. 

In the seventy-six great towns of England and Wales, with an 
estimated population of 15,609,377, for the week ending April 
15, 1905, the death-rate was 16.6. Deaths reported 4,958; acute 
diseases of the respiratory organs (London) 147, whooping 
cough 148, diphtheria 58, measles 231, smallpox 2, scarlet 
fever 52. 

The death-rate ranged from 9.0 in Kings Norton to 31.1 in 
Merthyr Tydfil; London 16.1, West Ham 13.4, Brighton 13.1, 
Southampton 16.3, Plymouth 16.2, Bristo! 16.3, Birmingham 19.5, 
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Leicester 11.4, Nottingham 19.9, Birkenhead 16.2, Liverpool 
18.7, Wigan 16.3, Bolton 16.1, Manchester 21.3, Salford 16.7, 
Halifax 15.4, Bradford 17.8, Leeds 14.8, Hull 15.2, Sheffield 
19.7, Newcastle-on-Tyne 17.5, Cardiff 19.1, Rhondda 26.7, 
Hornsey 9.9. 





METEOROLOGICAL RECORD. 


For the week ending April 22, in Boston, according to 
observations furnished by Sergeant J. W. Smith of the United 


States Signal Corps: 
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*0., cloudy; C., clear; F., fair; G., fog; H., hazy; S., smoky: 
R., rain; T., threatening; N., snow; —, below zero. ¢ Indicates trace 
of rainfall. s@~ Means for week. 





CHANGES IN THE MEDICAL CORPS U. S&S. 
FOR THE WEEK ENDING APRIL 29, 1905. 


J. F. 
April 25. 

W. L. BELL, passed assistant surgeon. Ordered to the 
Naval Hospital. Mare Island, Cal., for treatment. 

J.D. MANCHESTER, assistant surgeon. Detached from the 
‘‘Petrel”? when put out of commission, and ordered to the 
“ Princeton.” 

W. R. CARTON, passed assistant surgeon. Ordered to 
Washington, D. C., and to report to the Surgeon General April 
29, for a course of instruction at the Naval Museum of Hygiene 
and Medical School. 

F. M. PURLON, passed assistant surgeon. Detached from 
the Bureau of Medicine and Surgery, navy department, April 
29, and ordered to report to the Surgeon General for course of 
instruction at the Naval Museum of Hygiene and Medical 
School. 

P. T. DESSEN, assistant surgeon. When discharged from 
treatment at the Naval Hospital, Norfolk, Va., granted sick 
leave for two months. 

C. F. REYNOLDS, pharmacist. Detached from the ‘ Han- 
cock” April 29, and ordered to the Navy Yard, Mare Island, 
Cal., for duty in the Medicine and Surgery storehouse of that 
yard. 


NAVY 


Urik, surgeon. Ordered to the ‘* Pennsylvania,’ 


SOCIETY NOTICES. 

THE AMERICAN ROENTGEN Ray Socrety.— The sixth 
annual meeting of the American Roentgen Ray Society will be 
held at Johns Hopkins University, Baltimore, Sept. 28, 29 and 
30. The papers of the meeting for the first day will deal with 
x-ray diagnosis and those of the second and third days will be 
therapeutic. There will also be an evening exhibit of lantern 
slides which promises to be extremely interesting. The Belve- 
dere Hotel has been selected as headquarters. 

RuSSELL H. BoGGs, Secretary. 


BostoN SocrETY FOR MEDICAL IMPROVEMENT. — There 
will be a meeting of the Boston Society for Medical Improve- 
ment in John Ware Hall, Medical Library, on Monday, May 
15,at8.15p.mM. Dr. J. Collins Warren will speak on Epochs in 
the History of Medicine illustrated by the stereopticon. All 
members of the profession are invited to be present. 

A. K. STONE, M.D., Secretar y 


RECENT DEATHS. 


Dr. WILLIAM EDWARDS, superintendent of the Michigan 
Asylum for the Insane at Kalamazoo, died last week at Ann 
Arbor. He had for many years been prominently identified 
with the study and treatment of the insane. 








WILLIAM BARNARD WARREN, M.D., M.M.S.S., died in 
Groton, April 29, 1905, aged fifty-one years. 


JOHN H. HINTON, M.D., a prominent physician and surgeon 
of New York, died on April 26, after an illness of two months. 
He was born in New York in 1827, and was graduated from 
the College of Physicians and Surgeons in 1852; after which he 
spent two years in study in Germany. He was visiting surgeon 
to the Presbyterian Hospital and the New York Eye and Ear 
Infirmary, and for many years was associated with the eminent 
surgeon, Dr. Alfred C. Post. The absolute trust with which 
Dr. Hinton was regarded made him a typical financial officer, 
and during his entire career he gave his efficient services in 
the most unselfish manner. Among the medical societies of 
which he was treasurer were the New York Pathological 
Society, the New York County Medical Association, and the 
Society for the Aid of Widows and Orphans of Medical Men. 
For the past fifteen years he had retired from active practice, 
but he always retained a warm interest in the medical and 
other societies with which he was connected. He was one of 
the founders of the New York State and County Medical Asso- 
ciations and of the Medical Association of the Greater City of 
New York. He was also devoted to art and literature. He 
was a well-known book collector, and had one of the best 
private libraries in New York. His funeral services were held 
on April 28, at the Church of the Transfiguration (‘the little 
church around the corner”), of which he was for a considerable 
time a vestryman. 


HIRAM BARBER, M.D., died at his home at Ossining on the 
Hudson on April 24, at the age of eighty-five years. His father 
served {n the War of 1812 and his grandfather in the Revolu- 
tionary War. Dr. Barber had been a member of the New 
York Legislature, surgeon to the New York City Park Depart- 
ment, and physician to Sing Sing prison. 





APPOINTMENTS. 
Dr. L. PIERCE CLARK of New York has been appointed 
consulting neurologist at the Craig Colony for Epileptics. 


Mr. A. SHUMAN has again been re-appointed as a trustee of 
the Boston City Hospital. 


Dr. S. H. DURGIN has been appointed a member of the 
Boston Board of Health. 





BOOKS AND PAMPHLETS RECEIVED. 
The Early Diagnosis of Pulmonary Tuberculosis. 
issued by the Illinois State Board of Health. 1905. 


Fifteenth Annual Report of St. Mary’s Hospital, Rochester, 
Minn., for the Year 1904. 


Circular 


Treatment of Intracapsular Fractures of the Femur. By a 
New Method. By T. J. Maxwell, M.D. Reprint. 
Remarks on Appendicitis. By ParkerSyms,M.D. Reprint. 


Diagnosis of Cholecystitis and Cholelithiasis. 
Syms, M.D. Reprint. 

Prostatic Obstruction to Urination. When to Operate and 
How to Operate. By Parker Syms, M.D. Reprint. 


Lehrbuch der Kinderkrankheiten fiir Arzte und Studirende 
von Dr. Adolph Baginsky. Leipzig: Verlag von S. Hirzel. 
1905. 

Transactions of the American Dermatological Association 
at its Twenty-eighth Annual Meeting held at Niagara Falls, 
N. Y., June 2 and 3, 1904. 

Ninety-first Annual Report of the Trustees of the Massachu- 
setts General Hospital. Including the General Hospital in 
Boston, The McLean Hospital and the Convalescent Home in 
Waverley. 1904. 

Gynecology, Medical and Surgical. 


By Parker 


Outlines for Students 


and Practitioners. By Henry J. Garrigues, A.M., M.D. 
Illustrated. Philadelphia and London: J. B. Lippincott Co. 
1905. 


Studies in the Psychology of Sex. 
By Havelock Ellis. 
1905. 

Albuminuric Retinitis. 
Reprint. 

Saccharine Saline Injections in Ophthalmic Practice. 
dium-Benzoyl-Sulphonic.) 
Reprint. 

Contraction of the Visual Field; a Symptom of Anesthesia 
of the Retina in Children. By L. Webster Fox, A.M., M.D. 
Reprint. 

The Third Report of the Caroline Brewer Croft Cancer 
Commission of the Harvard Medical School. Boston. 1905. 

Fifth Annual Report of the Work of the Cancer Laboratory 
of the New York State Department of Health. Conducted at 
the Gratwick Research Laboratory, University of Buffalo. 
For the Year 1903-4. Albany. 1904. 


Sexual Selection in Man. 
Philadelphia: F. A. Davis Company. 


By L. Webster Fox, A.M., M.D. 


(So- 
By L. Webster Fox, A. M., M.D. 
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@riginal Articles. 
INFECTIONS OF THE RESPIRATORY TRACT 
WITH INFLUENZA BACILLI AND OTHER 
ORGANISMS, THEIR CLINICAL AND PATHO- 
LOGICAL SIMILARITY, AND CONFUSION 
WITH TUBERCULOSIS.* 


BY FREDERICK T. LORD, M.D., BOSTON, 


Physician to Out-Patients, Massachusetts General Hospital; Assist- 
ant in Clinical Medicine, Harvard Medical School. 


I. SUBSEQUENT HISTORIES OF THE CASES 
INFLUENZA REPORTED IN 1902. 


OF 


Two and one half years have now elapsed since 
a report’ was published on 29 cases of infection 
with influenza bacilli. I have been able to follow 
19 of these cases (8 acute and 11 chronic cases). 

Of the 8 acute cases, 4 recovered without sub- 
sequent symptoms, 3 have had relapses, but no 
steady cough. One case, of bronchopneumonia 
in 1902, has continued to cough with signs of a 
localized process at the right base behind. 

Of the 11 chronic cases, one recovered, two 
died, one of cerebral hemorrhage, the second of 
“chronic bronchitis and emphysema” and 8 
continue to cough with persistence of influenza 
bacilli in their sputum. 

In five acute and in two chronic cases, tubercu- 
losis might have been suspected clinically from 
the localization of the pulmonary signs, at the 
right base in two (Acute cases 1 and 8), at the 
left base in one (Chronic case 3), throughout the 
left lung in one (Acute case 3) and at one or both 
apices in 3 (Acute cases 2 and 4; and Chronic 
case 2). In their clinical course, observed now 
for from two to two and one-half years, they are 
unlike tuberculosis and no tubercle bacilli have 
been found in their sputum 

The cases are described in more detail below: 

A. Acute Cases. — Of the 11 acute cases of 
infection with influenza bacilli, one (Case 6, Acute 
‘ases) could not be followed. Two (Cases 9 and 
11) died. Their death was reported in 1902. 

The remaining 8 cases have been followed. 

Onset: The duration of the cough before they 
‘ame under observation was from one to three 
weeks. In all the symptoms were of acute 
catarrh of the respiratory tract, with fever, chilli- 
ness or actual chills, headache, general pains, 
anorexia, nausea or vomiting and a varying degree 
of prostration. 

Course: The further progress of the cases may 
be conveniently sketched under three groups: 

(a) Complete recovery: Four patients (Cases 
2, 4, 5, and 8, Acute cases) have remained well 
since the acute attack. In one patient (Case 5, 
Acute cases) physical examination during the 
acute attack in 1902 was negative. The three 
remaining patients had signs of localized bron- 
chitis. In one (Case 2, Acute cases) there were 
riles at both apices; in a second (Case 4, Acute 
cases), .t both apices and in the left back; in a 
third (Case 8, Acute cases), at the right base. 


*From the a a athological Laboratory of the Massachusetts 
General Hospital Wright, Director. 

1 Lord, F. rloven Acute and Eighteen Chronic Cases of Influ- 
enza. Boston MEDICAL AND SurGIcaAL JouRNAL, Dec, 18, 1902, 








No tubercle bacilli were found in their sputum. 

Examination of the lungs of these four patients 
in the fall of 1903 was negative. One patient 
(Case 5, Acute cases) was lost track of after 1903. 
Letters received in March, 1905, from the re- 
maining three patients state that they have had 
no symptoms and consider themselves well. 

It is of interest that two of these patients 
(Cases 2 and 8, Acute cases) were treated in the 
fall of 1902 at institutions for the cure of tuber- 
culosis. 

(b) Relapse or reinfection: Three patients 
(Cases 3, 7 and 10, Acute cases) have had recur- 
rences of catarrhal symptoms since the attack in 
1902. (1) One patient (Case 3, Acute cases) 
had signs of bronchitis limited to the left lung 
in 1902. His cough lasted for two weeks after 
the last note in 1902. He states that he has 
had frequent colds, but no steady cough since 
the attack. Examination of his lungs in March, 
1905, was negative. (2) In a second patient, 
(Case 7, Acute cases) there were signs of diffuse 
bronchitis in 1902. Catarrhal symptoms re- 
curred in the fall of 1903 and lasted for six months. 
Examination of the lungs at this time also showed 
diffuse bronchitis. The sputum, examined Nov. 
22, 1903, showed no tubercle bacilli. Cultures 
demonstrated 100 colonies of influenza bacilli, 
16 colonies of micrococcus catarrhalis and 6 col- 
onies of staphylococcus albus. Again in the 
fall of 1904, he had a third attack of acute res- 
piratory infection from which he recovered in 
two months. He has since been well. The last 
report was received in March, 1905. (3) The 
remaining patient (Case 10, Acute cases) also 
had diffuse bronchitis in 1902. He had a slight 
cough again in the summer and fall of 1903. 
Examination of his lungs was negative. The 
sputum showed no tubercle bacilli. On culti- 
vation, Nov. 22, 1903, 100 colonies of influenza 
bacilli, 80 colonies of micrococcus catarrhalis 
and 3 colonies of staphylococcus aureus were 
found. A letter received in March, 1905, states 
that he has since been well. 

(c) Development of chronic cough from the 
acute attack: The remaining patient is of espe- 
cial interest since he illustrates the persistence 
of symptoms from an acute attack. 


F. P., thirty-nine, a medium-sized, muscular man, 
entered the service of Dr. R. H. Fitz, at the Massachu- 
setts General Hospital on Aug. 19, 1902. Ten days 
before entrance he began to cough, was chilly and felt 
indisposed to work. After keeping about for four 
days, he went to bed because of more severe cough, 
dyspnea and general discomfort. His sputum during 
this time was profuse, greenish and at times bloody 
after a severe coughing spell. 

Examination of the lungs showed medium and coarse 
moist rdles throughout, but most numerous at the 
right base behind. 

The temperature, which was 102° at entrance, ran 
an irregular course, with evening remissions and morn- 
ing rises, and remained normal only after twenty-six 
days. Influenza bacilli were present in enormous 
numbers in the sputum, and repeated examination 
failed to reveal tubercle bacilli. 

The patient has continued to cough, and examination 
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has shown rales persistently localized at the right 
base, below the angle of the scapula and to the verte- 
bral side of the post-axillary line. 

Examination of the patient and his sputum was 
made on Nov. 10, 1903, Feb. 25, March 30, Oct. 24, 
1904, and Feb. 28, 1905. Tubercle bacilli have never 
been found. Influenza bacilli have been inconstantly 
present and mixed with other organisms. They were 
demonstrated by culture in the specimens of Nov. 10, 
1903, Feb. 25, 1904, and Feb. 28, 1905, but were not 
found in the remaining examinations. 

In the two and one-half years since the acute 
attack, the patient has gained 47 lbs. in weight. 
He feels perfectly well, with the exception of the 
cough. 

The persistence of rales at the right base in this 
patient suggests that this was the site of an undetected 
bronchopneumonia. It seems probable that small 
abscesses resulted from the cellular infiltration of the 
lung, with later the development of induration and 
perhaps also bronchi-ectasis. 


B. Chronic Cases. — Of the 18 cases of chronic 
infection with influenza bacilli reported in 1902, 
11 have been followed. 

(a) Death, two cases. 


(1) Autopsy 
(Case 17, Chronic cases.) 


1,037. 


E. D., a poorly nourished woman of sixty-two entered 
the Channing Home Oct. 16, 1901, with a history of 
cough for forty-four years. She was under observa- 
tion until her death from cerebral hemorrhage, March 
16, 1903. Clinically the case presented signs of diffuse 
bronchitis and emphysema, with probable bronchi- 
ectasis. 

Influenza bacilli were present in large numbers in 
her sputum at each of some 30 to 40 examinations. No 
tubercle bacilli could be found. 

Autopsy (by Dr. Oscar Richardson). The lungs 
showed diffuse bronchi-ectasis, in places leading into 
small abscess cavities. The largest of these abscess 
cavities was about 24 cm. in greatest diameter. 
In several places in each lung were areas of chronic 
interstitial pneumonia, the largest measuring 3 cm. 
in diameter. Throughout these dense areas were 
small foci of purulent softening. In the tissues of the 
apical portion of one lung there was a small fibro-cal- 
careous mass about 2 cm. in greatest diameter and in 
the lower lobe of the same lung a small similar nodule 
about 3 cm. in greatest dimension. Microscopical 
examination showed no evidence of caseation. No 
tuberculosis was found with the exception of the 
obsolete nodules above mentioned. 


The case is of interest not merely from the per- 
sistence of influenza bacilli with other organisms 
in-the sputum for a period of seventeen months, 
but also shows that long continued cough may 
be due to infection with other organisms than 
the tubercle bacillus. 

(2) The second patient (Case 19, Chronic 
cases) had had a cough with asthmatic parox- 
ysms for nineteen months before entrance, 
Oct. 30, 1902. Influenza bacilli persisted in 
his sputum for one month. At this time he 
showed diffuse bronchitis. Curschman spirals 
and mononuclear. eosinophiles were found in 
his sputum, the purulent character of which 
gave place to a mucoid, glassy, tenacious expec- 
toration. The asthmatic paroxysms recurred 
at intervals. When seen on Dec. 2, 1903, no 





influenza bacilli could be found. He died in 
January, 1905, of “chronic bronchitis and 
emphysema.”? No autopsy was obtained. 

(b) Recovery: One case. One of the chronic 
vases (Case 6, Chronic cases), a boy of thirteen, 
who had had a cough for five or six years before 
entrance in September, 1902, continued to cough 
until the spring of 1903. Influenza bacilli were 
found in his sputum for two months during the 
fall of 1902. At this time examination of his 
chest showed diffuse bronchitis. He was last 
seen in the fall of 1903, having had a recurrence 
of catarrhal symptoms for two months. Exam- 
ination of his chest was negative. No influenza 
bacilli could be found in his sputum. 

(c) Continuance of symptoms and influenza 
bacilli: The remaining eight patients (Cases 
2,3, 4, 7,10, 11, 12 and 16, Chronic cases) have 
continued to cough since they were first seen in 
1902. 

Onset: Their history states that they had 
coughed for from eight months to fifteen years 
before they came under observation. In two 
vases (Cases 2 and 3, Chronic cases) they defi- 
nitely date their disease from an attack of 
‘“‘orippe’’; in the remaining cases the onset 
seems to have been insidious and without rela- 
tion to an acute attack. 

Physical examination: Diffuse bronchitis has 
been constantly present in six cases. In one 
(Case 2, Chronic cases), examination has usually 
been negative, but at times a few rales have been 
heard at both apices, back and front. They all 
show moderate or extreme emphysema. The 
suspicion is strong that they have diffuse bron- 
chi-ectasis and in places indurative pneumonia 
with abscess formation. 

Sputum: Their sputum has remained con- 
stantly the same, — abundant, purulent, and con- 
taining great numbers of influenza bacilli, mixed 
with other organisms. Though thus constantly 
mixed the influenza bacilli have always predomi- 
nated. No tubercle bacilli have been found. 

Course: These eight cases show no material 
change since they first came under observation. 
Their cough improves somewhat each summer 
to return with equal intensity in the winter. 
They are still at the same occupation in which 
they were engaged when first seen. 

Period of observation: Two patients (Cases 
4 and 7, Chronic cases) were followed for one 
year. One patient (Case 2, Chronic cases) was 
followed for two years. Five patients (Cases 3, 
10, 11, 12, and 16, Chronic cases) were followed 
for two and one-half years and are still under 
observation. 

One of these cases (Case 3, Chronic cases) 
deserves special mention from the occurrence of 
frequent attacks of hemoptysis. 


E. H., a bright, well developed girl of eleven, first 
came under observation Aug. 23, 1902. She has a 
history of cough since two years of age. During the 
nine years which have elapsed since then she has daily 
expectorated large amounts of greenish, slightly tena- 
cious sputum, with afoul odor. She is short of breath 

2 Death certificate, State House. 
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only after exertion. 
fever or night sweats. 

She has been a faithful attendant at the Out-Patient 
Clinic. Repeated examination of her chest has shown 
moderate emphysema and occasional diffuse bron- 
chitis. There is slight relative dullness at the left base 
over an area about. the size of the hand, below the 
angle of the left scapula. In this region, the respira- 
tion is bronchovesicular, the vocal and tactile fremitus 
diminished. Crepitant rales have been constantly 
present, limited in extent to this location. An x-ray 
affords no evidence of changes at this place. 

The patient spent the summer of 1903 at the State 
Hospital at Tewksbury, from which Dr. A. K. Drake 
wrote that while there her temperature was ‘‘ practi- 
cally normal all of the time ” and her sputum “ con- 
stantly negative for tubercle bacilli.’”’ Under their 
out-door treatment, she gained 12 lbs. and her cough 
was much improved. 

Examination of her sputum Aug. 23, Sept. 3, Sept. 
21, Oct. 22, Nov. 17, and Dec. 19, 1902,and Jan. 15, 
Nov. 15, Dee. 5 and 6, 1903, and Nov. 5, Nov. 19 and 
Dec. 20, 1904, showed influenza bacilli in great num- 
bers, both in fresh specimens and in culture, mixed 
with other organisms. No tubercle bacilli or actino- 
myces were found. 

On her return from Tewksbury in 1903, she had 
two small hemorrhages, with the loss of about a tea- 
spoonful of blood. At intervals of several months 
these small hemorrhages have recurred. 

She was admitted to the hospital in the service of 
Dr. F. C. Shattuck on Dec. 5, 1903, for an injection of 
tuberculin. After two days in the hospital, during 
which her temperature was found normal on a four- 
hourly chart, she was given 4 mgm. of tuberculin, with- 
out a reaction in forty-eight hours on a two hour 
chart. This was followed by the injection of 7 mgm. 
with a like negative result. 


There is no complaint of chill, 


It is thought that the favorable clinical course 
in these cases makes it highly improbable that 
they ever suffered from pulmonary tuberculosis. 
The absence of tubercle bacilli still further con- 
firms this supposition. In the presence in their 
sputum of organisms which can, I think, with 
a fair degree of certainty be shown by autopsy 
to be capable of setting up permanent pulmo- 
nary changes, their clinical course can be ade- 
quately explained. 


II. PREVALENCE OF INFLUENZA 
FROM EPIDEMICS. 


BACILLI APART 


Between August, 1902, and January, 1904, 186 
sputa were examined from cases coming to the 
Out-Patient Department of the Massachusetts 
General Hospital. The cases were unselected, 
except to exclude from the investigation those 
patients in whom tubercle bacilli were found. 
Clinically they were suffering from acute or 
chronic disease of the respiratory tract, for the 
most part bronchitis. 

In 110 (59%) of the 186 cases organisms hav- 
ing the morphology and staining reaction of 
influenza bacilli were seen in varying numbers. 
In 56 cases (30% of all those investigated) the 
organisms were shown by culture to conform in 
all respects to the bacilli described by Pfeiffer 
in 1892* and regarded by him as the cause of 


3 Pfeiffer: Die Aetiologie de Influenza, Zeit. f. Hygiene, 13, 1893. 





epidemic influenza. In 47 cases (25% of all 
investigated) the influenza bacilli were in over- 
whelming numbers. In these cases, however, 
varying numbers of micrococcus catarrhalis, 
pneumococci, pyogenic cocci, pseudo-pneumo- 
cocci, bacillus mucosus capsulatus, ete., were 
usually found with the influenza bacilli on the 
blood agar tubes. Very rarely, the sputum first 
washed in sterile bouillon or salt solution showed 
on cultivation no other organisms than influenza 
bacilli. As the technique improved, influenza 
bacilli were found in a somewhat larger propor- 
tion of cases, so that their presence in only 30% 
of the cases probably places the number too 
low. 

The cases showing influenza bacilli in the spu- 
tum were quite evenly distributed over the 
eighteen months during which the investigation 
was pursued. We had no epidemic of acute 
disease of the respiratory tract during this time, 
and the 186 cases represent merely a part of the 
normal number of cases with respiratory symp- 
toms constantly seeking admission. 


III. RESPIRATORY INFECTION WITH 


ORGANISMS. 


OTHER 


A record was kept of the different organisms 
and their relative proportion in the 186 speci- 
mens examined. 

Mixed infections: In 120 cases (64%) of the 
186 investigated the presence of two or more 
organisms was noted in the specimens. Among 
the more important organisms identified in these 
mixed infections were influenza bacilli, micro- 
coccus catarrhalis, the pyogenic cocci, pneumo- 
cocci, bacillus mucosus capsulatus and the pseudo- 
pheumococcus. 

No attempt was made to follow the mixed 
infections to their termination. 

Pure infections: In 66 (36%) of the 186 cases 
investigated one organism so far predominated 
that it could fairly be classed as representing 
an infection with one group. 

Of these 66 cases of comparatively pure infec- 
tion, the presence of influenza bacilli in 47 com- 
prised the largest number. Organisms resem- 
bling pneumococci were found in 70% of the 
cases, but were represented as a pure infection 
in only eight. 

The micrococcus catarrhalis was found as a 
practically pure infection in 5 cases. 

The bacillus mucosus capsulatus and the 
pseudo-pneumococcus were each represented as 
a pure infection in three cases. 

In general the organisms did not remain un- 
mixed in the sputum for long periods. While 
at the first examination one group was almost 
solely represented, it was noted that the later 
examination of the sputum from the same case 
frequently showed that contamination had taken 
place. Sharp distinctions in the pathogenic 
power of different organisms in the sputum 
cannot be drawn and the symptoms in any given 
case must be regarded as due to infection with 
the different organisms found, without emphasis 
on any one infecting group. 
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IV. CLINICAL SIMILARITY OF INFECTION WITH 
INFLUENZA BACILLI AND WITH OTHER 
ORGANISMS. 


It was hoped that by dividing the respiratory 
infections into groups, according to the pre- 
dominance or exclusive presence of one variety 
of organisms, that some clinical difference in the 
course and termination of the different cases 
might be obtained. 

The pneumococcus infections may be selected 
for comparison with the infections with influenza 
bacilli. 

These eight cases of infection with pneumo- 
cocci gave a history of cough for from one to five 
weeks before entrance. 

In their onset they presented no difference 
from the cases of acute infection with influenza 
bacilli, beginning with catarrhal symptoms, with 
or without fever and prostration. The general 
symptoms were as severe as in the infections with 
influenza bacilli. 

Examination was negative in three cases. Of 
the remaining five there were signs of diffuse 
bronchitis in one, and localized bronchitis in 
four: In one at the right apex, in a second at the 
left apex and throughout the left back, in the 
third at the right apex and the right axilla and 
in the fourth at the right axilla. 

I was able to follow five of the cases to their 
termination. In three the physical examination 
was negative. In one the bronchitis was diffuse 
and in the last case, the rAles were confined to 
the left back and the left apex. No tubercle 
bacilli could be found in their sputum. 

They were well and without cough in from 
six to twelve weeks (four within eight weeks). 

I was unable to follow the five cases of micro- 
coccus catarrhalis infection to their termination. 
Of 132 cases investigated by Ghon, Pfeiffer and 
Sederl * this organism was identified in 81 (59%). 
In only one case was it found alone. In five 
other cases, though associated with other bacte- 
ria, it was in such numbers that it was regarded 
as the cause of the process. 

In the one case in which the organism was in 
pure culture it was isolated from the bronchial 
pus after death from diffuse bronchitis. In the 
remaining five cases, the acute onset of the dis- 
ease dated from a few weeks to one day before 
entrance. The respiratory symptoms began with 
the usual disturbances accompanying an acute 
infection. 

Examination showed diffuse or local bronchitis 
and bronchopneumonia. In two cases the reso- 
lution of the pulmonary solidification took place 
slowly, not being complete in one until more 
than a month had elapsed. 

The sputum showed enormous numbers of 
micrococcus catarrhalis with a few pneumococci 
and pyogenic cocci; influenza bacilli were present 
in two cases. No tubercle bacilli were found. 

In one case the cough lasted for over four 
months, the remaining patients were discharged, 
well, within six weeks. 


*Ghon, Pfeiffer and Sederl: Der Mikrococcus Catarrhalis (R. 
Pfeiffer) als Krankheitserreger. Zeit. f. klin. med. 44, 1902, p. 277. 


Concerning the clinical picture, Sederl con- 
cludes that it has nothing characteristic. ‘It is 
most like infection with influenza bacilli and 
pneumococci and might, not infrequently, be 
confused with them, especially the former, since 
only an exact bacteriological investigation will 
permit of their differentiation.” 

(To be continued.) 
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PERFORATED DUODENAL AND GASTRIC 
ULCERS: A REPORT OF TWO CASES: 
OPERATION: RECOVERY. 


BY CHARLES L. SCUDDER, M.D., BOSTON, 
Visiting Surgeon to the Masssachusetis General Hospital. 


Case Il. Mr. J. McE. Dyspepsia for years. Sud- 
den severe epigastric pain. Operation, closure of a 
perforated gastric ulcer. Recovery. Subsequent poste- 
rior gastro-enterostomy. Recovery. 


A patient of Dr. C. C. Day and Dr. Healey of New- 
buryport. Thirty-four years old. Single. For some 
years the patient had had attacks of indigestion and 
dyspepsia, and two years ago he was in bed with an 
attack of what was called gastritis. To-day, July 1, 
1904, while at work in an iron foundry, he was suddenly, 
at five o’clock in the afternoon, seized with abdominal 
pain, referred to the pit of the stomach. He was seen 
by Dr. Day within one-half hour of this attack of pain, 
and taken immediately to the hospital. The man 
had a temperature of 97°, pulse 64, and respiration 
32. His facies was not particularly peritonitic. His 
tongue was moist, his abdomen was hard and board- 
like, the muscles were rigidly contracted. He was most 
tender over the seat of the initial pain in the epigas- 
trium, and all the pain was referred to the epigastrium, 
although he spoke of being sore in the lower half of 
the abdomen. He had not vomited. 

Operation: Abdominal section through the right 
rectus abdominis muscle. A yellowish, thin, pea- 
soup material was present in the abdomen, limited 
largely to the right side. The pylorus presented, with 
a perforation upon the gastric side on the anterior 
surface, the size of the lead of a lead pencil. There 
was no gas in the abdominal cavity. Gas came from 
the perforation as it was manipulated. The perfora- 
tion had a punched-out look. There was no fat necro- 
sis visible. The gall bladder was normal in appearance. 
There was an indurated margin about the perforation 
half an inch in width. The perforation was closed 
with three Pagenstecker mattress sutures. A bit of 
omentum was folded over the line of suture. (See 
Fig. 1.) A suprapubic incision was made. The 
abdomen was washed thoroughly with saline solution. 
Two tubes and a wick were placed in the pelvis through 
the suprapubic opening and a wick through the lapa- 
rotomy opening to the line of suture in the stomach. 
Through-and-through silkworm-gut sutures partially 
closed both incisions. The patient was in good condi- 
tion at the end of the operation. He made an unin- 
terrupted and satisfactory recovery. All wicks were 
removed on about the fifth day. 

November, 1904: Operation posterior gastro-enter- 
ostomy without a loop. Complete recovery. 

May, 1905. The patient at times complains of a 
burning sensation in the epigastrium which dis- 
appears after taking sodium bicarbonate in small doses. 


Case II. Mr. F.P.D. Indigestion for three years. 
Sudden epigastric pain. Operation, suture of a per- 
jorated duodenal ulcer. After five weeks second opera- 
tion, posterior gastrojejunostomy. Complete relief of 





symptoms. 
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Twenty-four years old. Massachusetts General 
Hospital, No. 137,582. This man had had indigestion 
for three years. Two days ago he was seized suddenly 
with acute abdominal pain in the epigastrium. Later 
this pain became general. The pain was at no time 
localized in the region of the appendix, although he 
was somewhat sensitive at that spot, more sensitive 
there than anywhere else in the abdomen. The bowels 
were constipated. The abdomen was slightly dis- 
tended and the abdominal muscles were rigid. There 
was distinct spasm of both recti. There was no mass 
to be felt and no dullness upon percussion. The tem- 
perature was 100.2°, the pulse 80, the white blood 
count 23,000. 

Thinking that this was probably a case of appendi- 
citis with beginning general peritonitis, an incision 
was made over the appendix. Free gastric contents were 
found. The appendix was normal. There were spots 
of necrosis in the omentum up toward the stomach. 
The bowel was injected only slightly, but considerably 
distended. Upon following the lead suggested by the 
necrosis of the omentum and the fibrin, which increased 
in amount upward toward the stomach, a second 
incision was made in the median line in the epigas- 
trium and a perforating ulcer in the first part of the 
duodenum discovered. Gas escaped from the perfo- 
ration, which was surrounded by fibrin and inflamma- 
tory thickening. The perforation was closed by 
three quilted sutures and the sutures were covered by 
an omental graft. The abdomen was washed clean 
with normal salt solution. Gauze wicks were placed 
at the bottom of the pelvis through the appendix inci- 
sion. One wick was placed to the right loin through 
the appendix incision. Another wick was _ placed 


through the median incision to the omental graft. 
The wounds were closed in part with silkworm-gut 


sutures. 

The patient made an uninterrupted recovery. He 
was nourished at first by nutrient enemata of pepton- 
ized milk, beef juice, egg and salt solution. The aver- 
age temperature was 99° Fahr., the pulse about 
80, the respiration at first 30, later 16 to 20. 

About five weeks following this first operation a 
posterior gastrojejunostomy without a loop was done. 
This operation was undertaken in order to give the 
ulcers in the duodenum and stomach, should there be 
any other than the one which perforated, the best 
opportunity to heal. Short circuiting the ulcer-bear- 
ing area theoretically was indicated. The technique 
followed was that with clamp and suture. There was 
no rise of temperature attending the convalescence 
from this operation. It was interesting to note the 
thickened condition of the peritoneum and the many 
adhesions of the bowel to the parietes. Several of 
these adhesions were divided and the bowel freed. 

From this operation the patient made an uninter- 
rupted recovery. Ten months after the first opera- 
tion the patient reports himself in good health. 


I have here recorded two cases of ulcer of the 
gastro-intestinal canal. One case was an ulcer of 
stomach. The other case was an ulcer of the 
duodenum. Both ulcers perforated, causing acute 
peritonitis. The first patient was operated upon 
four hours after the initial sign of perfora- 
tion... The diagnosis of a perforated gastric ulcer 
was confirmed. The second patient was operated 
upon forty-eight hours after perforation. It 
was thought previous to operation that the pa- 
tient had an appendicitis and a general peri- 
tonitis. 


Both the ulcers were closed by sutures. The 





peritoneal cavity in each instance was quickly 
cleansed by salt flushing and wiping. Cigarette 
and tube drains were used for a few days only in 
each case. Both patients recovered. In each 
case at a subsequent time a posterior gastro- 
jejunostomy was done. The anastomosis was 
made close to the ligament of Treitz. Both 
cases recovered from the second operation and 
are well to-day. 

In the case of gastric ulcer the diagnosis was 
based upon these facts: The man was a young 
adult with a history of indigestion and dyspepsia 
for several years. He had had one previous at- 
tack of what had been called acute gastritis. The 
present sudden seizure of acute epigastric and 
abdominal prostrating pain, the tenderness 
localized most noticeably in the epigastric region, 
the board-like rigidity of the abdominal muscles 
following upon the above story of chronic indi- 
gestion, made the diagnosis reasonably certain. 

In the case of duodenal ulcer it was impos- 
sible from the meagre history to make a definite 
diagnosis when the man was presented for opera- 
tion. This man was likewise a young adult and 
had had indigestion for some years. He was 
attacked suddenly with violent epigastric pain. 
The pain became general and when he was pre- 
sented for operation it was found that the most 
tender spot was over the appendix. The abdo- 
men was distended and the abdominal muscles 
were rigid. The leucocyte count was 23,000. 
He had been ill forty-eight hours. A diffuse 
peritonitis was present. The cause of the peri- 
tonitis was thought to be an appendicitis. Oper- 
ation proved that this diagnosis was wrong. 

In considering these two cases of acute per- 
foration of a gastric and a duodenal ulcer certain 
interesting questions arise. Obviously, it may 
be possible to distinguish between an acutely 
perforating duodenal and gastric ulcer if the 
individual is seen very soon after the initial 
symptom of peritoneal involvement. The first 
‘ase reported was evidently gastric because the 
pain was at the epigastrium at the outset. Had 
it been duodenal the pain would have been 
referred further to the right. The duodenal 
case was forty-eight hours old when seen, and 
this lapse of time precluded the possibility of 
distinguishing it from a peritonitis of other origin. 
Moreover, the history of the gastric case was 
more definite and clear than was the history 
of the duodenal case. After peritoneal symp- 
toms become general it is impossible to distin- 
guish between a perforated duodenal and a 
gastric ulcer in the absence of a clear history. 

Before perforation has occurred it is possible 
to diagnose a duodenal ulcer from a gastric ulcer. 
Up to within a short time this has not been true, 
but recently Moynihan ' of Leeds and Graham ? 
of Rochester have reported relatively large groups 
of duodenal ulcers. These groups afford valuable 
data. It is evident that an ulcer of the duode- 
num is not very uncommon and that it may be 


1 Transactions of the Clinical Society of London, 1902. 
London, March 1904. ; ; is} 
2 Paper read before the Minnesota State Medical Association, 
June 2, 1904; and the Minnesota Valley Medical Society Dec. 2, 1902. 


Lancet, 
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associated with a gastric ulcer in the same patient. 
The duodenal ulcer is most commonly found in 
the first portion of the duodenum. The symp- 
toms are determined by a careful study of the 
history of the case. That the diagnosis of duo- 
denal ulcer may at times be blind and uncertain 
is true, especially if it be complicated by gastric 
pyloric ulcer or some disease of the biliary pas- 
sages. 

The symptoms characteristic of duodenal ulcer 
are: Epigastric pain, relieved by eating and again 
in evidence some two or three hours later. Moy- 
nihan has called this the “‘ hunger pain.”’ This 
“hunger pain ”’ is relieved by vomiting an acid 
vomit and by the belching of gas. In duodenal 
ulcer gas is far more annoying than in cases of 
gastric ulcer. The type of duodenal ulcer pain is 
thought by Graham to simulate the pain of gall- 
stone colic far more than does the pain of gastric 
ulcer. The pain in duodenal ulcer is far more 
intense than in gastric ulcer. Vomiting usually 
occurs some time after taking food, “ delayed 
vomiting ” (Graham). Little food is contained in 
the vomitus which is often very acid and is fol- 
lowed by temporary relief to the pain and distress. 
Blood may be present in the vomitus, but is more 
often in the stools (melena) in duodenal ulcer. 
‘When the duodenum is involved the pain, gas, 
acidity and vomiting are, as a rule, more intense 
than if only pyloric ulcer (gastric side) is present, 
and the type of pain is more apt to approach that 
of gallstones.”” (Graham.) From gallstones the 
distinction is made by the fact that in gallstones 
the pain is more sudden, radiates more widely, 
is almost entirely non-dependent upon food, 
acidity is rarely seen. 

In the second reported case a diagnosis of 
appendicitis with peritonitis was made previous 
to operation. This is the most common mistake 
made in the diagnosis of a perforated duodenal 
ulcer. Moynihan® has called attention to the 
reason for this mistake. It is occasioned by the 
anatomical arrangements of the parts about the 
duodenum. The transverse colon directs the 
escaping duodenal fluid to the right loin. The 
sulcus between the ascending colon and the pari- 
etes isso deep that the escaping gastric and duo- 
denal fluids gravitate to the right iliac fossa and 
the appendix region. (See Fig. 2.) In the case 
reported the greatest tenderness was at the point 
where the acute inflammatory process was most 
recent. The securing of a most careful history 
from each patient will alone prevent this mistake 
from being made. 

Duodenal ulcers perforate in about half of all 
cases. The ulcer may perforate slowly, sub- 
acutely or acutely. Duodenal ulcers are more 
apt than gastric ulcers to exist in latent form 
causing few characteristic symptoms. These 
facts which Moynihan and Graham emphasize 
are very evident from the cases analyzed by 
them. Ulcers perforating anteriorly are less 
likely to be walled off by adhesions than ulcers 
perforating posteriorly. 

After the abdomen has been opened and the 

® Lancet, Dec. 14, 1901, p. 1656. 





acutely perforating duodenal ulcer discovered, the 
ulcer should be sutured. Excision of the ulcer 
should rarely be undertaken. The peritoneal 
cavity should be cleansed. This may best be 
done by thorough flushing of the abdominal cavity 
with normal salt solution. Personally, I believe 
that a more thorough cleansing of the abdominal 
cavity is possible by flushing if a counter-open- 
ing is made supra-pubically or in the left loin. 
After the flushing of the abdomen and the placing 
of a glass or rubber tube to the pelvis and to the 
seat of the sutured perforation, the patient 
should be placed in the semi-sitting position of 
Fowler. 

The question arises in these cases of duodenal 
ulcer, whether a gastro-enterostomy should be 
done at the time of the primary operation. If 
the patient is very ill, if the perforation has 
occurred a number of hours previous to the opera- 
tion, it would be unwise to do a gastro-enter- 
ostomy. If the patient is in good condition 
the prolongation of the operation for a few mo- 
ments that the anastomosis may be made will 
be safe. In each of these cases of ulcer a 
gastrojejunostomy was done several weeks after 
the original operation. In neither case was 
the pylorus narrowed. There was no obstruc- 
tion at the pylorus, and yet it seemed wise in 
view of clinical .experience to use the gastro- 
enterostomy to help the ulcer to heal. In view 
of the recent experience of Cannon and Blake 
who find in cats that after a gastro-enterostomy 
with an open pylorus stomach contents do 
not tend to go through the new stoma, but 
through the pylorus as before operation, one 
may well question whether gastro-enterostomy in 
the human subject when the pylorus is not 
obstructed brings about its good result because 
of drainage or because of some other yet un- 
discovered reason. Gastro-enterostomy was 
done in these two cases with the hope that its 
performance would facilitate the healing of 
the ulcer-bearing area in stomach and duode- 
num. The subsequent story of these cases and of 
similar cases will determine the wisdom of the 
application of the procedure to the conditions 
existing. 


ities 
—_ 


SOME SUGGESTIONS IN REGARD TO THE 
DIAGNOSIS OF SEMINAL VESICULITIS. 


BY HUGH CABOT, M.D., BOSTON, 


to Out-Patients, Massachusetts General Hospital; 
Surgeon to Baptist Hospital. 


By the publication of Dr. Fuller’s book in 
1894, attention was drawn to the subject of 
chronic inflammatory lesions of the seminal vesi- 
cles and the relation of this condition to chronic 
posterior urethritis. While fully prepared to 
admit that Dr. Fuller did a distinct and valuable 
service to the profession in the publication of 
this work, it seems possible that the impetus thus 
given has carried the pendulum somewhat too 
far in this direction and that the diagnosis of 
seminal vesiculitis is frequently made upon in- 
sufficient grounds. With a view to determining 
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what condition would justify the diagnosis, this 
investigation was begun three years ago. 

It is proper that, at the outset, we should 
define the term “ vesiculitis.’” If we adhere 
rigidly to the meaning of the termination “‘ itis ” 
it becomes incumbent upon us to demonstrate 
the presence of inflammation as shown by infil- 
tration and inflammatory exudate. If, on the 
other hand, the term be held to cover other 
abnormal conditions not strictly limited by the 
term “ inflammation,” we shall have to admit 
that the presence of the products of inflammation 
is by no means essential to diagnosis. In this 
communication I shall regard the term as neces- 
sarily involving an inflammatory process, acute 
or chronic, and regard myself, therefore, as 
justified in postulating that evidence of an in- 
flammatory condition must be adduced in order 
to justify the diagnosis. 

Before proceeding to the more detailed portions 
of the investigation let me first take up a few of 
the more common signs and consider their value 
and the weight which we are justified in giving 
them in making a diagnosis. 

Distention of the vesicle. —It has been held 
that marked distention of the vesicles is not 
normally found and that its presence is indicative 
of disease. This belief is in part the result of 
the feeling, now largely accepted, that the vesicle 
is not simply a reservoir. It has been conclu- 
sively shown that the vesicle has a secretion of 
its own, which is an important integral part of the 
seminal fluid. This does not, however, justify 
the view that the vesicle is not in any sense a 
reservoir for the spermatozoa, as it has been re- 
peatedly found at autopsy that the vesicle in 
health contains spermatozoa, frequently, in 
considerable quantities. The researches of Sim- 
ons and Duhot seem further to prove that the 
vesicle is not normally empty and the experi- 
mental work of the latter suggests that the vesi- 
cles readily fill from the vas, being more directly 
in line with this canal than with the ejaculatory 
duct. These observations show that a certain 
amount of distention of the vesicle is to be re- 
garded as physiological. Moreover, distention 
of the vesicle may result from disease of neighbor- 
ing organs in which it is not in itself involved, 
namely, in chronic posterior urethritis and chronic 
prostatitis. That a sharp distinction can be 
drawn between these two conditions, I do not 
intend to imply, but as the terms are still exten- 
sively employed in literature they are retained 
here. The anatomical relation of the ejaculatory 
ducts to the prostate and posterior portion of 
the urethra is such that inflammatory conditions 
in this region are not only liable, but almost 
certain, to produce a certain amount of pressure 
upon these ducts. If such pressure be long 
continued, and especially if changes of a fibrous 
nature take place in the prostate, obstruction of 
the ejaculatory ducts will result, producing a 
more than ordinary distention of the vesicles. 
On clinical as well as upon theoretical grounds, 
it seems to me amply proven that a condition of 
over-distention of the vesicles from this cause 





not infrequently occurs. (See Cases No. 2 and 18.) 
It is further to be noted that in chronic prosta- 
titis of non-bacterial origin the same condition 
may occur, especially behind the hard, fibrous 
prostates occasionally seen in so-called sexual 
neurasthenia. On the above grounds, therefore, 
it does not appear that distention of the vesicle 
alone, even though of considerable degree and 
great persistence, is to be regarded as satisfactory 
evidence of the condition of the vesicle itself, 
and in the absence of other and more convincing 
evidences the diagnosis of seminal vesiculitis 
would not be justified. 

Thickening or stiffening of the vesicle. — That 
true thickening of the wall of the vesicle is sound 
evidence of an inflammatory process, will prob- 
ably be generally admitted, but the difficulty 
encountered is that of establishing the normal 
size and consistency of these organs. It is hardly 
possible to find two examiners whose reports of 
their examinations in these cases will exactly 
coincide, and what one observer may regard as 
positive evidence of inflammatory thickening 
will appear to another well within normal limits. 
The skill and experience of the examiner here 
play a very important part, and no report is to 
be regarded as conclusive unless made upon the 
results of more than one examination or by one 
very expert in rectal palpation. It is interesting 
to observe that surgeons making use of the right 
hand in these examinations find the left vesicle 
far more frequently diseased than the right, and 
if the same observers be required to use the left 
hand the number of left-sided lesions falls off 
with striking rapidity. These factors make it 
difficult to interpret the conclusions of other 
surgeons upon this point, and it is proper to insist 
that nothing but a marked degree of thickening 
shall be regarded as conclusive evidence. 

Tenderness of the vesicle and perivesicular 
structures. — The symptom of tenderness is one 
particularly difficult to estimate. In the first 
place it is difficult to establish the normal sensi- 
tiveness in this region, which varies immensely 
in different individuals; and in the second place, 
a certain amount of tenderness is entirely com- 
patible with a distention due to disease of other 
organs. It has been found present (see Case No. 
5) in cases of marked distention from obstructive 
disease of the prostate where evidence of inflam- 
mation in the vesicle was strikingly absent and 
where the emptying of the vesicle was followed 
by a disappearance of the tenderness and future 
examination failed to reveal inflammatory thick- 
ening or other abnormal condition. Tenderness 
has also been absent in cases in which the other 
evidence appeared to justify the diagnosis of an 
inflammatory condition, and it thus appears that 
tenderness may be absent where inflammation 
really exists and present where it does not exist. 
Therefore, while valuable in some cases as con- 
tributory evidence, it can hardly be regarded as 
an important symptom except in acute cases. 

It has seemed, therefore, that the above signs 
are likely to leave us in doubt as to the real 
underlying condition, and I have turned to the 
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examination of the contents of the vesicle itself 
as the most reliable source of evidence. Careful 
routine examination was instituted upon sus- 
picious cases of so-called chronic urethritis with 
a view to deciding the value of the evidence to 
be obtained from the vesicle. Provided it can 
be shown that a purulent exudate exists within 
the cavity of the vesicle, the diagnosis will be 
proved, but in order to do this we must eliminate 
as far as possible the admixture of pus and bac- 
teria from other sources. These other sources 


are, first, the urethra, second, the prostate. Only 
after eliminating contamination from _ these 


sources are we justified in drawing conclusions 
as to the condition of the vesicle contents. The 
technique which has been employed in the series 
of cases tabulated below was adopted with this 
end in view and carried out either in person or 
under personal observation. 

Technique .— Patients were instructed to come 
with a full bladder, and this was first emptied, 
in order to obtain a general idea of the amount 
of pus in the urethra. The urethra was then 
irrigated with boric acid solution and 4 or 5 oz. 
allowed to run back into the bladder, which 
was then emptied. In this way the urethra was 
rendered as clean as possible. The bladder was then 
again distended with boric acid or salt solution 
and the prostate massaged, leaving the region 
of the vesicle undisturbed. A varying amount 
of prostatic fluid can be expressed so as to flow 
from the meatus, but this is not to be regarded 
as the whole expressed contents, as a certain 
amount will flow back into the bladder, depend- 
ing, probably, upon the condition of the posterior 
urethra. If now the patient empties his bladder, 
as much has been done as possible to eliminate 
contamination from neighboring organs. The 
bladder was then a third time distended and the 
vesicles massaged, expressing the’ contents as 
thoroughly as possible. By this massage a vari- 
able amount of vesicular contents is expressed 
so as to come out at the meatus, but in many 
cases the major portion of it runs back into the 
bladder and is passed when that viscus is emptied. 

By using this routine an approximately accu- 
rate idea of the contents of the vesicle can be 
obtained and we get it moderately free from 
contamination. That occasional contamination 
will occur cannot be questioned, and the results 
of examination even by this method are not to 
be taken too literally, but they will show with 
considerable accuracy the true contents of the 
vesicle and will demonstrate in the vast majority 
of cases the presence or absence of pus in any 
notable amount, in the cavity of the vesicle. It 
has seemed that the absence of pus might be taken 
as evidence of the healthy condition of the vesicle 
mucous membrane, and, though I am prepared 
to believe that old inflammatory conditions may 
leave the vesicle crippled without showing signs 
of inflammation, it seems doubtful if we are jus- 
tified in declaring a case to be one of true seminal 
vesiculitis in which the secretion of the vesicle 
is free from the products of inflammation. 

Some difficulty was experienced in staining the 








material obtained by this technique. It is thick 
and viscid in consistency, and if left todry on the 
slide becomes fluid rather than solid and soon 
loses its peculiar appearance entirely. After 
some trial two methods were found which gave 
satisfactory results. The secretion may be taken 
directly from the meatus or from the contents 
of the bladder when emptied, and spread upon a 
slide with a platinum wire. If spread in a thin 
layer and promptly stained with a saturated 
aqueous solution of methylene blue a fairly 
good picture is obtained. Pus corpuscles, epithe- 
lial cells, bacteria, and the heads of the sperma- 
tozoa take the stain in a satisfactory manner. 
The other elements are not stained. Another 
and perhaps more satisfactory method is to 
spread the secretion as above described and then 
dehydrate it with absolute alcohol, which leaves 
a thin film, in which the cellular elements, bac- 
teria and spermatozoa remain intact. By either 
of these methods an accurate idea may be ob- 
tained of the number and kind of cells, of the 
bacteria and of the spermatozoa. If it is desired 
to decide the question of the motility of the 
spermatozoa the examination must of course, be 
made promptly without drying, and with as 
little spreading and crushing as possible. It is 
also wise to substitute normal salt solution for 
boric acid in the last distention of the bladder 
as the acid solution will probably influence the 
motility; I say ‘ probably influence,’ because 
on several occasions spermatozoa obtained from 
boric acid solution were found motile, perhaps 
because they were surrounded with their mucoid 
vehicle to such an extent that the acid did not 
reach them. 

The research was further interesting, not only 
as throwing light upon the question of the 
amount of pus in the secretion, but also as show- 
ing quite marked difference of appearance in the 
expressed contents though without other abnorm- 
ality. Two quite distinct types of material were 
obtained: the first, more common variety, opaque, 
bluish-white, viscid secretion; the second, very 
different, consisting of slightly amber-colored 
spheroid bodies about a sixteenth of an inch 
in diameter, and suggesting the appearance of 
spawn. I was unable to determine what con- 
dition influences this change of appearance as 
both varieties were obtained from apparently 
healthy vesicles and showed no essentially differ- 
ent characteristics under the microscope. 

The following nineteen cases were collected from 
the records of the clinic. They are in no sense 
selected cases except in so far as no case was 
considered in which the examination had not 
been made by more than one observer. This 
seemed necessary on account of the marked 
discrepancy between the observations of differ- 
ent individuals and because I cannot myself lay 
claim to great experience. The above-described 
method was carried out in all cases and the results 
obtained are accurate so far as it was possible 
to make them so. It will be seen that this series 
of cases is of the subacute or chronic variety and 
that no cases of acute inflammation were re- 
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# ' | = 
¢ &, Duration. Bs nana Urine. Examination of Prostate and Vesicles. |Microscopic Examination of Expressed Contents. 
Z |<} 
| = 
1/23\8 months Slight Shreds in Ist | Prostate moderately irregularly enlarged.|From prostate, pus and few spermatozoa. 
| | muco- and 2d urines| Slightly tender. From vesicle, spermatozoa, no pus or bacteria. 
purulent Vesicles both distended. Not tender or 
thickened. 
2 28/13 months Slight Istand2d [Prostate full, hard, not nodular. No'From prostate, normal contents. 
purulent | urines cloudy | change after massage. |From vesicles, much material,spermatozoa, round 
Vesicles full, not stiff or tender. | cells, no pus or bacteria. 
3239 months Moderate |Prostate enlarged on left. |From prostate, much pus, few spermatozoa 
purulent | Vesicle, left full and tense. From vesicle, spermatozoa (fish spawn type), 
| no pus or bacteria. 
* 23/1 year Mucoid |Prostate symmetrically and moderately From prostate, excessive amount of fluid. 
| enlarged. From vesicles, motile and non-motile sperma- 
owe both moderately full. | tozoa,no pus. 
546\Many yeare| Slight (Slightly cloudy Prostateslightly enlarged. Rather on From prostate, moderate amount,norma!l contents. 
| | mucoid few shreds | Vesicles both much distended. Slightly|From vesicles, very large amount of mucus with 
| tender. | spermatozoa motile and non-motile, some large 
epithelial cells, no pug. 
| 
6 30: Years Morning |Prostate large, soft and bo By From prostate, much = and few spermatozoa. 
| drop | Vesicles moderately distended, not tender. From vesicles, considerable normal contents, no 
| pus. 
| | 
7 39/10 years+ Morning | Coma shreds Prostate, left side rm pe! enlarged. From prostate, epithelial cells, little pus. 
| drop in let.urine (Vesicle, left distended and soft. From vesicle, spermatozoa (fish spawn type), no 
pus. 
| 
8 19.2 months Slight Ist cloudy (Prostate tender on left side. |From prostate, excessive, some pus. 
purulent 2d clear Vesicle, left moderately full, not tender. |From vesicle, spermatozoa, no pus or bacteria. 
| 
9 211 year Mucoid st few shreds Prostate soft, boggy, slightly tender. \From prostate, many round cells, some pus. 
| Vesicles both moderately distended. |From vesicle, non-motile spermatozoa, no pus. 


10 28/10 months Meatus [Ist urine coma Prostate boggy, slightly tender. From prostate, much fluid, considerable pus, 


| glued in shreds Vesicles, left distended. | epithelium, no bacteria. 
| morning | a vesicles, spermatozoa, no pus or bacteria. 
1] 29/5 years- Slightly |Ist, few shreds Prostate irregular consistency, tender. (From prostate, little fluid. 
} | mucoi |Vesicles both distended. |From vesicles, (much) motile spermatozoa, no pus. 
| | 
1219/2 years None Generally (Prostate norma From prostate, normal contents. 


1. 
clear Vesicles thickened and tender. |From vesicles, many spermatozoa, much pus, few 
| | | round cells, few long, large bacilli. 





13 27/3 years None | 2d urine, few Prostate engorged. ‘From prostate, normal contents. 
ie | heavy shreds Vesicles very full and tense. \From vesicles, many spermatozoa, some motile, 
| | | some epithelium, no pus or bacteria. 


H | 
14,224 months Morning (2d urine large|Prostate, left soft and boggy, right sma)] From prostate, pus, bacilli and cocci. 
| drop shreds | and hard \From vesicle, mostly spermatozoa, little pus. 2 


| \aetenameaad both distended, slightly tender. | weeks later no pus. 


15 27/2 years Morning | Many coma (Prostate symmetrically enlarged. \From prostate, moderate amount of fluid, some 
| drop shreds = Vesicles moderately full. |, pus. 

\From vesicles, much contente, mostly sperma- 
| | tozoa, little epithelium, no pus. 

| 


16\32} 2monthe | Mucoid lst urine large| Prostate enlarged on right. From prostate, much epithelium, some pus, few 
gonorrhea shreds Vesicles, right full and slightly tender. spermatozoa. 





| 
| denied From vesicle, moderate amount of pus mixed c 
| 


motile spermatozoa. 














17 35\3 months Morning Prostate normal. From prostate, very little normal fluid. 
| drop Vesicles large,:tender and stiff. From vesicles, much pus intimately mixed & 
| | spermatozoa. 

18,286 years Mucoid \Prostate, hard cord on left extending up| From prostate, normal contents. 
| | to vesicle. \From vesicle, considerable material, spermatozoa, 
| Vesicles, left moderately full. some epithelium, no pus. 
|| 

19 22'|Chronic Slight | lst urine, few Prostate engorged. |From prostate, much fluid, some pus, no bacteria. 


purulent matozoa, no pus. 








| muco- long shreds \Vesicles ful » not tender. From vesicles, considerable material, many sper- 





corded. This is due to the fact that acute cases|if present, was not characterized by pus forma- 
were not regarded as proper subjects for such|tion. A number of these cases came to us with 
extensive investigations. the diagnosis of seminal vesiculitis, made, prob- 

From this small series of cases the following | ably, upon a distended condition of the vesicle, 
facts appear: Pus in anything more than negli-| with some tenderness, in some of the cases. If 
gible quantities was found in only 3 cases (Nos.| we are to regard the symptom-complex of true 
12, 16, 17) and in these both inflammatory thick-| thickening, tenderness, and purulent exudate 
ening and tenderness were present, thus making the | as essential to the diagnosis of seminal vesicu- 
diagnosis of an inflammatory process reasonably | litis, these 16 cases must be regarded as examples of 
clear. The absence of pus or of micro-organisms | subacute or chronic prostatitis and not of seminal 
in the other 16 cases shows that purulent exu-| vesiculitis, though from the descriptions which 
dates were not present and, therefore, that inflam-|we see in various publications on the subject 
mation of the vesicle was either not present or,| many of these cases would probably be regarded 
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as seminal vesiculitis. The use of this routine 
has shown that some care is necessary in dis- 
tinguishing between vesiculitis and prostatitis, 
and has made me more cautious in making the 
former diagnosis. Experience with these and 
other cases has served to convince me that this 
elaborate technique is unnecessary. The macro- 
scopical appearance of a fluid containing consider- 
able pus is sufficiently characteristic to readily 
distinguish it from a normal, or nearly normal, 
condition and the examiner will readily learn to 
make this distinction. Finally, I would urge 
the importance of greater accuracy of observation 
and more close adherence to terminology, to the 
end that a reasonable distinction may be made 
between the cases in which the prostate is the 
chief offender really requiring treatment and 
those in which the vesicle itself is diseased and 
likely to prove a source of supply for recurrent 
inflammatory outbreaks. 


ain 
> 





REPORT OF A CASE OF EXSTROPHY OF 
THE BLADDER, WITH A CONSIDERATION 
OF OPERATIVE TREATMENT. 


BY HENRY G. SPOONER, M.D., NEW YORK. 


As cases of exstrophy of the bladder are of rare 
occurrence, as evidenced by the combined statis- 
tics of Henow, Sickel, and Winckel, who col- 
lated four cases of this congenital deformity from 
the records of 116,500 births, 1 have considered 
that the report of this case might be of interest. 
The writer is indebted to Drs. Andrews and Ra- 
mon Guiteras, for permission to report the case. 


G. W. W., twenty-four years of age, of Springport, 
Ind., was advised by his physician, Dr. G. R. Andrews, 
(of Mt. Summit, Ind.), to come to New York and see 
what could be done to relieve congenital exstrophy of 
the bladder. 

The patient is a robust, healthy-looking man who is 
able to get about with comparative comfort. He 
wore woman’s dresses until he was nineteen years of 
age, when he changed to male attire. As the slightest 
touch of any garment to the bladder causes pain, he 
has his trousers open in’ the middle and always wears 
an overcoat, with the pockets so arranged, that one 
hand can protect the bladder. The patient has never 
experienced any sexual desire. 

Inspection reveals an angrily inflamed globular mass, 
4 in. in horizontal, 44 in. in lateral diameters, pro- 
truding from the pubic region, an inch above the gen- 
eral surface of the skin, covered with mucous mem- 
brane of a dark red purplish hue, that is constantly 
moist, very much hypertrophied, and exceedingly 
sensitive to the slightest touch Fig. 1. Below the 
crest of the swelling is the stump of a penis, resting 
flat on the under surface of the bladder over the tri- 
gonum and ureteral openings, that is very nearly as 
broad as long. A groove evidently intended for a 
surface of the urethral wall runs along the dorsal aspect 
of the penis, from glans penis to juncture of penis and 
bladder, where the openings of the ejaculatory ducts 
and prostatic sinuses can be seen, that under existing 
conditions plays no part in micturition, as the urine 
drips from each ureter dir-ctly on to the floor when 
the patient is standing. Rectal examination shows 
that prostate and seminal vesicles are absent, there 
being only a small mass of connective tissue to be felt 





on the left side by rectal palpation. The ureteral 
openings can be seen when the dorsal aspect of the penis 
is removed from its resting place on the surface of the 
bladder, the right being more plainly visible than the 
left, and spurts of urine can be seen to gush from right 
ureteral duct. The urine obtained separately from 
each kidney is opaque and contains pelvic and ureteral 
epithelia. 

















Between the two hip bones, palpation shows that the 
symphysis pubis is entirely lacking for a distance of 
5 in. between the pubic rami. Umbilicus is absent. 
Testicles are developed and occupy their natural posi- 
tion in the scrotum. 

Patient has experienced very little pain during his 
life. Last February there was a stoppage of urine on 
right side, accompanied by the most intense pain. 
Several attacks of renal colic have been experienced 
since this time. Left ureter has never been occluded. 
Patient is able to undertake any kind of ordinary 
labor. However the urinous odor is always percep- 
tible, and it is certain that such an individual is always 
more liable to renal infection. 


Treatment: The ‘attempts to alleviate this 
condition have been numerous, but an impartial 
review of the literature must convince the reader 
of the terrible suffering endured by the patients 
and of the unsatisfactory results obtained by 
operation. Plastic operations have been unsuc- 
cessful; transplantation of the ureters into the 
intestine with excision of the bladder, is a dan- 
gerous, unsurgical procedure, as it invites infec- 
tion from the rectum. 

Three kinds of operations have been devised: 
(1) Plastic operations to make an artificial 
covering for bladder and urethra. (2) Opera- 
tions for narrowing the defective area by approxi- 
mating the two innominate bones. (3) Opera- 
tions to divert the flow of urine in a more suitable 
direction. 

Plastic operations have been devised by Nela- 
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tion, Wood, Roux, Holmes, Thiersch, Billroth, 
Maydl, Ayres and Pancoast. 

The early attempts from 1844 to 1852 were uni- 
formly unsuccessful, as the flaps were not re- 
versed. Turning of the flaps so that the skin 
surface faced the bladder was first suggested by 
Roux in 1852. In 1863 reversed and superim- 
posed flaps were first employed by Holmes. 
From these earlier operations the later plastic 
procedures of Wood, Thiersch and Maydl have 
been derived. 

In Wood’s operation three flaps are used to 
cover the vesical defect,—an upper and two 
lateral transplanted flaps. 

In Thiersch’s operation two lateral flaps are 
formed, one to cover the lower half of the defect 
and ‘the upper, the upper half. The second 
flap is made after the first has healed and taken 
from the opposite side so as to close in the upper 
half of the bladder. Later the two edges of the 
adjacent flaps are freshened and united, and 
lastly the upper margin of the second flap and 
superior edge of opening in abdominal wall were 
freshened and sutured. Thus the treatment 
involved by this method extended over twelve to 
eighteen months, and necessitated a large number 
of separate operations. Billroth modified this 
operation, with the result that nineteen separate 
operations were performed on one patient in a 
period of twenty-two months. After all this 
suffering had been endured for the benefit of 
science, most of the patients treated by this 
method suffered from the formation of calculi, 
so that it was necessary to reopen the bladder so 
tediously formed. 

Of the plastic operations the one devised by 
Maydl has been the most popular. Flaps of 
abdominal skin are turned over the bladder 
membrane, so that the surface of skin forms the 
anterior wall of the new bladder. 

By these plastic operations the condition of 
the patient was not much improved. When the 
defect is great large flaps must be made, which 
are apt to slough away on account of the forma- 
tion of fibrous tissue at the pedicle shutting off 
the blood supply. The stitches were apt to be 
torn by the bladder being forced against the flaps 
by intra-abdominal pressure. The operation 
had furnished a covering for the exposed mucous 
membrane, under favorable conditions, but no 
sphincter muscle of the bladder was formed, so 
that a receptacle for urine must be worn, as 
formerly. In the course of time hairs grew from 
the flap of skin forming the anterior wall of the 
bladder, which served for the deposition of phos- 
phatic salts, caused by decomposition of the 
urine. If these stones could not be removed by 
irrigations or instruments, the surgeon must 
incise the anterior wall of the bladder to remove 
them, so that it can be justly said that the patient 
has not been benefited. 

It can be readily seen that treatment by plastic 
operations is painful and tedious. That opera- 
tive treatment is not without danger is evidenced 
by the fact that there were 20 deaths in the 100 
cases collected by Ashhurst, a mortality that is 





probably below the average, as the unsuccessful 
cases are not always reported. Even some of 
the so-called successful cases have resulted in 
the death of the patient, E. G., ‘‘ Dr. Ashhurst 
had a year ago successfully operated by Wood’s 
method.” The deficiency in the abdominal wall 
in this case was more than ordinarily great, 
necessitating a second operation that caused the 
death of the patient thirteen hours later. As 
patients may live to old age without any opera- 
tion, the surgeon should not resort to an opera- 
tion that has been attended with such a large 
percentage of partial or complete failures as the 
flap operations for extroversion of the bladder. 

In 1885 Trendelenburg originated the method 
of treatment of narrowing the defective area by 
approximating the two innominate bones. The 
two sacro-iliac synchondroses were divided, and 
the two pubic bones were brought together by 
a leather girdle fastened around the pelvis, 
whose ends crossed in front and were pulled down 
by weights. After the bones were approxi- 
mated they were sutured. After several weeks 
when the bones have become firmly united, the 
edges of the bladder are freshened and an en- 
deavor is made to close them. Two of Trendel- 
enburg’s five cases died, the other three had fistu- 
le. The other attempts to close cleft symphysis 
without severing the sacro-iliac synchondroses 
have been unsuccessful. 

The early attempts of Simon and Smith to divert 
the flow of urine in a more suitable direction 
were unsuccessful. 

In 1881 Sonnenburg exstirpated the bladder 
and inserted the ureters into the dorsal groove 
of the penis. The gap on the abdominal wall 
was closed by flaps without difficulty. The 
ureters became fixed in their new situation and 
successful cases have been reported by Zesas, 
Niehaus and others. This operation when suc- 
cessful permitted the patient to use a urinal with 
comfort. 

In 1892 Maydl dissatisfied with plastic opera- 
tions exsected the trigonum with both ureters 
from the wall of the bladder, and implanted them 
into the sigmoid flexure of the colon. The rest 
of the bladder was dissected out. This operation 
was devised to take advantage of the oblique 
course of the ureters upon the wall of the bladder 
before entering the bladder, together with the 
protection afforded by the arrangement of the 
mucous membrane at the ureteral ducts. His first 
patient, a man of twenty years, recovered and 
passed his urine every four to eight hours. Since 
then 22 cases have been operated upon in this 
manner with three deaths, a good showing for 
so radical and difficult an operation. Neverthe- 
less, that fears are not of a purely theoretical 
nature has been proved by the death of a case 
from pyelitis fifteen months after the operation, 
as well as by the published clinical experiences, 
as weil as the results of experiments upon the 
lower animals of Bardenheur, Smith, Tuffir, 
Gluck and Zeller, Novaro and others. When 
healing results, the sphincter ani insures com- 
plete continence. 


reese 
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In 1895 Vignoni, after experimenting with 
animals, recommended his operation, to provide 
a V-shaped valve cut from the anterior wall 
of the bowel. The danger of this method con- 
sists in the liability of the orifices of the ureters 
to become blocked, caused by adhesions between 
their cut ends and the serous membrane of the 
flap. Krynski (1896) placed the ureters in the 
space occupied by the submucous connective 
tissue of the rectum. A flap was then made of 
the serous and muscular coats of the rectum, 
reliance thus being placed upon the pressure of 
the contents of the rectum to occlude the ureters. 
Pisani (1896) transplanted the wall of the bladder 
with the ureteral ducts to the posterior wall of 
the rectum, relying upon a supposed sphincter- 
like action of the vesical mouths of the ureters. 

In 1898.Fowler made a special valve from a 
tonguelike projection of mucous membrane of 
the rectum, in order to combine a sufficient valve 
action with the additional safeguard of the 
compression of the ureters by the circular muscle 
fibers of the bowel during defecation. The case 
of a boy six years old was reported, who in the 
course of time passed his urine at normal intervals. 

Pousson (1898) advocated the operation of 
Sonnenburg. However, Forque, who had _ per- 
formed this operation seven times, admitted that 
an ideal result was not always to be obtained, 
even by this method. 

In 1899 Carl Beck succeeded in making a vesico- 
rectal anastomosis in a case of tuberculosis of 
the bladder. The ends of the ureters were left 
hanging free in the bowel, which seems to have 
worked very well in this case, as the patient was 
able to hold his urine four hours at a time five 
weeks after the operation. 

The cases operated upon by Allen and Herczel 
(1898) and Josserand (1899), as well as the cases 
operated upon by German surgeons, show that 
the results of operation by the transplantation 
method make a very favorable showing, com- 
pared with the best the literature of autoplasty 
has to show; nevertheless the dangers from infec- 
tion from the transplantation method are very 
grave, — Mikulicz and Arlow have each lost a case, 
—as in the course of time the resistance of the 
kidneys to infection from the rectum slackens. 

When we have a patient who can get about, 
who can live in comparative comfort, who has 
lived for many years with extroversion of the 
bladder with little suffering, it is best to consider 
operative interference a long time, and then 
hesitate, before operating. 

In conclusion it may be said; 

(1) That continence is never obtained by the 
most successful plastic operation. 

(2) Implantation of the ureters into the bowel 
is a difficult operation, and apt to be followed by 
infection of the kidneys. 

(3) The operation of Sonnenburg is a simple 
operation and with less danger than the others 
and permits the patient to wear a comfortable 
urinal. 

(4) That patients can live to old age without 
any operation. 





Clinical Department. 
BOSTON CITY HOSPITAL CLINICAL MEETING. 
Fes. 9, 1905. 


Dr. Geo. G. SEARS in the Chair. 
DON, Secretary. 


Dr. L. R. G. Cran- 


Tue following cases were presented: 


ANEURISM OF THE AORTA. 
BY H. L, BURRELL, M.D. 


On Dee. 29, 1904, I saw with Dr. Ames a man, 
twenty-seven years of age, single, who had an aneurism 
of the arch of the aorta. He had a history of syphilis 
and of 15 or more whiskies a day, several before break- 
fast. Four months before he had developed a cough, 
with sputum tinged with blood, and for the past fort- 
night has had difficulty in swallowing. The pain is 
most marked in the upper part of the right chest on 
swallowing solid food. Has lost twenty pounds in the 
past year. 

The physical examination was as follows: Poorly 
developed and nourished; slightly cyanotic; conscious 
and rational; very weak; pupils equal and react. 
There was no tracheal tug, but some difficulty in 
respiration. The left radial pulse was fuller than 
the right. There was slight dullness and bronco- 
vesicular respiration at the right apex down to the 
second rib in front and to the angle of the scapula 
behind. 

The patient for the past fortnight has grown 
steadily worse. Dyspnea is very marked and ex- 
tremely uncomfortable. Sleepless nights and loud, 
paroxysmal, brassy cough. The cause of the dyspnea 
was not due to paralysis of the vocal cords. Patierit 
was fluoroscoped by Dr. Williams, who found a tumor 
mass the size of an orange, just above the base of the 
heart which pulsated. It was believed by Dr. Ames 
and myself that the cause of the dyspnea was due to 
pressure on the primary bronchus. Oxygen gave 
the patient considerable relief. 

An operation was planned for the removal of the 
patient’s sternum to allow the aneurism to expand 
and to relieve direct pressure on the trachea. In the 
meantime the patient was vigorously treated with 
iodide of potash and morphia in increasing doses, from 
these drugs he received relief. Two days after he entered 
my service he had a hemorrhage from the mouth, 
about 2 oz. This was followed, day by day, by 
hemorrhages which varied in quantity up to 8 oz., 
and came from the mouth and from the rectum. He 
died on Jan. 4, 1905, from one of these hemorrhages. 


CARCINOMA OF THE GALL BLADDER. 


A woman, thirty-five years of age, single, entered 
my service Oct. 17, 1904. Her family history was 
not of importance. She had been on Dr. Shattuck’s 
service for a fortnight. She was supposed to have 
cholecystitis, and I operated on October 20. An inci- 
sion 4 in. long was made in the right rectus muscle 
over the gall bladder region, and on opening the 
peritoneum there was an escape of a large amount of 
pale serous fluid. A mass of considerable size was 
found composed of the hepatic flexure of the colon, mes- 
entery and omentum. The mass included the liver, 
and the position of the gall bladder. From its 
macroscopic appearance the mass appeared to be 
a carcinoma. The abdomen was closed in layers and 
the wound healed by first intention. 

The carcinomatous mass was so extensive that it 
would have been useless to have attempted its 











Vox, CLII, No. 19} 


BOSTON MEDICAL AND SURGICAL JOURNAL 549 





“removal. In about three weeks the patient was out 
of bed and tried to get about, but she was obviously 
failing. In about another fortnight she developed 
considerable persistent, dull, abdominal pain, which 
was relieved by morphia, but not for six weeks 
following the operation did she develop jaundice. 
The patient literally faded away, growing weaker 
and weaker, day by day, for two months. 


INTESTINAL OBSTRUCTION FOLLOWING GASTRO- 
ENTEROSTOMY FOR PYLORIC ULCER. 
BY F. B. LUND, M.D. 


PATIENT was a young woman, thirty-six years of age, 
who had been in the hospital in December, 1903, suffer- 
ing from gastric ulcer. She had vomited blood off and 
on for three years. Operation was advised at the 
time, but refused. She had previously been operated 
upon for right femoral hernia, with success. In May, 
1904, five months after leaving the hospital, she vom- 
ited a little blood. Through the summer she lost 
about 35 lbs. She was able to do but little, and in 
October and November, suffered much gastric pain 
and vomiting. Pain had no definite relation to meals. 
Examination showed distinct tenderness in the right 
hypochondrium on deep pressure. No spasm. During 
the summer she had had considerable pain in the right 
iliac region, so that her physician suspected appen- 
dicitis. 

On December 9, a right rectus incision four inches 
long was made just above the umbilicus. The stomach 
was found dilated. There were several enlarged 
lymphatic glands at the base of the great omentum 
close to the pylorus. There were two small scars, 
smooth, not indurated, close to the pylorus. There 
was considerable induration of the pylorus itself. No 
scars could be made out over the duodenum. The 
appendix was found to be very long, contorted and 
adherent. It was removed, and a posterior gastro- 
enterostomy, by Moynihan’s method, was performed, 
a loop about 14 in. long being taken. An entero- 
enterostomy was then performed. The operation, on 
account of the difficult removal of the appendix, was 
longer than usual, and the patient was more thoroughly 
etherized than is advisable in these cases. The whole 
procedure took about one and one-quarter hours. In- 
stead of presenting the extremely favorable picture 
which is usually seen in these operations, the patient was 
very ill for two days, coughing a great deal and raising 
a good deal of thick mucus. Pulse was 120. She 
looked badly and occasionally vomited. This was 
apparently due to mucus in the throat. After wash- 
ing out the stomach, however, the vomiting ceased, 
except occasionally, when induced by a cough. 

The patient had a very fair convalesence. She 
was kept in bed for three weeks, and left the hospital 
for the Convalescent Home in five weeks. She was 
at that time looking extremely well, and able to eat 
more heartily than she had for years. 

After two weeks at the Convalescent Home, she 
began to have a steady, sharp pain in the epigastrium, 
and vomiting. There was no blood in the vomitus, 
but whatever food she took she immediately vomited. 
She was sent back to the hospital, and when examined 
on Jan. 31, was found to have marked tenderness in 
the epigastrium, localized distention in the left side 
of the epigastrium, and considerable muscular spasm, 
and to be vomiting occasionally a dark brown fluid. 
The abdomen was reopened on Jan. 31, and it was 
found that the line of the enteroplication had been 
forced downward and to the right, apparently on 
account of coughing, so that the bowel was twisted on 
itself, and in this position had become firmly adherent 
to the under surface of the abdominal scar. The adhe- 





sions were rather recent and were separated without 
difficulty. They had resulted in obstruction of the 
efferent loop so that the bile had been forced back into 
the stomach. This loop was very much dilated. On 
replacing the intestines in their normal position the 
line of enteroplication was sutured to the mesocolon 
so that it could not again become markedly displaced. 

It was interesting to observe that the line of enteropli- 
cation, which was about 2 in. long, produced firm 
constriction of the intestine and was apparently effi- 
cient. This operation was seven weeks after the pri- 
mary operation. Whether it will remain firm in future, 
of course is not known. We have present evidence 
that the enteroplication in diaphragm form is not 
sufficient, as shown by Crile’s case. Whether longi- 
tudinal enteroplication is inefficient, however, has not 
yet been shown. 


The case is an interesting one, as showing the 
possibility of obstructions from adhesions after 
a gastro-enterostomy, and also the efficiency of 
the enteroplication seven weeks after the primary 
operation. 

The writer is of the opinion that this accident 
would not have happened had it not been for 
coughing and vomiting which followed the opera- 
tion, due to too much ether. Mayo has called 
attention to the fact that after the abdomen is 
opened, and while the suturing is being done, 
very light anesthesia is sufficient. 

The patient has made an excellent recovery, 


is eating well, gaining weight and has left the 
hospital. 


CASE OF OPERATION FOR CARCINOMA OF THE 
CHEEK AND UPPER AND LOWER JAWS. 


PATIENT, about seventy years old, was first operated 
upon by Dr. J. B. Blake, April 22, 1904, for a small 
carcinomous nodule, the size of a pigeon’s egg, on the 
inner side of the left cheek. Dr. Blake at the same 
time removed some glands below the angle of the jaw. 
On the 13th, he performed a plastic operation, closing 
an opening in the cheek. 

The patient re-entered the hospital June 27, and 
again Dr. Blake removed a gland under the angle of 
the jaw. He was comfortable during the summer, 
but on Oct. 6, 1904, he re-entered, with a recurrence 
of the growth at the site of the old operation scar 
which extended from the angle of the left side of the 
mouth back to the pharynx. At that time he was 
operated upon, carrying an incision about the mass, 
and freeing it from the alveolar process of the upper and 
lower jaw. After its removal the wound could be 
brought together. There was some limitation of open- 
ing the jaw. This limitation increased, and when he 
returned, in January, 1905, he could hardly open the 
jaw at all and suffered much pain and discomfort. 
For that reason an extensive operation was performed, 
splitting the cheek from the angle of the mouth to the 
back of the lower jaw, removing the alveolar process 
of the upper jaw and one half the hard palate, dissect- 
ing the growth from the side of the pharynx, where it 
lay close against the inner surface of the ramus of the 
lower jaw, and removing about two inches of the lower 
jaw, which was involved in the growth. Involved 
glands were dissected from the upper cervical triangle 
where they lay against the anterior surface of the Jugu- 
lar vein and the pneumogastric and hypoglossal nerves. 
The wound in the cheek was sutured, and the cavity 
in the mouth packed with iodoform gauze. A stomach 
tube was used for a day or two. There was very little 
hemorrhage or shock from the operation, and to his 
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| 
great delight, he was able to open his mouth about an | and she was out of bed somewhat. Nov. 16, there 
inch, a false joint having resulted where the piece of | was a dry friction rub over left thorax up to spine of 


the jaw was removed. The cheek flap was somewhat | 
difficult to get together and was rather thin, and an} 
opening has developed about an inch back of the) 
angle of the mouth. This it is hoped to close later by | 


a plastic operation. 


In this case recurrence is naturally to be ex-| 
pected, but at the last operation a considerable | 
amount of painful growth was removed, and at | 
the same time the patient was enabled to open | 
his jaw. For these two cases I wish to express 
my indebtedness to Dr. Burrell, on whose service | 
they occurred. 


ATTEMPTED SUICIDE BY SHOOTING; ““ SPECTACLE- | 
TEMPLE ” CARRIED INTO THE BRAIN BY THE 
BUBLET; REMOVAL BY OPERATION. 


BY L. R. G. CRANDON, M.D. 


Tue rounded end of this wire protruded 1 in. from | 
a suicidal pistol wound in the right temporal region. | 
On turning back an osteo-plastic flap the rest of the | 
wire with the bullet fused on it was found buried in| 


scapula in the back and the third rib in front. 
20, she continued to run an irregularly elevated tem- 
perature, her cheeks were flushed and she was kept 
in bed. 
bacilli could be found, and a low white count. 


examination of the abdomen was _ negative. 


Nov. 


There was some sputum in which no tubercle 
There 
were occasional night sweats. Nov. 28 is the first 
mention of indefinite abdominal pains, but the physical 
The 
appetite and sleep continued good. 

Early in December there were complaints of indefi- 
nite non-localized abdominal pain and_ tenderness. 
The appetite began to fail, there was some nausea, 
irregular diarrhea and decreasing strength. Dec. 10, 


| there was noted slight pigmentation of the skin about 


the upper and lower lips and in the axille. The house 


physician, Dr. England, had suggested its presence 
/about the lips some days earlier. 
soreness of the abdomen, slight distention, no evidence 
‘of fluid. 


There was general 


Dec. 14, continued looseness of bowels, 


occasional vomiting, fluid wave in abdomen. 


Pigmented areas noticeable on palmer surfaces of 


wrists, flexures of elbows and about the waistband. 
The symptoms of tuberculous peritonitis continuing, 


the right frontal lobe of the brain. The bullet in its| the patient was seen by Dr. Ames and Dr. Watson 


passage had carried before it the spectacle-wire and | 
had fused on it. The wire then served apparently | 


Dec. 18 and operation was advised and accepted. 
Before being transferred to the surgical side the 


to hold the bullet from penetrating far into the brain. | patient was treated for a few days with supra-renal 





a 














PLEURISY WITH EFFUSION, TUBERCULOUS PERI- | 
TONITIS. ADDISON’S DISEASE. | 
BY GEORGE B. SHATTUCK, M.D. | 

D.C., twenty-two years of age, single, female, entered 
the hospital Oct. 27, 1904. Illness began about ten 
days before entrance with impaired appetite, cough, 
sharp pain in upper thorax and dyspnea which was 
slight. On entrance she appeared in good general 
condition and well nourished. The physical examina- 
tion showed the presence of fluid in the left pleural 
cavity, and was otherwise negative. There was some 
elevation and irregularity of temperature. 

Two days after entrance the left pleural cavity was | 
aspirated and 1,000 cc. of clear fluid withdrawn which | 
was sterile. There seemed to be a gradual reaccumu- | 
lation of fluid, and she was aspirated again Nov. 12, 
only a very small amount of fluid being obtained, and | 





| anorexia, diarrhea, cardio-vascular asthenia. 


extract, but without effect. She was transferred to 
surgical Dec. 21, a laparotomy was done by Dr. Wat- 
son, Dec. 23, and she died Dec. 29, about two months 
after entrance to the hospital and two months and a 
half after the appearance of the first symptoms. 


Clinically the dependence of the pleurisy upon 
tuberculosis was suspected at an early date, but 
proof was lacking until the symptoms of tuber- 
culous peritonitis presented themselves. Almost 
contemporaneous with the development of these 
symptoms were indications of a probable tuber- 
culous affection of the suprarenal bodies as sug- 
gested by the usual symptoms of Addison’s 
disease — discoloration of the skin, prostration, 
Tu- 
berculous lesions of the suprarenal bodies is a 





there were evidences of thickened pleure. Up to|common cause of Addison’s disease; other affec- 
this time the appetite and general condition were good, | tions of these bodies may produce the same symp- 
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toms, and occasionally pressure or inflammation 
involving the semilunar ganglia may do so. 
Pigmentation occurs in tuberculous peritonitis. 

The pigmentation may be absent. In our case 
it developed almost imperceptibly, and was 
slight in extent and degree. 

Allow me to illustrate this by a case reported 
in American Medicine, Dec. 24, last, by Dr. H. B. 
Whitney of Denver, a former house officer of this 
hospital: 


The patient was a healthy, laboring man of thirty- 
three, who was taken with sudden weakness two months 
before death, but did not give up work until about a 
month later. His only symptoms throughout the 
disease were progressive muscular weakness and toward 
the last, one or two attacks of apparent collapse. There 
was no discoloration of the skin and no noticeable loss 
of weight. Inability of the patient to speak English 
and the peculiar combination of a very acute course 
without bronzing made the diagnosis peculiarly diffi- 
cult. The case was considered inexplicable until 
autopsy disclosed tuberculous adrenals. Recognition 
of this form of Addison’s disease would seem to depend 
chiefly upon remembrance of the fact that there may 
be no bronzing and that the course may be as rapid as 
that of an acute infection. 


With the rapid and general development of 
tuberculosis which took place in our own case, 
it is difficult to say just how far the involvement 
of any one organ was responsible for the appear- 
ance of certain symptoms. 

I will add that the catamenia were absent 
while the patient was in the hospital, but her 
- accounts in regard to them before that were 
somewhat conflicting. 

How far the pigmentation in these cases is a 
trophic phenomenon dependent upon some affec- 
tion of the abdominal, sympathetic system, or 
how far it is the result of faulty metabolism due 
to changes in the structure of the adrenals I will 
leave to the pathologists to tell you. 


A CASE OF TUBERCULAR SALPINGITIS WITH RUP- 
TURE INTO RECTUM AND SLOUGHING OF A POR- 
TION OF ANTERIOR WALL. OPERATION. 

BY E. B. YOUNG, M.D. 


Case I. A.C. Twenty-one years, waitress. 
mitted to Boston City Hospital, Dec. 20, 1904. 

Six days before entrance severe pain in lower abdo- 
men with fever, chills and vomiting. Had no previous 
pain and considered herself well. 

After the acute symptoms had passed a mass could 
be felt on either side behind the uterus. 

Operation advised and accepted. On opening the 
abdomen both tubes were found densely adherent and 
covered with small tubercles. The right tube had 
previously contained an abscess which had discharged 
into the rectum; but in so doing, had caused a large 
part of the anterior wall of the rectum to slough. As 
it was impossible to close this on account of the fri- 
ability of the tissues, a fold of the long sigmoid flexure 
was brought down and sutured over the defect. Then 
a colostomy was performed above and the pelvis 
drained through the abdominal incision. 

The patient has done well and will recover. 


Ad- 


The interesting points are: 
_(1) That such a process could go on for a long 
time with so little disturbance. 





(2) That the acute attack seems probably 
due to a secondary infection of the cavity with 
colon bacillus, although I know no method of 
absolute proof. 

(3) That there has been so little trouble from 
the rectal defect. The bowels with an enema 
per rectum discharging some feces naturally, 
while part escapes by the colostomy wound. 


RUPTURE OF ABSCESS OF FALLOPIAN TUBE; PERI- 
TONITIS; OPERATION; RECOVERY. 


Case II. E. A. Thirty-five years, milliner. 

Two weeks before entrance severe pain in lower 
abdomen with some fever. 

Recovered and felt quite well until two days before 
entrance, when a similar attack came on. 

At entrance a tubal abscess could be felt on the right 
side, but nothing seemed to demand immediate opera- 
tion. 

About 4 p.m. on the succeeding day, the tube rup- 
tured and when I reached the hospital the patient was 
suffering frightful pain. Operation was performed at 
once and pus found in all parts of the greater perito- 
neal cavity, but mostly above the omentum. 

After removing the ruptured tube, the abdomen was 
irrigated without disturbing the omentum and where 
the pus had penetrated underneath this, it was sponged 
away with salt solution. 

She had some shock, but suffered no pain and has 
recovered. We took no culture at the time, but had a 
good illustration of the virulence of the infection, as 
the wound was covered with a gray membrane within 
forty-eight hours. 

The sutures were removed and after the wound 
cleared up the fascia was united with catgut. 


The interesting points are: 

(1) Immediate relief of pain by the irrigation 
of salt solution. 

(2) The protection by a large omentum of 
a great portion of the bowel. This undoubtedly 
saved the patient’s life. 


STAB WOUND OF ABDOMEN; EXTRUSION OF PER- 
FORATED INTESTINE, OPERATION; RECOVERY. 
BY DAVID D. SCANNELL, M.D. 


J. D., age eleven, entered the hospital on the evening 
of Jan. 6, 1905, having been stabbed in the abdomen 
with a large pocket knife two hours previously. On 
entrance his relevant physical examination was as 
follows: Condition of moderate shock; face pale and 
expression anxious; general clammy sweat; pulse 110 
and of fair volume and tension; temperature 100°; 
tongue coated; heart and lungs normal; abdomen, 
two inches below umbilicus, was a large circular mass 
of extruded jejuno-ileum, in actual length 9 in., moder- 
ately distended, lustreless, and brownish-red from 
strangulation; the whole was covered by a thin layer 
of omentum; the abdomen elsewhere was negative. 
Immediate operation was done; the extruded gut was 
protected by towels wet in hot salt solution while the 
general surface of the abdomen was carefully scrubbed 
with soap and water, salt solution, and 70% alcohol; 
the gut itself was cared for by copious washing with 
salt solution and careful sponging; further examina- 
tion disclosed a small perforation about § in. in diam- 
eter about the center of the mass, and 1 in. from the 
mesenteric border; from this, there escaped, with every 
descent of the diaphragm and contraction of the recti, 
two or three drops of intestinal contents, more being 
prevented by a small flap of mucous membrane 
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which acted precisely as avalve. This perforation was 
at once closed by three interrupted Lembert_ silk 
sutures; further search revealed no more punctures; 
the wound in the abdominal wall itself was found to 
be % in. in length and situated just to the right of the 
median line in the inner edge of the right rectus; this 
was enlarged downward § in., and with no very great 
difficulty the extruded gut and omentum were re- 
placed; there was a slight degree of hemorrhagic infil- 
tration of the right rectus muscle in the wound. The 
general cavity was flushed with hot salt solution, and 
the wound closed by layer sutures. The convalescence 
was uneventful, the patient being allowed to get up on 
the 11th, and leave the hospital on the 15th day. 


Three points are of interest in this case: (1) 
that under the conditions the intestine should 
have been perforated; (2) that so much intestine 
should have escaped through so small a wound; 
and (3) thatthe perforated segment of gut fol- 
lowed the withdrawal of the knife. 


—_ — -——~<>—___———_ 


Medical Progress. 


oe 


REPORT ON THE PROGRESS OF 
BY HERBERT L. BURRELL, M.D., 
AND 
BY H. W. CUSHING, M.D., BOSTON. 


SURGERY. 


INTRAVENOUS INJECTIONS OF THYMOL IN STAPHY- 
LOCOCCUS INFECTION. 

FIORENTINI' considers that thymol in intra- 
venous injections has almost a specific action in 
controlling the infection of the staphylococcus 
aureus. He believes that it controls the cocci 
by producing a hyperleucocytosis with poly- 
nucleosis. He uses it in doses of 10 cm. per 
kilogram. 


THYMUS DEATH UNDER LOCAL ANESTHESIA. 


Nettel ? under Schleich’s local anesthesia re- 
moved the thyroid gland from a woman who had 
exophthalmic goiter. The patient died fifteen 
minutes later, and the autopsy showed that the 
thymus was large and that the lymphatic system, 
especially at the base of the tongue, in the spleen 
and the intestines, showed marked hyperplasia. 


BLINDNESS AFTER PARAFFIN 
SADDLE NOSE. 


PROTHESIS OF A 


Mintz * had a case in which he injected about 
1.5 cm. from the tip of the nose, on each side, 
about .33 gm. of paraffin at 43°. The patient 
complained of pain in the left eye in three minutes 
and was completely blind in twenty minutes. 
He thinks that there was a thrombosis extend- 
ing through the external vein to the inferior 
ophthalmic vessel. Inside of two months there 
was atrophy of the nerve. He quotes two cases 
of Holden and Leiser of amaurosis after subcu- 
taneous injection of paraffin. He still contin- 


1 Le iniezioni endovenose di Thymol nel decorso della infezione 
sperimentale da stafilococci piogene aureo. Gazzetta degli Ospe- 
ali, Milan. 

2 Archiv. f. klinische Chirurgie, Langenbeck’s Berlin. ; 

3 Centralblatt f. Chirurgie. Amaurose nach Parallino-Plastik 
einer Sattelnase. 





ues to do this operation, but warns his patient 
of what may happen, and they frequently insist 
on this cosmetic operation being done. 


IDEAL METHOD OF REMOVING THE 


APPENDIX. 


VERMIFORM 


Howard A. Kelly,‘ in an interesting paper 
on this subject, states that there are three princi- 
pal objects to be attained in the technique of re- 
moval of the vermiform appendix, namely: “ (1) 
To remove the appendix without contaminating 
the surrounding peritoneum with any of the bacte- 
rial flora, which are often virulently infectious 
and always abound on its mucous surface; (2) to 
treat the mucosa in such a manner as to prevent 
any contamination while closing the opening into 
the bowel made by the amputation; and (3) to 
dispose of the stump so as to avoid any risk of 
infection after the closure.” His method of opera- 
tion is as follows: ‘‘ The appendix is exposed, 
and the mesappendix is tied off. A circular 
suture of fine silk is then laid around its base, 
about a centimeter distant, but not drawn up. 
The appendix is then grasped at its base with the 
forceps and crushed, while just beyond the for- 
ceps (distally) it is seized with an ordinary artery 
forceps to prevent the escape of its contents. 
Paquelin’s cautery is now used to amputate the 
appendix between the two forceps, when it is 
laid aside in the grasp of the artery forceps. The 
crushing forceps, which is now to be converted 
into a cooking, sterilizing, sealing iron, is care- 
fully isolated by tucking dry gauze under each 
blade, so as to lift the end of the forceps up on a 
cone, away from all contact with the cecum. 
The next step, which is the most important one, 
is to keep the red-hot point of the cautery slowly 
travelling up and down the groove in the crushing 
forceps for from forty to sixty seconds, so as 
to burn off every vestige of the stump, and at 
the same time to heat the forceps so thoroughly 
that the narrow ribbon of crushed appendix 
in its grasp becomes converted into a translucent 
gristle-like substance, in which the lumen of the 
appendix is completely destroyed. The lumen 
is so effectually obliterated that it never gapes. 
The final step is the tightening of the purse-string 
suture, and the inversion of the cooked base, after 
which the serosa is carefully united over the 
whole with another row of fine silk sutures.” 
He considers the advantages of his method to be: 
“Its perfect simplicity. There is at no time 
any exposure of the infected mucosa. The stump 
is not ligated or bruised, and thus left as a culture 
medium for whatever organisms may have lain 
in it. The appendix is amputated with the cau- 
tery and the proximal portion is sterilized and 
effectively sealed. The inverting sutures are 
then applied over an area as free from contami- 
nation as the rest of the peritoneal cavity.” 


THE RESULTS OF THE OPERATIVE TREATMENT OF 
TYPHOID PERFORATION. 


Zesas (Beni) concludes after a critical review 
of the literature of the subject and a study of 


4 American Medicine, Dec. 31, 1904, p. 1123. 
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255 reported cases that as far as surgical expe- 
rience goes, it teaches that the results obtained 
by operation are encouraging and that they will 
become more favorable if laparotomy is accepted 
as the only rational treatment for an intestine 
perforated by a typhoid ulcer and if it is done 
early. The article *® is an interesting one. In the 
255 cases collected, 95 patients recovered. The 
mortality is much greater when the operation is 
later than twenty-four hours after the perforation. 
Zesas gives his own and Hartman’s statistics: 


Hartman operated in first 24 hours, 75 cases, 19 recoveries. 
Zesas ” ” ? 7 . 

Hartman operated after first 24 hours, 38 cases, 6 recoveries. 
Zesas ‘ ‘ 


” ” ” 24 ” 33 ”? ” 


Zesas concludes that multiple perforations are 
the exception rather than the rule. He quotes 
Keen’s statistics, 29 multiple cases in 167 patients, 
and Cane’s list of 17 multiple cases in 114 patients. 
He directs that when the perforation is single, 
the intestine should be sutured; if multiple, re- 
section; recurring perforation occurred eight 
times in Zesas’ list, on account of the tendency 
to bronchitis and pneumonia, from ether or 
chloroform; cocaine anesthesia is recommended 
and median laparotomy is recommended when 
any doubt of the site of the perforation exists; 
if the site is indicated, as by a local peritonitis, 
then the incision should be made over the 
cecum. Some operators use both the lateral 
and median incision; some a median and two 
lateral ones. 

As a rule the abdomen is irrigated with several 
liters of warm salt solution after the intestine is 
sutured. The abdomen is drained with a rubber 
tube or a Mikulicz tampon. Multiple incisions 
for drainage have no greater efficiency than 
drainage through a single incision. 


TREATMENT OF INVETERATE PRURITUS ANI. 


Ball ® makes a curved incision on either side 
of the anus, but these incisions do not meet either 
in front or behind. The sphincter muscles are 
exposed by careful dissection, frequently with 
scissors. The bridges of skin in front and behind 
are undercut well beyond the area of irritation. 
The effect is to produce superficial anesthesia 
to the part and the irritation is immediately 
relieved. The flaps of skin about the anus are 
sutured in position. 


HEPATOPTOSIS COMPLICATED BY GASTROPTOSIS: 
A SUGGESTION AS TO TREATMENT. 


Ellsworth Eliot,” presents a new method of 
operating for cases of gastroptosis that are ac- 
companied by a descent of the liver. He states 
that “‘ The object of the operation here suggested 
is to anchor the liver so securely in its position 
that the displaced stomach and other abdominal 
viscera will be relieved of its superincumbent 
weight, and will then with or without general 
therapeutic measures return more or less com- 
pletely to their normal position, with a corre- 

5 Wiener Klinik Jahrgang, xxx, Hf. ii, Nov., 1904. 


6 British Medical Journal, Jan. 21, 1905. 
7 Medical News, Nov. 12, 1904, p. 913. 





sponding improvement in their function. The 
operation consists in the exposure of the liver 
and stomach through a median incision above 
the umbilicus. The obliterated umbilical vein, 
forming a thick cord in the free edge of the falci- 
form ligament, is then identified and drawn 
forward until it comes in contact with the parietal 
peritoneum. The hepatic extremity of the liga- 
ment then rests aganst the under surface of the 
right lobe of the liver in front of the transverse 
fissure. The lower or umbilical extremity is in 
close contact with the anterior parietal perito- 
neum, the two portions of the ligament now 
forming aright angle. In this position the round 
ligament is sutured to the anterior parietal 
peritoneum, with chronic gut, and the redundant 
falciform peritoneal reflection is spread out later- 
ally and sutured to the contiguous portion of 
the parietal peritoneum with the same material, 
in this way forming a species of shelf for the under 
surface of the liver. The abdominal wound is 
then closed in layers.” 


SOME CONSIDERATIONS REGARDING WOUNDS OF 


THE LIVER. 


Tilton * has presented a very interesting paper 
on this subject. He feels warranted in making 
the following conclusions: ‘ The prognosis of the 
severer cases of wounds of the liver alone has 
improved of late years, especially under early 
operative treatment. Many cases must neces- 
sarily, of course, be promptly fatal from shock 
or hemorrhage or from associated injuries of other 
organs. Many others can be saved by operation 
which would otherwise die from hemorrhage or 
some complication. The treatment of all open 
injuries should be early laparotomy for the pur- 
pose of hemostasis, thorough examination, and 
prevention of infection. As regards subcuta- 
neous ruptures, the mild cases without marked 
symptoms of collapse or internal hemorrhage 
should be treated expectantly. Cases in which 
there are marked collapse or signs, local or general, 
of internal hemorrhage should be treated by 
early laparotomy, with suture or packing of the 
wounded liver. The mortality of wounds of the 
liver alone will in all probability diminish from 
year to year with the more general adoption of 
early laparotomy.” 


A REVIEW OF ONE THOUSAND OPERATIONS FOR 
GALLSTONE DISEASE, WITH SPECIAL REFERENCE 
TO THE MORTALITY. 

Wm. J. and Charles H. Mayo’, in an interest- 
ing paper on this subject, state that from June 
24, 1891, to Dec. 1, 1904, they had made 1,000 
operations upon the gall bladder and bile pas- 
sages, with 50 deaths (5%). In the benign 
series there were 960 cases with 4.27% deaths. 
For malignant disease, 9 deaths in 40 operations 
give a mortality slightly in excess of 22%. Of the 
common duct operations there were 137 benign, 
with 16 deaths, 11.7%. This gives a heavy mor- 
tality, but, as already pointed out, it is really a 


8 Annals of Surgery, Jan.,1905, Ri 20. ; 
— American Journal of the Medical Sciences, March, 1905, p. 
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death-rate of operation and disease, and means 
that 7% failed to recover from the direct results 
of the operation, that is, died within a few days; 
while 4% recovered from the operation, but did 
not regain sufficient strength to leave the hospital. 
Many cases operated were in desperate condi- 
tion from prolonged icterus, anemia, ete. No 
cases were refused operation if they so elected 
after a fair statement of the facts. Operations 
for malignant disease are discouraging: 40 
operations, with 9 deaths in the hospital, and 
of those that recovered comparatively few re- 
ceived sufficient palliation to repay the imme- 
diate risk, suffering and expense. Two cases, 
however, can be considered favorable as to cure; 
both were instances of early carcinoma of the 
gall bladder. In a few patients a thick-walled 
and functionally useless gall bladder was removed, 
and examination showed malignant involvement, 
and in the two cases referred to no return had 
taken place after more than two years. The 
authors state that next to malignancy and acute 
perforative infections of the gall bladder and 
pancreas, the most serious thing that can happen 
in gallstone disease is involvement of the common 
duct of the liver. ‘‘It can be fairly stated,” write 
the authors, ‘‘ that the average mortality of oper- 
ations for diseases confined to the gall bladder 
is not greater than for appendicitis in patients 
of the same age and condition of health. Gall- 
stone disease is most frequent in people of ad- 
vanced years — often obese and not infrequently 
the victim of some degenerative lesion of vital 
organs. One cannot directly contrast such cases 
with disease of the appendix, which is by far 
more common in younger and more robust sub- 
jects.” They state that the most common cause 
of death where the gall bladder alone was involved 
has been a descending infection of the common 
and hepatic ducts. They further state: ‘ Un- 
fortunately, the majority of common duct pa- 
tients have either never had an intermission or 
have passed beyond it, and operation is no longer 
an election as to time, but a necessity, and, no 
matter how desperate; must be done to save life. 
In some cases the infection is the more promi- 
nent feature, giving typical ague symptoms. 
Sudden chills, with high temperature, followed 
by rapid decline, and a little temporary increase 
in jaundice and attended with moderate pain 
and often nausea are pathognomon. In others 
there is little infection, but such a degree of bile 
stasis in the ducts as to invite infection after any 
kind of operation. Some individuals are almost 
sure to die. Patients with extreme jaundice 
and subcutaneous hemorrhage will nearly always 
bleed to death from capillary oozing. If pur- 
puric spots exist with jaundice, we keep the sub- 
jects under treatment until the blood will at 
least remain in the proper channels. Another 
class of cases who have in our experience all died, 
and about whom we are not always able to fore- 
tell the conditions previous to operation, are 
those patients with obstructive jaundice in whom 
no trace of bile is to be found in the bile passages, 
the common and hepatic ducts being filled with 





clear fluid. The liver has been put out of action. 
The patient, while extremely feeble, may be up 
and about. The jaundice is extreme, but is not 
necessarily accompanied by leaky blood vessels 
and subcutaneous hemorrhages. We have had 
four of these cases, and all died within four days. 
In two cases a little bile appeared in the drainage 
at the end of twenty-four hours, but in none did 
liver action become re-established.” ‘‘In the 1,000 
operations, 14.6% involved the common duct.”’ 


PERITONITIS, A BACTERIOLOGICAL STUDY. 


Dudgeon and Sargent ?° in the Erasmus Wilson 
Lectures, have presented their work on this sub- 
ject. The consideration is extremely interesting 
and the practical application of their work is of 
importance. Under the heading of treatment 
of acute peritonitis based upon its bacteriology, 
we make the following abstract: 

“It will be seen that the term ‘ acute peri- 
tonitis’ embraces a number of inflammatory 
diseases which differ widely in their symptoms, 
course and prognosis. The main factors in these, 
as in inflammatory diseases of the cellular tissue, 
are the variety and virulence of the organism 
which has produced the disease and upon the 
power of resistance which the individual possesses 
against it. Unfortunately there is no opportu- 
nity of ascertaining what this organism is, in any 
given case, until after the operation, so that we 
can only act upon the knowledge of what are the 
organisms most frequently present in any given 
class of cases. In gastric and duodenal perfo- 
rations, in intraperitoneal hemorrhage, and in 
pelvic inflammations the organisms are, in the 
great majority of cases, of a mild type. In 
intestinal necrosis, on the other hand, it is the 
virulent colon bacillus which is by far the most 
common organism. The streptococcus pyogenes 
and the bacillus pyocyaneus are so uncommon 
and so uniformly fatal, whatever the treatment 
adopted, that it would be wise to treat all cases 
of peritonitis arising from intestinal necrosis 
as cases of colon bacillus peritonitis. . . . From 
what we have seen of the bacteriology of the 
peritoneum around an inflamed appendix it is 
impossible to believe that in all cases of appen- 
dicitis which subside without operation the peri- 
toneum is sterile... . But such terminations 
are not events to be reckoned upon, for at the 
beginning of an attack we can only conjecture 
what the bacterial infection may be and certainly 
none can foretell the result. The earlier the opera- 
tion is undertaken, therefore, the less likely is 
the peritoneal infection to reach a desperate 
stage. There are few at the present day who do 
not accept this view, but there is still a wide 
difference of opinion regarding the extent of the 
operation which should be performed. While 
there are those who advocate the most extreme 
measures of washing assisted by evisceration there 
are others, notably J. Murphy, who do not em- 
ploy such drastic procedures. We are of opinion 
that the extent of the operation required depends 
upon the bacteriology of the case. 


10 Lancet, Feb. 25, 1905, p. 473; March 4, p. 548; March 11, p. 617. 
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‘In streptococcie peritonitis, which is the} 
most acute and fatal form that we know, it is 
doubtful whether any surgical procedure offers 
a prospect of success, but if there is any chance 
it must lie in the most thorough possible washing. 
At least this treatment can do but little harm, 
for the infective exudate is carried with such 
rapidity over the peritoneal surface that there 
is little risk of spreading it over an unaffected 
area, whilst the phagocytes, which often appear 
to be powerless against this virulent infection, 
may be washed away without robbing the patient 
of what in other forms of peritonitis usually 
constitute his chief line of defence. Peritonitis 
due to the bacillus pyocyaneus is of very little 
less. virulence than streptococcic, but it is of 
rare occurrence and is impossible to detect at 
the time of operation. In this form, as in the 
other, the same line of treatment would offer the 
only possible chance of success, if indeed recovery 
from this infection is possible. In the vast 
majority of cases, however, it is the colon bacillus 
which is the chief infective agent, and therefore 
most cases of peritonitis of intestinal origin must 
be treated as cases of colon bacillus infection. 
We believe that from the observations which 
have already been set out, limited operations 
should be the rule, because of the mechanical 
impossibility of cleansing the peritoneum, the 
risk of washing away the phagocytes in the 
exudate beyond the area of most intense inflam- 
mation, and the danger of spreading infection 
over unaffected regions. In local treatment the 
question between local irrigation and dry spong- 
ing is of relatively small importance. We are 
inclined to believe, however, that dry sponging, 
so long as it is carried out with gentleness, is 
better than irrigation, because fluid poured into 
the abdomen is likely to carry infection beyond 
the area already involved. If those remote 
regions are already affected then no amount of 
washing is likely to be of much avail. In the 
case of mild infections, particularly those due to 
gastric perforations and intraperitoneal hemor- 
rhage, the washing should be thorough, with a 
view to remove the foreign material present, 
such as the contents of the stomach or blood 
clot. 

“The question of drainage is one upon which 
much has been written, but a great deal of the 
literature applies to the earlier days of abdominal 
surgery and concerns not only septic cases but 
all intraperitoneal operations. In mild diffuse 
infections, such as gastric perforations, intra- 
peritoneal hemorrhage, and the early stages of 
the peritonitis of obstruction, the organisms are 
comparatively harmless and can be safely dealt 
with by the peritoneum. It is the rule in such 
cases where the abdomen has been closed without 
drainage for the wound to heal by primary union. 
In severe diffuse infections, on the other hand, 
there may be said to be more ground for drainage, 
although one sees many cases recover without 
even suppuration of the abdominal wall... . 
We are, therefore, presented with the paradox 
that, apart from local abscesses, the cases which 





it is most desirable to drain are the very ones 
where drainage is impossible, whilst. in those where 
it is possible it is also unnecessary. In cases of 
gastric perforation where a tube has been left in 
the pelvis a large amount of fluid may be dis- 
charged during the first one or two days, but in 
cases of appendicitis treated in the same manner 
it is remarkable how little fluid soils the dressings. 
. . - In obstructed or inflamed bowel the colon 
bacillus attains its maximum of virulence and in 
all probability under these conditions is able to 
make its way out at points other than the primary 
focus. It has yet to be proved that intestinal 
movements play any very important part in the 
spread of infection over the peritoneal surface. 
On the other hand, intestinal paralysis spells 
death, for it is of vital importance that the infec- 
tive material shall be eliminated from the bowel 
at the earliest possible moment. A dose of 
morphine, superadded to the toxic paresis of the 
bowel, may just turn the balance against recovery. 
It is, therefore, obvious that the teachings of 
bacteriology harmonize with those of clinical 
experience in pointing to purgatives and not to 
opiates as the right drugs to be given in perito- 
nitis. 

‘The serum treatment of the septic diseases 
being in its infancy, and, so far, having shown 
only sporadic promise of the utility to which it 
may eventually attain, the little that we are able 
to say of its application to peritonitis can only 
take the form of speculation. We have endeav- 
ored to show that in the large majority of cases 
of acute peritonitis it is the colon bacillus which 
kills the patient. At any rate it is possible to 
ascertain, in a given case, whether this is so very 
rapidly by means of cover-slip preparations and 
even of cultures taken at the operation. We 
believe that, did we possess a multivalent anti- 
bacillus coli serum the mortality of peritonitis 
would speedily diminish. At present we know 
of no such serum and we can only say here that 
experiments are in progress with a view to pro- 
duce a multivalent serum against the various 
virulent strains of the colon bacillus which have 
been isolated from our cases of peritonitis. If 
films of the exudate were to show streptococci 
we might reasonably hope that one of the most 
recently produced multivalent antistreptococcic 
sera would prove of value. But the indiscrimi- 
nate use of antitoxic sera in peritonitis, without 
regard to the bacteriology of the individual case, 
is to be deprecated as being as useless as it is 
unscientific. At least, we have said enough to 
show that any hope based upon antitoxic sera 
must lie in the direction of a colon bacillus rather 
than upon a streptococcic antitoxin.” 


TREATMENT OF TUBERCULAR ASCITES. 


Schémann ™ for the past three years has treated 
his cases of tubercular peritonitis with ascites 
in the following manner: First, the ascitic fluid 
is evacuated through a moderately sized canula, 
as much as will escape spontaneously. He 
then injects into the free peritoneal cavity a 

" Zentbl. f. Chir., 1904, Bd. xxxi, s. 1409. 
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sterile emulsion of iodoform. (R lodoform 
1.0 — 5.0: Glycerine 100.00.) He begins with 
1-2 c. gs. of the 1% emulsion and increases the 
concentration and the dose at each new injection 
according to the condition of the case at intervals 
of from four to eight days or longer. He reports 
the cases of seven female patients whose ages 
ranged from two to nineteen years and whom he 
regards as cured in from three to ten weeks. In 
two children (two and eight years old) the serous 
effusion did not recur after the second injection. 
In the case of the nineteen-year-old case, five in- 
jections were necessary, in the others three to four. 
In the nineteen-year-old patient the apex of the 
left lung was diseased. After the third injection 
the fever and night sweats ceased and the lung 
signs graduaJly disappeared. This patient was 
under treatment from July 1, 1902, to Sept. 9, 
1902, and has remained well since. The other 
eases were not complicated. The treatment 
averaged three to seven weeks. The ascites has 
not recurred in any of these patients, but one 
died with convulsions one and one half years after 
the apparent cure. Nothing was noted after the 
injections except that once immediately after 
the injection there was a slight rise of tempera- 
ture. There were no indications of iodoform 
poisoning. 


PRESSURE STASIS(TRAUMATIC APNEA OR ASPHYXIA ). 


R. Lane Joynt * reports a case of typical 
pressure stasis. He suggests the name ‘‘ Pressure 
Stasis ” as it ‘“‘is obviously a more suitable one 
as being in accordance with the pathology of 
the case and descriptive of it, whereas ‘ traumatic 
asphyxia ’ has an indefinite pulseless ring about 
it that might be equally well applied to a number 
of conditions.” His paper is accompanied by an 
excellent colored illustration of the condition. 


RECURRENT EFFUSION INTO THE KNEE-JOINT 
AFTER INJURY. 


Sir William H. Bennett ™* delivered a lecture 
on this subject based on a series of 750 cases. 
He confines the consideration to those cases 
where the effusion was either recurrent or spon- 
taneous after some injury. Frequently they 
were slight effusions. He divides them as follows: 
I. Cases (509) entirely independent of any con- 
stitutional conditions: (a) Cases (428) in which 
the symptoms of internal derangement were 
very precise; (b) cases (56) presenting no other 
symptoms than mere recurrence of effusion with- 
out noticeable further injury; (c) obvious cases 
(21) of loose bodies in the joint; (d) genu valgum 
(4). II. Cases (241) influenced by constitu- 
tional conditions: (a) Osteo-arthritis (107); (6) 
rheumatism and gout (30); (c) syphilis (42); 
(d) gonorrheal rheumatism (28); (€) malaria (18); 
(7) hemophilia (3) ; (g) quiet effusion in young 
people (13). The lecture is very suggestive as 
to a method of considering this very common 
condition. 


i2 The Lancet, April 1, 1905, p. 856. 
33 The Lancet, Jan. 7, 1905, p. 1. 





THE BRIDGING OF NERVE DEFECTS. 


Charles A. Powers’* of Denver has written an 
interesting paper on this subject. He has care- 
fully analyzed the reported cases and considers 
the following methods of supplying defects: 
Grafting, flap operations, implantation, resection 
of bone, suture at a distance, tubulization. There 
were in all 56 cases. He reports a case of implan- 
tation of four inches of the great sciatic nerve 
of a dog into the external popliteal of a man, 
with a result at the end of eight years. His 
general conclusions are as follows: Although 
correction of the evils resulting from a gap in 
the continuity of a nerve is a matter of great 
importance in a given case, it hardly seems 
possible at this time to say definitely what form 
of bridging should be employed. More cases, 
and especially cases recorded later and better, 
are needed. Neuroplasty and implantation (an- 
astomosis) are always available resources, and 
for the present it would seem that they should 
be preferred. Resection of bone may be advis- 
able in selected cases. Transplantation of for- 
eign grafts should be abandoned. It is hardly 
necessary to say that prognosis in an individual 
case should always be guarded, and that repeated 
operations may be necessary. 

FRACTURE OF THE BASE OF THE SKULL. 

.Walton ® has carefully considered this subject 
again and makes this contribution based on the 
clinical and pathological record of fifty cases. 
The article is a judicial presentation of the sub- 
ject and his recapitulation is as follows: 

(1) In the majority of the cases the basal 
fracture resulted from impact received in the 
horizontal plane of the skull, whether upon the 
frontal or the occipital region or upon the side 
of the head. 

(2) While certain of the basal fractures ex- 
tended from the vertex, there was no suggestion 
of the contre-coup of earlier writers. 

(3) The line of fracture tended to enter 
the fossa nearest the point of impact, and to 
extend in the general direction in which force was 
applied. 

(4) The lines of fracture in traversing the base 
tended to follow lines of least resistance, and in 
twenty-two of the fifty cases these lines corre- 
sponded more or less accurately to those indi- 
cated by Rawling, but the exceptions were too 
marked and too constant to allow the establish- 
ment of fixed rules. 

(5) The sella turcica was implicated in 36% 
of the fractures. The petro-occipital and masto- 
occipital sutures furnished common lines of 
least resistance. Fractures extending across the 
base tended to run parallel to the petrous portion 
of the temporal bone and through the sella tur- 
cica. Certain blows on the occiput tended to 
cause a line of fracture extending to the jugular 
foramen or across the petrous bone. The por- 
tion of the petrous bone containing the auditory 
apparatus showed itself peculiarly liable to 


144 Annals of Surgery, Nov., 1904, p. 632. 
4 Annals of Surgery, Nov., 1904, p. 654. 
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fracture, more often transversely than longitu- 
dinally. 

(6) In seven cases (14%) the fracture was 
limited to the base after vault impact in the 
horizontal plane. Neither Rawling’s theory of 
transmitted force nor the theory of bursting 
fracture of von Wahl and others suffices alone to 
explain these results. The results of experi- 
ments with bodies of simpler structure would 
suggest that the bursting principle predominates 
in pure compression of the skull, and the prin- 
ciple of transmitted force in case of blows, while 
both play important parts in case of falls. 

(7) The orbital foramen was implicated in 
21.4% of the cases of orbital fossa fracture. 

(8) Inequality and immobility of pupils, or 
both, furnish the most frequent and unfavorable 
sign of fracture of the base. In the forty-four 
cases in which the pupils were recorded, they 
were normal in only thirteen. 

(9) Injury to the ciliospinal tract in its intra- 
cranial course is a more probable cause of the 
Hutchinson pupil and the other pupillary changes 
than injury to the third nerve or to the cortex, 
though no single lesion explains all cases. 

(10) The reflexes may be lessened or lost in 
fracture of the base, as in any case of violent 
jarring of the brain. On the other hand, they 
may be increased even to spasticity, probably 
through direct pressure on the pyramidal tract 
as by hemorrhage. It is probable that the initial 
result of the impact in all cases is a tendency 
towards lessening or loss of the reflexes. 

(11) Profuse and persistent bleeding from the 
ear does not suggest middle meningeal hemor- 
rhage. No middle meningeal hemorrhage was 
found in the cases of profuse and persistent 
bleeding, and, conversely, hemorrhage from this 
artery occurred eight times without, and once 
with, only slight bleeding from the ear. 


<i 
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A Textbook of Legal Medicine. By FRANK 
Winturop Draper, A.M., M.D:, Professor 
of Legal Medicine in Harvard University; 
Medical Examiner for the County of Suffolk, 
Massachusetts. Philadelphia, New York, Lon- 
don: W. B. Saunders & Co. 1905. 


Dr. Draper’s Textbook of Legal Medicine is 
a single handy octavo volume of 573 pages, and 
is fully illustrated. It was prepared and pub- 
lished, primarily, as a help to medical students 
interested in legal medicine, but is adapted as 
well to the needs of practitioners. Toxicology 
and the medico-legal relations of psychiatry have 
been purposely omitted. We know of no one 
more fitted by experience than Dr. Draper to 
undertake the task which he set himself. This 
experience comprises an original careful training 
as a general practitioner; a service of twenty- 
eight years as a medical examiner for the city of 
Boston, during which time over eight thousand 
deaths under suspicion of violence came under his 
observation, and teaching as professor of legal 





medicine in the medical school of Harvard Uni- 
versity. In addition to this large experience, Dr. 
Draper has rare capacity for putting his knowl- 
edge into uncommonly clear and terse English. 

As a result of these qualifications, its author 
has produced a book which, within the limita- 
tions he set himself and for the purposes he 
designed it, is thoroughly excellent; we know of 
nothing quite so satisfactory and can unhesitat- 
ingly recommend it. 


The Surgical Diseases of the Genito-Urinary Tract. 
Venereal and Sexual Diseases. A Textbook for 
Students and Practitioners. By G. FRANK 
Lypston, M.D., Professor of Surgical Diseases 
of the Genito-Urinary Organs and Syphilology in 
the Medical Department of the State University 
of Illinois, Surgeon-in-Chief to the Genito- 
Urinary Department of the West-Side Dispens- 
ary, Surgeon to St. Mary’s and Samaritan 
Hospitals, etc. Revised edition. Illustrated 
with 233 engravings and 7 color plates. Phila- 
delphia: F. A. DavisCompany. 1904. 


With the number of excellent works that are 
already available for the student and the prac- 
titioner in this branch of surgery, we have the 
right to be somewhat exacting as to the qualities 
of a newcomer in the field, and to ask a rather 
high standard of excellence or some distinctly 
valuable addition to what already exists, before 
such a work may properly be welcomed or expect 
to avoid frank criticism if it falls below such 
requirements. 

While there are some good features and much 
information in the volume before us, we are obliged 
to say that it does not appear to us to rank with 
the best works of its class. 

With reference to the general features of the 
book, we may note the adherence to a frequent 
and, as it appears to us, unfortunate custom of 
combining into one volume the subjects of genito- 
urinary surgery, venereal diseases, syphilis and 
functional sexual disorders. Four hundred and 
thirteen of the one thousand pages comprising the 
volume, are devoted to the last three of the above 
headings, the remainder to the first. This com- 
bination is usually made because of the desire 
of the publishers to turn out a book that shall 
have a large sale, and to their assertion that the 
sales will be much larger than if either the one or 
the other of the above divisions of the subjects is 
published alone, but it is almost inevitable that 
they all lose, when thrown together, much that 
it is desirable to have included in each. 

But few of the illustrations are good; some of 
them have a decidedly cheap character. This is 
owing to the poor quality of the work rather 
than to the selection of the figures by the author 
which, in most cases, is well made. 

The chapter on stricture is perhaps the best 
in the book. The writer is an adherent of the 
views of Otis and supports them ably. We note 
in the course of this chapter a somewhat singular 
statement with regard to the compressor urethra 
muscle made when dealing with the subject of 
urethral spasms, as follows: 
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“A certain amount of spasm produced by 
contraction of the circular fibers, compressor 
urethra muscle, may occur anywhere in the canal. 
This explains in part obstruction to instrumen- 
tation in penile strictures of large caliber.” The 
italics we use to emphasize the misapplied anat- 
omy of the above quotation. Inasmuch as the 
compressor urethra muscle has nothing to do 
with the penile urethra and is limited to the 
membranous portion it is difficult to understand 
what is meant by the writer in the lines quoted. 

As was said at the beginning of this notice there 
is much information contained in the work, but 
we cannot say that it has anything of special 
value that has not been as well or better presented 
by a number of the well-known textbooks of the 
day, and the lack of finish, absence of statistical 
detail or comprehensive reviews of the different 
subjects, makes the work as a whole fall into the 
line of those of the second class rather than those 
of the first. 


Manual of Intragastric Technique: Practical 
Lessons in the Use of Apparatus for the Diag- 
nosis and Treatment of Diseases of the Stomach. 
By GrorGE HerscHELL, M.D., London, Fellow 
of the Royal Medico-Chirurgical Society. Lon- 
don: Henry J. Glaisher, 57, Wigmore Street, 
Cavendish Square, W. W. T. Keener & Co., 
American Agents. 1903. 


This book of 166 pages gives in great detail 
the various methods for the examination of the 
stomach. Fortunately for both practitioner and 
patient the tendency of the last few years has been 
toward simplicity in this direction. To those, 
however, who desire to employ the more accurate 
and elaborate mechanical aids for diagnosis in 
gastric diseases this work may be recommended. 


Gynecology: Medical and Surgical Outlines for 
Students and Practitioners. By Hernry J. 
GarRIGUES, A.M., M.D., Gynecologist to St. 
Mark’s Hospital in New York City; Consult- 
ing Obstetric Surgegn to the New York Mater- 
nity Hospital; formerly Professor of Gyne- 
cology and Obstetrics in the School for Clinical 
Medicine, and Professor of Obstetrics in the 
Post-Graduate School and Hospital, ete. With 
343 illustrations; 460 pages. Philadelphia and 
London: J. B. Lippincott Company. 1905. 


The general plan of this book is the same as 
that of the author’s textbook of the diseases of 
women, to which the reader is referred for infor- 
mation about anatomy, embryology, rare dis- 
eases, or unusual operations. The preface states 
that it is an outline of the whole system of gyne- 
cology, calculated to be a guide for beginners. The 
book is written in the author’s customary clear 
style, and the Lippincott Company has? pro- 
duced a well illustrated and handsome volume. 

The student would, however, have derived more 
benefit from aj fourth edition of the textbook, 
brought up to[{date, than from this work, which 
is neither concise enough for a quiz compend 
nor full enough for a complete treatise. 
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ANNUAL REPORT OF THE STATE BOARD 
OF INSANITY. 

THE sixth annual report of the State Board of 
Insanity for the Commonwealth of Massachusetts 
is a public document of more than usual interest 
this year in that it discusses certain important 
problems which the state must meet in relation 
to the care of the insane. Asis no doubt gener- 
ally known, reforms have been taking place dur- 
ing the past few years with relation to the classi- 
fication of the mentally deficient with results 
which are now becoming apparent. The State 
Care Act went into effect Jan. 1, 1904, which 
provided that all dependent persons under com- 
mitment as insane should be supported at the 
expense of the state, and that insane persons in 
city and town almshouses should be removed to 
state institutions so far as they could there re- 
ceive accommodation. As a result of this legis- 
lation approximately 6,750 municipal charges 
have been transferred to the support of the 
Commonwealth. The obvious improvement in 
classification which these figures imply needs no 
detailed comment. Certain cases which were 
still being kept at almshouses under the juris- 
diction of the State Board of Insanity when the 
report was written have no doubt been trans- 
ferred as opportunity has offered. It was ex- 
pected that the state care of the insane would be 
completely established prior to Jan. 1, 1905. 

The yearly increase in the insane for the year 
under consideration was 733 and, omitting those 
coming from almshouses under the new law, 
the actual increase in public institutions, figured 
on the basis of former years, was only 300, very 
considerably fewer than for a number of years 
past. As usual, however, additional accommo- 
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dations are urgently demanded. Beds in corri- 
dors and day rooms continue, and the Board 
therefore recommends that additional provision 
be made for 500 patients, which will cover the 
annual increase and will prevent the present 
overcrowding. 

Regarding the matter of voluntary admissions, 
the Board urges the desirability of preserving as 
far as possible the voluntary relation of patients 
to the hospital in which they are treated. The 
obstacles to progress in this direction appear to 
be the strict construction of the existing law 
which imposes too great limitation on the class 
of patients eligible for such consideration and 
the fact that no provision is made for the support 
of indigent voluntary patients. It is evident 
that a reform in this direction is desirable. 

The portion of the report, however, to which 
readers will turn with the greatest interest is 
that relating to the care and treatment of persons 
with mental disease prior to their commitment 
as insane. It will be remembered that early in 
the year 1904 the State Board sent circulars to 
some three thousand physicians in the state 
requesting experience and opinions regarding 
the preliminary treatment of the insane, or those 
likely to become so, with special reference to the 
part which might be taken in such treatment 
by the general hospitals. To this appeal rather 
more than a third of those addressed responded, 
and naturally a wide diversity of opinion was 
expressed, together with some misunderstanding 
of the purport of the inquiry. A general result 
of the investigation was that in the judgment of 
the physicians who expressed an opinion nearly 
30% of all mental cases observed, and upwards of 
21% of their patients committed as insane, were 
suitable for treatment in special wards connected 
with general hospitals. The fear of converting 
a general hospital into one for the insane is, of 
course, purely chimerical and not in the least 
in the design of those advocating more liberal 
provision for the incipient mental cases. That 
something should be done in the matter is per- 
fectly evident, and we have previously in a gen- 
eral way expressed our opinion upon this point. 
If the existing general hospitals deem it unwise 
to extend their functions to the observation of 
incipient mental cases, emergency stations should 
be provided under general hospital auspices 
where patients could be adequately observed by 
properly qualified physicians before a final 
decision as to their commitment be made. This 
portion of the report is well worth the careful 
perusal of those interested in the more rational 





and liberal policy of the treatment of the insane. 
It is undoubtedly well to agitate the question and 
discuss it from various points of view before 
action in the matter be taken. That results of 
importance will ultimately come from such 
agitation is not to be questioned. 


2 
> 


ANTIQUITY OF THE MOSQUITO-MALARIA 
THEORY. 

Ir is a slight blow to one’s pride to find that 
recent discoveries have been long before recog- 
nized and forgotten. This experience scientific 
men are constantly having in greater or less 
degree, and if certain statements recently made 
are to be accepted, it appears that the prevailing 
theory regarding the etiology of malaria was 
distinctly foreshadowed more than a thousand 
years ago. Recently, as quoted in the London 
Lancet, Sir H. Arthur Blake, in the course of an 
address at the annual meeting of the Ceylon 
Branch of the Royal Asiatic Society, discussed 
the antiquity of knowledge relating to the rela- 
tionship between malaria and mosquitoes. He 
drew attention to the fact that not long since 
the government instituted an inquiry into the 
prevalence of malarial fever in a part of Ceylon, 
and that during this inquiry it appeared that 
the possibility of the propagation of malarial 
fever by the mosquito was mentioned in ancient 
manuscripts. Further investigations showed that 
in the medical works of Caraka Susruta, and 
other Cingalese writers, mention of sixty-seven 
varieties of mosquitoes was made, and also that 
four varieties of malarial fever were caused by 
the bite of these mosquitoes. The books to which 
references were made were written in the sixth 
century, or about fourteen hundred years ago. 
The authorities, which were written in Sanskrit, 
were offered for the benefit of the skeptical with 
an interpreter. 

A correspondent, reverting to this address of 
Sir H. Arthur Blake, adds to the discussion an 
entertaining passage from Herodotus in which 
certain precautions against the mosquito are 
detailed. He further affirms that, so far as he 
is able to learn, no allusion is contained in any 
Semitic writings which could be regarded as 
anticipating the modern theories, although state- 
ments regarding insect pests are frequent. These 
references in ancient literature to modern ideas 
are of more than passing interest, but it is a long 
step between the recognition of the possible 
relationship observed as an empirical fact be- 
tween mosquitoes and malaria and the demon- 
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stration of the manner in which the infection 
actually takes place. Naturally, the significance 
of the modern discovery lies in the latter fact, 
and in general, this distinction is observable 
between the so-called discoveries of the ancients 
and our own. 
uinttnitiiiimaines 
A CRUSADE FOR PURE MILK. 

THE Massachusetts State Board of Health has 
recently entered upon a work which must meet 
with the unqualified approval of citizens at large 
as well as of the medical profession. Beginning 
March 1, the State Board of Health appointed 
“a veterinary surgeon to take critical notes on 
the condition of dairies in this state. Under 
this system, up to May 1, nearly eight hundred 
dairies have been inspected, in which were kept 
nearly ten thousand cows. The inspection con- 
sists in an examination of the general condition 
of the cows with special reference to tubercu- 
losis, garget; and those having purulent dis- 
charges from retained membranes. Notes are 
also taken as to the cleanliness of the cows, and 
tothe methods of bedding. As has been generally 
pointed out in the daily press, conditions which 
call for the most radical improvement have been 
found. ‘Many of the cows, for example, are 
bedded in horse manure, and are milked without 
cleaning. In some instances cows are kept in 
windowless barns, and also in unlighted and un- 
ventilated cellars. In other cases they have 
been found, together with pigs, sheep and hens, 
in barn cellars which are in a condition of the 
utmost filth. 

The cases with tuberculosis are reported to 
Dr. Austin Peters, chief of the Cattle Bureau, 
who takes measures in accordance with 
state of the disease. 


the 
The examination of the 
udders of certain cows has shown the presence 
of pus and tubercle bacilli. A further evil, 
which becomes of increasing importance as the 
summer approaches, is the objectionable method 
of handling and storing milk. Im general, the 
supply of ice is altogether insufficient, and no 
proper means are taken of preserving the milk. 
In order that this evil may be corrected as far 
as possible, records are now being made of the 
cooling of milk, the time it is kept, and the 
methods of transportation, so that in time the 
State Board of Health will be in possession of 
many important facts relating to the milk from 
the time of its collection to its final distribution. 

The chief defects as at present observed are 
the extreme overcrowding of the cows, the pres- 
ence of filth in the neighborhood of the animals, 





the lack of cleanliness of the animals themselves, 
and the absence of proper facilities for cooling 
milk. All these matters are now receiving the 
careful attention of the Board of Health, and we 
may rest assured that reforms of a radical sort 
will be instituted. It is furthermore a gratifi- 
cation to note that several of the large con- 
tractors are in entire sympathy with the Board 
of Health’s investigation, and are vigorously 
supporting the movement by declining to accept 
milk which does not comply with the hygienic 
requirements of the Board. 

When we consider that epidemic diarrhea of 
the summer months is undoubtedly chiefly due to 
contaminated milk,and when further it is realized 
how easily milk may be contaminated, even 
when a certain amount of care is taken, it be- 
comes evident that the conditions which are now 
being disclosed are such as to arouse the interest 
and indignation of the entire community. It 
has been shown that 90% of the children dying 
of intestinal disturbances are bottle-fed, a fur- 
ther illustration of the necessity for prompt 
action. If sufficient pressure be brought to bear 
upon the milk producers, there can be little 
doubt that the situation may be altered almost 
immediately for the better, and that one of the 
greatest menaces to the health of the younger 
portion of the community may be practically 
eliminated. The State Board of Health should 
receive the heartiest moral co-operation from all 
right-minded citizens in its crusade. 


Ss 
> 


MEDICAL NOTES. 

An AGEp BripEGrRoom. — One of the most 
mature bridegrooms on record is George Schmidt 
of Newark, N. J., who at the age of ninety-five 
recently married a widow of fifty-seven. He is 
blessed with children, grandchildren, and great- 
grandchildren, and is stated to have never known 
a day’s illness. 





STATISTICS FROM THE PHILIPPINES. — Accord- 
ing to a recent report of the Board of Health for 
the Philippine Islands, there are 3,806 lepers in 
the archipelago, the number of males being 
almost twice that of the females. The number 
of insane is 3,930, with small difference between 
the sexes. It is suggestive that» of 31 deaths 
which occurred in a certain prison 16 were caused 
by tuberculosis. 


Memoria TO Dr. ALBERT B. Craic. — It has 
been suggested that a suitable memorial, ex- 
pressing professional feeling, be made for Dr. 
Albert B. Craig of Philadelphia, who, it will be 
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remembered, died this winter of cerebrospinal 
meningitis under peculiarly sad circumstances. 
It is proposed that the memorial take the form 
of an endowment fund for the rearing and edu- 
cation of his posthumous child. American Medi- 
cine announces that it will receive contributions 
to this end. It is also understood that the trus- 
tees of Jefferson College and Hospital are proposing 
to place a mural tablet in the new hospital com- 
memorative of Dr. Craig’s work and death. 


BOSTON AND NEW ENGLAND. 


AcutEe INFecTious DISEASEs IN Boston. — 
For the week ending at noon, May 10, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 27, scarlatina 35, typhoid fever 10, 
measles 14, tuberculosis 41, smallpox 0. 

The death-rate of the reported deaths for the 
week ending May 10, 1905, was 19.61. 


Boston Mortauity Statistics. — The total 
number of deaths reported to the Board of Health 
for the week ending Saturday, Mav 6, 1905, 
was 233, against 239 the corresponding week of 
last year, showing a decrease of 6 deaths, and 
making the death-rate for the week 19.78. Of 
this number 144 were males and 89 were females; 
228 were white and 5 colored; 127 were born in 
the United States, 98 in foreign countries, and 8 
unknown; 45 were of American parentage, 155 
of foreign parentage, and 33 unknown. The 
number of cases and deaths from infectious dis- 
eases reported this week is as follows: Diphtheria, 
30 cases and 3 deaths; scarlatina, 22 cases and 4 
deaths; typhoid fever, 10 cases and 3 deaths; 
measles, 17 cases and no deaths; tuberculosis, 33 
cases and 25 deaths; smallpox, no cases and 1 
death. The deaths from pneumonia were 34, 
whooping cough, none, heart disease 23, bron- 
chitis 5, and marasmus 4. There were 15 deaths 
from violent causes. The number of children 
who died under one year was 31; the number 
under five years, 50. The number of persons 
who died over sixty years of age was 57. The 
deaths in public institutions were 85. 

During the week there were 8 cases reported 
of cerebrospinal meningitis and 4 deaths. 


Revier Hospirat ror East Boston. — The 
Boston Common Council has concurred with the 
Aldermen in adopting the legislative act estab- 
lishing a relief hospital at East Boston. 


Nurses In Pustic Scuoots. — At a meeting of 
the Twentieth Century Club of Boston, held this 
week, the subject under discussion was the em- 





ployment of nurses in public schools. Dr. 
Samuel H. Durgin, Chairman of the Boston 
Board of Health, who has been instrumental in 
promoting medical inspection in the schools, 
spoke in favor of the employment of nurses on 
the ground that contagious diseases might thereby 
in great measure be prevented. Dr. Ernest J. 
Lederle, at one time Health Commissioner of 
New York, spoke of the experience in that city. 
The preliminary dissatisfaction which was. en- 
couraged by politicians has finally resulted in a 
very much improved school sanitation, with a 
return of 98% of the children who were at first 
excluded for hygienic reasons. 


NEW YORK. 


PRESIDENT OF THE AMERICAN THERAPEUTIC 
Society. — At the annual meeting of the Ameri- 
can Therapeutic Society, which was held in 
Philadelphia on May 4, 5, and 6, Dr. Carl Beck 
was elected president for the ensuing year. 


SCHOOL FOR CRIPPLED CHILDREN. — Mr. and 
Mrs. Charles Thorley, in memory of their deceased 
daughter, Lucy Thorley Lyons, have purchased 
and presented to the Free Industrial School for 
Crippled Children a large house, with spacious 
grounds, beautifully situated at Claverack on the 
Hudson about three miles from the city of Hud- 
son, and it is purposed to care for fifty children 
there during the entire summer. 


GRADUATION OF Nurses. — At the graduating 
exercises on April 25, Prof. James N. West pre- 
sented diplomas to twenty pupils of the Margaret 
Fahnestoch Training School for Nurses of the 
New York Post-Graduate Hospital. There were 
nine graduates at the semi-annual graduation of 
nurses from the training school of St. Mark’s . 
Hospital on April 29, and on this occasion Dr. 
Carl Beck, the president of the hospital, an- 
nounced that for the first time in its history the 
hospital had this year been able to meet all the 
expenses of its maintenance. 


New BraNcH OF AMERICAN NATIONAL RED 
Cross Society. — In accordance with the pro- 
visions of the new charter of the recently reorgan- 
ized American National Red Cross Society, 
which, it is believed, will secure increased public 
confidence and result in increased efficiency and 
usefulness, a New York state branch of the 
society has been formed. The organization was 
effected at a meeting held at the residence of 
Whitelaw Reid on May 3, when Col. William 
Cary Sanger, ex-Assistant Secretary of War, was 
elected president, the Hon. Elihu Root vice- 
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president, Mrs. William K. Draper secretary, 
and Jacob H. Schiff treasurer. On this occasion 
the principal address was made by Admiral 
Van Reypen, ex-surgeon-general of the navy, 
who is now the president of the national society. 
It is contemplated organizing under the state 
society branches in all the large cities of the states. 


SraTistics ON DruNKENNESS. — In behalf of 
a bill now before the legislature some statistics 
have been presented in regard to drunkenness in 
the state which are rather surprising. It appears 
that the total arrests for intoxication in one year 
were more than 33,000. The largest number of 
these in any of the counties was in Kings County, 
comprising the Borough of Brooklyn, “ the city 
of churches,” where they amounted to 10,003. 
New York County is second on the list, with 
7,206, and Westchester County third, with 1,006. 
In Erie County, embracing the city of Buffalo, 
which has the third largest population in the 
state there were only 106 arrests. The bill 
referred to provides for the medical treatment of 
all persons arrested for drunkenness by a certain 
institution for alcoholics, and that 5% of the 
excise money of the states be used for the pay- 
ment of this. The proposed legislation, it is 
believed, has no chance of going through. 


TimE TO THINK. —- On the evening of May 3 
Dr. Osler made an address at the annual dinner 
of the New York Graduates Society of McGill 
University, which was presided over by Dr. 
H. N. Vineberg of New York. In the course of 
his remarks he said: ‘‘ Much of the best and 
most important and helpful university work is 
done by those who are often called ‘ university 
loafers,’ men who but seldom meet the students 
and who are but little known by them. . . . What 
we want most of all in our universities is not 
men to teach, but men to think. You cannot 
think well and teach hard at the same time. A 
man who works six or eight hours a day, teaching 
and lecturing, can do no great amount of original 
thinking. It would be well if our American 
universities should follow the example set by 
such institutions in Germany and England by 
not working their professors quite so hard, and 
instead giving them a little more time to think.” 


DINNER IN Honor or Dr. WILLIAM OsLerR. — 
The dinner in honor of Dr. William Osler at the 
Waldorf-Astoria on May 2 was an extraordinary 
and memorable occasion, being attended by 
more than five hundred physicians, representing 
every part of this country and Canada, and by 
some from abroad. Dr. James Tyson of Phila- 





delphia presided, and the formal toasts were 
responded to as follows: ‘ Dr. Osler in Mon- 
treal — Student and Teacher,” by Dr. Francis 
J. Shepherd of Montreal; ‘ Dr. Osler in Phila- 
delphia — Teacher and Clinician,” by Dr. James 
C. Wilson of Philadelphia; ‘ Dr. Osler in Balti- 
more — Teacher and Consultant,” by Dr. William 
H. Welch of Johns Hopkins University; ‘ Dr. 
Osler — the Author and Physician,” by Dr. A. 
Jacobi of New York. The toasts were followed 
by the presentation to the guest of the evening 
of Cicero, “ De Senectute”’ by Dr. S. Weir 
Mitchell of Philadelphia, who excited a storm of 
laughter and applause with the remark, “ Cicero 
must be regarded as an anticipatory plagiarist, 
for he said in one place, ‘It is desirable for a 
man to expire at the right time.’”’ The copy of 
the “ De Senectute ” was a translation by James 
Long which was printed by Benjamin Franklin 
at Philadelphia in 1744. At the conclusion of 
Dr. Mitchell’s address, Dr. Osler made his re- 
sponse, and during the evening much amusement 
was caused by.the singing of a song with the 
following title: ‘‘Our Regius Professor. Com- 
posed and Sung by the Saint Johns Hopkins 
Gastric Quartette at the Dinner to Dr. Osler, 
The Walled-off Castoria, New York, May 2, 
1905.” 


aii 


Miscellanp. 


COPIOUS WATER-DRINKING AND POLYURIA 
IN TYPHOID FEVER. 


DurinG the summer months of 1903, typhoid 
fever being unusually prevalent in Cleveland, 
Ohio, an attempt was made by Drs. E. W. Cush- 
ing and T. W. Clarke at the Lakeside Hospital, to 
give much larger quantities than usual of water 
to drink to the fever patients. It was found 
that from a gallon to a gallon and a half or even 
more could easily be taken. Their experience 
and conclusions are summarized! as follows: 

(1) Large quantities of water internally, a 
gallon or more in twenty-four hours, may easily 
be taken by typhoid fever patients, if admin- 
istered in small quantities at frequent and defi- 
nite intervals. 

(2) A copious elimination of watery urine at 
once follows, the degree of polyuria, day by day, 
closely corresponding to the quantity of fluid 
ingested. 

(3) Patients are more comfortable by this 
mode of treatment, and toxic, nervous symptoms 
are lessened. 

(4) The mortality, as well as the severity, of 
typhoid fever, seems to be still further dimin- 
ished by this method of hydrotherapy employed 


as an accessory to the cool-bath treatment of the 
disease. 








1 American Journal Medical Sciences, February, 1905. 
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RECORD OF MORTALITY 
FoR THE WEEK ENDING SATURDAY, APRIL 29, 1905. 
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Cincinnati. .| 338,277 -_-| — —| =—| —}|/ —| — 
Milwaukee .| 325.999; —| —| —| —| —| -| -— 
Washington . 300,776 — —_ —-| — | -| — ae 
Providence . 196,744 14 | 21.87 | 20.30) 6.24; —| 4.68 
Boston ...-] 617,950 | 210 46 | 23.33 16.19) 95) 95) 3.81 
Worcester. .| 136,925 49 18 | 12.24 12.24 re 6.12 
Fall River. . 119,349 28 11 | 25.00; —)] 3.57 — | ae 
Lowell ...| 104,402 43 7 | 25.57 | 13.95; — | 2.32) 9.30 
Cambridge .| 100,998 25 | 16.00 8.00 fh —_ 
Lynn ...--. 73,875 22 6 | 27.27 | 18.18) 4.54) —| 13.63 
Lawrence . . 72,348 22 6 | 18.18) 13.63; —| — i 
Springfield . 72,020 20 5; 10.00/1500; —}| —| — 
Somerville .| 70413; 22) 4/1818 1818} —| —| 454 
New Bedford 68,863 | 19 | 6 | 21.05; 10.52; —| —| 5.26 
Holyoke. ..| 50,588/ 19| 11/ 2631/2631; —/ 526) 5.26 
Brockton ..| 46,601) 9 | 6/2222; —| —| —| — 
Newton ...| 39,310) 7 1 | 14.30 — —-| -| —- 
Haverhill ..| 89,061 | 12} 1 25.00/ 25.00) —| —| — 
Malden ...-| 37,205 | 10) —| 20.00) —| —| — = 
Salem ...-+} 37,188| 9| 1/2222) —/@a| —| m4 
Chelsea ... 36,499 | ll | 1/ 18.18} 9.09; — —| 9,09 
Fitchburg. . ar | 4] 7) —j2142) — al jai 
Taunton eee} e 57 | — =. ee ae —T — —_ 
Everett ...| 30,209 S| sine) —i|am| ~| — 
North Adams| 29,201 | 7| 2|1430) —| —| —| - 
uincy . ++) 26,798) 8 | 3| —|2500; —| —| — 
loucester . 26,121, — _ _ _ _ — _ 
Waltham ..| 25,79 | 2] a]. —jese] —| | — 
Brookline. . 23,576 | 7] 1/1430) —)/ 14.30) — =e 
Pittsfield ..| 22,870; 13| 2/|30.80/1540, —| —| 7.70 
re oi oo 4 8 33.33 piped — — | 16.67 
Chicopee . .| 692 | 2 —' 42.90; — _ —- 
Northampton | 20,314 6 | 0 - — _ = =a 
Beverly... 15,807 7| — | 28.60 _ =| «=| 2490 
Leominster | maa; 68] | <i] | | 
—— : *. 9 regoed 5 | 1, —- _ — - — 
Adams ...| m5), —| —| —| —| -| -—| —- 
Attleboro . | 14,561 2| — — _ = ae oa 
Hyde Park . | 14,500 4 1 | 25.00 —_ —_ — | 25.00 
Newburyport | 14,478 3 0 | 33.33 — — « i 
Woburn. ..| 14,315 5 — 40.00 | 40.00 _ can — 
Melrose ...)| 13,819 6| 1 33.33 16.67 - -— ‘it 
pe ee oo] er 7 — 14.30 _ _ eae ae 
Milford ...| 3,77 _ - - = - _ — 
Marlboro . .| Pye : — | 33.33 _ _ _ 
Revere ...| 3,608 — a a ae poms 
—— | ye 6 — 16.67 | 16.67 _- —_ = 
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Gardner. ..| 12,324 5 1 _ _ _ _ _ 
Southbridge .| 11,716 3 | 2° 33.33); — _ _ _ 
maar o| ye : : 25 00 | 25.00 _— _ _ 
Weymouth .| ,35) — —_ = — sale 
Plymouth oe | 11,139 _-|—- — _ _ aoe a 





Deaths reported, 3,689; under five years of age, 1,050; princi- 
pal infectious diseases (smallpox, measles, cerebrospinal 
meningitis, diphtheria and croup, diarrheal diseases, whoop- 
ing cough, erysipelas, fevers and consumption) 939; acute 
lung diseases 590, consumption 484, scarlet fever 19, whooping 
cough 51, cerebrospinal meningitis 119, smallpox 0, erysipelas 
17, puerperal fever 13, measles 32, typhoid fever 36, diarrheal 
diseases 91, diphtheria and croup 73. 

From whooping cough, New York 17, Chicago 27, Philadel- 
phia 4, Boston, Fall River and New Bedford 1 each. From 
scarlet fever, New York 13, Baltimore 1, Providence 1, Spring- 
field, Brockton and Everett and Pittsfield 1 each. From cere- 
brospinal meningitis, New York 87, Philadelphia 1, Balti- 
more 1, Providence 3, Boston 8, Lowell 4, Worcester 3, 
Lynn 3, New Bedford, Somerville, Holyoke, Salem, Chelsea, 
Pittsfield, Medford, Beverly and Hyde Park 1 cach. From ery- 
sipelas, New York 12, Chicago 1, Boston 2, Lowell 1, Holyoke 1. 

In the seventy-six great towns of England and Wales, with an 
estimated population of 15,609,377, for the week ending April 
22, 1905, the death-rate was 15.6. Deaths reported 4,664; acute 
diseases of the respiratory organs (London) 119, whooping 
cough 100, diphtheria 38, mwneasles 203, smallpox 3, scarlet 
fever 50. 

The death-rate ranged from 6.7 in Kings Norton to 29.8 in 
Merthyr Tydfil; London 14.9, West Ham 12.2, Brighton 12.3, 








Southampton 19.1, Plymouth 15.3, Bristol 13.7,;Birmingham 18.3, 
Leicester 13.3, Nottingham 17.8, Birkenhead 15.3, Liverpool 
18.9, Wigan 24.1, Bolton 10.5, Manchester 18.7, Salford 14.4, 
Halifax 11.5, Bradford 13.8, Leeds 16.7, Hull 21.0, Sheffield 
19.4, Newcastle-on-Tyne 17.5, Cardiff 13.0, Rhondda 20.0. 





METEOROLOGICAL RECORD. 


For the week ending April 29, in Boston, according to 
observations furnished by Sergeant J. W. Smith of the United 
States Signal Corps: 
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*0., cloudy; C., clear; F., fair; G., fog; H., hazy; 8., smoky; 


y 
R., rain; T., threatening; N., snow; —, below zero. t Indicates trace 
of rainfall. sag Means for week. 








CHANGES IN THE MEDICAL CORPS U. S. NAVY 
FOR THE WEEK ENDING MAY 6, 1905. 


H. A. DUNN, assistant surgeon. Ordered to the “ Terror,” 
May 1. 


E. O. HUNTINGTON, surgeon. Detached from the Naval 
and Marine Recrniting Stations, Chicago, Ill., and ordered to 
the ** Albatross.” 


J.C. THOMPSON, past assistant surgeon. Detached from the 
** Albatross,” and ordered home to wait orders. 


J. M. MOORE, past assistant surgeon. Ordered to duty at 
the Naval and Marine Recruiting Stations, Chicago, III. 


W. M. WHEELER, surgeon. Ordered to the ‘ Cleveland,” 
sailing from New York, N. Y., about May 10. 


R. C. HOLCOMB, past assistant surgeon. Detached from the 
** Cleveland,” and ordered to the Naval Station, Culebra, W. I. 


G. L. ANGENY, past assistant surgeon. Detached from the 
Naval Station, Culebra, W. I., and ordered home to await 
orders. 

A. HAMMER, pharmacist. Detached from the Navy Yard, 
New York, N. Y., and ordered to the Army General Hospital, 
Fort Bayard, N. M., for treatment. 


J. M. BRISTER, past assistant surgeon. Detached from the 
Naval Hospital, Philadelphia, Pa., and ordered to the ‘‘ Atlanta.” 





SOCIETY NOTICES. 


THE NEW ENGLAND HOSPITAL MEDICAL SOCIETY, SEC- 
TION ON. LARYNGOLOGY AND RHINOLOGY. — This Society 
will hold its regular meeting on Thursday, May 18, 1905, 
at Hotel Nottingham, 7.30 p.M. Paper: ‘ Otology in Its Rela- 
tion to General Medicine,’ by Dr. Clarence John Blake. 

Dr. BLANCHE A. DENIG, Secretary. 
Dr. N. LOUISE LAWRENCE, Chairman. 

BoOstoN SOCIETY FOR MEDICAL IMPROVEMENT. — There 
will be a meeting of the Boston Society for Medical Improve- 
ment in John Ware Hall, Medical Library, on Monday, May 
15, at 8.15 P.M. Dr. J. Collins Warren will speak on Epochs in 
the History of Medicine. Mr. Albert M. Lythgoe, by invi- 
tation, will speak on the condition of Preservation of Egyptian 
Burials at different periods. Poth Dr. Warren’s and Mr. 
Lythgoe’s remarks will be illustrated with slides. All mem- 
bers of the profession are invited to be present. 

A. K. STONE, M.D., Secretary. 


RECENT DEATH. 


Dr. J. HOWARD PUGH, the oldest practising physician and 
one of the most prominent citizens of Burlington, N. J., died 
on April 30. He was born in Chester County, Pa., in 1827, and 
was graduated from the medical department of the University 
of Pennsylvania in 1852, With the exception of two years 

















ie ce i 





6 


pepetani Sent an to ecb nm A AAT INT AE 


eS 


aden alngeine ane 








564 BOSTON MEDICAL AND SURGICAL JOURNAL 


[May 11, 1905 





immediately after graduating, which were spent in Bristol, 
Pa., he had always practised in Burlington. He was presi- 
dent of the Burlington County Medical Society, the Burlington 
Library Association and several financial institutions, and he 
also served for a time as member of Congress from his district. 





BOOKS AND PAMPHLETS RECEIVED. 


Preliminary Report on the Presence of an Immune Body in 
the Blood of Mice Spontaneously Recovered from Cancer 
(Adeno-Carcinoma, Jensen) and the Effect of this Immune 
Serum upon Growing Tumors in Mice Infected with the Same 
Material. By Harvey R. Gaylord, M.D., G. H. A. Clowes, 
Ph.D., and F. W. Baeslack, B.A. Reprint. 

Knee Ankylosis. By De Forest Willard, M.D. Reprint. 

Old Unreduced Dislocations. By De Forest Willard, M.D. 
Reprint. 

Twenty-ninth Annual Report of the New York State Re- 
formatory at Elmira. For the Fiscal Year ending Sept. 30, 1904. 

Bulletin of the Ayer Clinical Laboratory of the Pennsylvania 
Hospital. No. 2, issued January, 1905. 

Annual Report of the Lynn Hospital. For the Year 1904. 

Report on the Origin and Spread of Typhoid Fever in U.S. 
Military Camps during the Spanish War of 1898. By Walter 
Reed, Major and Surgeon, U. S. Army, Victor C. Vaughan, 
Major and Division Surgeon, U. S. Volunteers, and Edward O. 
Shakespeare, Major and Brigade Surgeon, U. S. Volunteers. 
Vols. Land II. Washington. 1904. 

Prosthetic Surgery, with Report of a Case. By Flavel B. 
Tiffany, A.M., M.D. Illustrated. Reprint. 

Jahresbericht iiber die Fortschritte in der Lehre von den 
Pathogenen Mikroorganismen umfassend Bacteriep, Pilze und 
Protozoén unter Mitwirkung von Fachgenossen bearbeitet und 
herausgegeben. Von Dr. med. P. von Baumgarten, und Dr. 
med. F. ‘langl. Achtzehnter Jahrgang. 1902. Leipzig: Ver- 
lag von S. Hirzel. 1905. 

The Intestinal Catarrbs. Being a Clinical Study of Colitis, 
Appendicitis and their Allies, with a special new Section on 
Sprue. By Edward Blake, M.D. Second Edition. Chicago: 
W. T. Keener & Co. 1905. 

Progressive Medicine. A Quarterly Digest of Advances, 
Discoveries and Improvements in the Medical and Surgical 
Sciences. Edited by Hobart Amory Hare, M.D., assisted by 
H. R. M. Landis, M.D. March 1, 1905. Philadelphia and 
New York: Lea Brothers & Co. 

Thirty-fourth Annual Report of the Trustees of the City 
Hospital of City of Worcester for Year ending November 30, 
1904. 

The Urine and Feces in Diagnosis. By Otto Hensel, Ph. G., 
M.D., and Richard Weil, A.M., M.D., in collaboration with 
Smith Ely Jellitfe,M.D., Ph. D. Illustrated. Philadelphia and 
New York: Lea Brothers & Co. 1905. 

Report of the Connecticut Hospital for the Insane for the 
two years ended September 30, 1904. 

University of California Publications. Physiology. On an 
Improved Method of Artificial Parthenogenesis. By Jacques 
Loeb. 

University of California Publications. Physiology. On the 
Validity of Pfliiger’s Law for the Galvanotropic Reactions of 
Paramecium. (Preliminary Communication.) By Frank W. 
Bancroft. On Fertilization, Artificial Parthenogenesis, and 
Cytolysis of the Sea Urchin Egg. By Jacques Loeb. 

The Practical Medicine Series of Year Books. Comprising 
Ten Volumes on the Year’s Progress in Medicine and Surgery. 
Issued Monthly. Under the general editorial charge of Gus- 
tavus P. Head,M.D. Vols. Land II. Series, 1905. Chicago: 
The Year Book Publishers. 

Manual of Psychiatry. By J. Rogues De Fursac, M.D. 
Authorized Translation from the French by A. J. Rosanoff, 
M.D. Edited by Joseph Collins, M.D. New York: John 
Wiley & Sons; London: Chapman & Hall, Limited. 1905. 

Cephalagra and Tic-Douloureux from Accessory Sinus 
Affections. By Sargent F. Snow, M.D. Reprint. 

Tic-Douloureux and Other Neuralgias from Intranasal and 
Accessory Sinus Pressures. By Sargent F. Snow, M.D. 
Reprint. 

Conservative Gynecology and Electro-Therapeutics. A 
Practical Treatise on the Diseases of Women and Their Treat- 
ment by Electricity. By G. Betton Massey, M.D. Fourth 
Edition, Revised, Rewritten and Greatly Enlarged.  Llus- 
trated. Philadelphia: F. A. Davis Co. 1905. 

The Vermiform Appendix and Its Diseases. By Howard A. 
Kelly, A.B., M.D., and E. Hurdon, M.D. Illustrated. Phiila- 
delphia and London: W. B. Saunders & Co. 1905. 

Saunders’ Question-Compends Nos.8 and 9. Essentials of 
the Practice of Medicine. Prepared especially for Students of 
Medicine. By William R. Williams, A.M.,M.D. Philadelphia 
and London: W. B. Saunders & Co. 1908. 





The American Year-Book of Medicine and Surgery, being a 
Yearly Digest of Scientific Progress and Authoritative Opinion 
in all Branches of Medicine and Surgery drawn from Journals, 
Monographs, and Text-Books of the Leading American and 
Foreign Authors and Investigators. Collected and arranged 
with critical editorial comments by various writers. Under 
the general editorial charge of George M. Gould, M.D. 2 vol- 
umes. Philadelphia and London: W. B. Saunders & Co. 
1905. 

The Medical Epitome Series. Medical Diagnosis. A Manual 
for Students and Practitioners. By Austin W. Hollis, M.D. 
Series edited by Victor Cox Pedersen, A.M., M.D. Illustrated. 
Philadelphia & New York: Lea Brothers & Co. 1905. 

The Work of the Interstate Commerce Commission. By H. 
T. Newcomb. Washington. 1905. 

Interstate Commerce. Brief, as to proposed new legislation. 
Prepared by David Spencer and David Willcox. 

A Text-Book of the Practice of Medicine. For Students and 
Practitioners. By Hobart Amory Hare, M.D., B.Se. Illus- 
trated. Philadelphia and New York: Lea Brothers & Co. 
1905. 

A Case of Status Lymphaticus. By J. H. Musser, M.D., and 
J.T. Ullom, M.D. Reprint. 

Motives in Medicine. By John H. Musser, M.D. Reprint. 

Abdominal Pain. By J. H. Musser, M.D. Reprint. 

Perforating Gastric Ulcer; Posterior Gastro-Enterostomy ; 
Fowler’s Position. By J. H. Musser, M.D., and W. W. Keen, 
M.D. Reprint. 

A Case of Intradural Spinal Cyst, with Operation and 
Recovery. By W. G. Spiller, M.D., J. H. Musser, M.D., and 
Edward Martin, M.D. With a Brief Report of Eleven Cases 
of Tumor of the Spinal Cord or Spinal Column. By William 
G. Spiller, M.D. Reprint. 

The Treatment of Pneumococcic Infection of the Lung, or 
Croupous Pneumonia. By John H. Musser, M.D. Reprint. 

Primary Cancer of the Lung. By J. H. Musser, M.D. 
Reprint. 

Some Aspects of Medical Education. By J. H. Musser, M.D. 
Reprint. 

Some Medical Aspects of the Diseases of the Gall-Bladder 
and Gall-Ducts. By John H. Musser, M.D. Reprint. 


Twenty-seventh Annual Report of the Board of Health of 
the City of Lowell for the Year 1904. 


Report of the Tuberculosis Commission of the State of 
Vermont to the General Assembly. 1904. 


Annual Report of the Board of Health of the City of Cam- 
bridge for the Year ending December 31, 1904. 


Twenty-ninth Annual Report of the Ladies’ Union Charitable 
Society (incorporated) conducting the Lawrence General 
Hospital and Children’s Home for the Year ending September 
30, 1904. 


Diseases of the Heart. A Clinical Text-book for the Use of 
Students and Practitioners of Medicine. By Edmund Henry 
Colbeck, B.A., M.D., B.C. (Cantab.); F.R.C.P. (London); 
D.P.H. (Cantab.) Second Edition, Revised and Enlarged. 
Illustrated. Chicago: W. T. Keener & Co. 1905. 


Wharton and Still’s Medical Jurisprudence. Vol. II, 
Poisons. By Robert Amory, A.M., M.D., and Robert L. 
Emerson, A.B., M.D. Fifth Edition. Rochester, N. Y.: The 
Lawyers’ Co-operative Publishing Co. 1905. 

The Panama Canal Mismanagement. Report to the Govern- 
ment Showing how the Commission Makes Efticient Sanitation 
Impossible. By Dr. Charles A. L. Reed. Reprint. 

Appendicitis, Its History, Anatomy, Clinical Etiology, 
Pathology, Symptomatology, Diagnosis, Prognosis, Treatment, 
Technique of Operation, Complications and Sequels. By John 
B. Deaver, M.D. Third Edition, thoroughly revised and 
enlarged. Illustrated. Philadelphia: P. Blakiston’s Son & Co. 
1905. 


The Proposed Medical Reserve Corps for the Army vs. 
Major Aze] Ames’ Opinions. By Major William C. Borden. 
Reprint. 

The Johns Hopkins Hospital Reports. Vol. xii. Baltimore. 
1095. 

The Development of the Human Body. A Manual of Human 
Embryology. By J. Playfair, MceMurrich, A.M., Ph.D. 
Second Edition, Revised and Enlarged. Illustrated. Phila- 
delphia: P. Blakiston’s Son & Co. 1904. 


The Detection of Poisons and Strong Drugs, including the 
Quantitative Estimation of Medicinal Principles in Certain 
Crude Materials. By Dr. Wilhelm Autenrieth. Authorized 
translation from the third enlarged German edition by William 
H. Warren, Ph.D. Illustrated. Philadelphia: P. Blakiston’s 
Son & Co. 1905. 

An Introduction to Dermatology. By Norman Walker, 
M.D. Third Edition. Revised and Enlarged. Illustrated. 
New York: William Wood & Co. 1905. 
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SATISFACTORY PROSTATECTOMY. * 


BY BENJAMIN TENNEY, M.D., BOSTON, 


Assistant Surgeon, Boston Dispensary; Formerly Instructor in 
Anatomy, Harvard Medical School. 


In the recent mass of literature on the opera- 
tive treatment of prostatic hypertrophy the 
surgeon’s point of view has been given great 
prominence. In a general way, this is right, 
because the surgeon sees large numbers of pa- 
tients and can estimate results in a mass, so to 
speak. There is aside of the question which must 
not be lost sight of, and that is what an individual 
patient may expect. 

The surgeon may feel honestly that all cases 
of prostatic hypertrophy sufficient to interfere 
with normal urination, should be promptly 
operated upon, knowing as he does the unpleasant 
termination of many cases where nature and the 
catheter combine to make the patient miserable 
and to shorten his life. On the other hand, the 
patient has the right to ask the surgeon what 
he can offer him in the way of improved condition 
by means of the operation, and the question of 
mortality percentage is not the only one to be 
considered. 

If a patient exchanges a tight bladder which 
can be emptied by a catheter at more or less 
frequent intervals and with more or less pain, for 
a bladder which is continually leaking, either 
through the urethra or through a fistula, it is a 
choice between evils. If he exchanges a bladder 
which requires a catheter every hour or two for a 
condition which still leaves him in pain, and 
with the necessity of urinating with equal fre- 
quency, it is a choice between inconveniences, 
and if for the sake of free passage of urine the 
sexual function is lost, there may sometimes be 
a question in the patient’s mind whether it is 
worth while. 

Statistics of the present day include several 
hundred operations. The careful lists made 
out by Watson, by Proust and by Escat, show 
in a painstaking and accurate fashion the rela- 
tive mortality of the different operative pro- 
cedures, but the number of operators who present 
careful, detailed post-operative results is smaller 
than could be desired. 

The patient has a right to ask how long he will 
be confined to his bed, how long he must stay 
in hospital, how much suffering he must undergo, 
and whether at the end of his treatment he will 
have a bladder which will allow him to take up 
his usual occupations, to sleep without disturb- 
ance, and to resume such pleasant habits as he 
may have formed before the operation. 

At first glance the problem seems simple. It 
is only to remove an embarrassing amount of 
glandular tissue which is not difficult of access, 
but the perfection of the result depends on the 
removal of this tissue without damage to the 
urinary or sexual functions. If a normal bladder 
containing urine be removed with the membran- 
ous urethra soon after death, and the bladder 

*Read before the Lister Club of Portland, Me., Jan. 19, 1905. 
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squeezed as one would squeeze a rubber bulb, 
it will usually be found that moderate pressure 
will not empty it of its contents unless there be 
tension on the ureters. If the same bladder be 
held so that the urethral opening is lowest and 
there be a slight upward tension on the ureters 
urine will flow freely from the bladder without 
pressure. This is due to the fact that some of 
the muscular fibers of the ureters are continued 
downwards on the lateral boundaries of the 
trigone into the urethra, and it requires a slight 
tension of these fibers to open the urethral 
orifice. 

Possibly, indeed probably, most of the urine 
can be forced from the bladder after these fibers 
have been destroyed by any form of prostatec- 
tomy, but they are nevertheless of sufficient 
importance to be preserved if possible. 

Again, there is normally some glandular tissue 
behind the urethra and above the ejaculatory 
ducts which is continuous with the prostatic 
tissue in the two lateral lobes. This central 
portion is not very adherent to the urethra or 
to the tissue which separates it from the seminal 
vesicles. Unless greatly hypertrophied, it can 
be pulled either way, after separation, without 
damage to the urethra or to the ejaculatory duets, 
but if it is pulled straight upwards the muscular 
fibers from the ureters will be ruptured and if 
pulled straight down the ejaculatory ducts may 
be injured. 

The third point is the one most frequently 
spoken of, and relates to the proper separation 
between the hypertrophied mass and the mesh 
of blood vessels which surrounds the prostate. 
The hemorrhage depends on finding this plane 
of cleavage successfully. Any operation which 
will completely remove hypertrophies which 
prevent proper dilatation of the urethra, and 
will at the same time leave these other structures 
intact, ought to be followed by a satisfactory 
result provided the nerve supply to the sphincter 
muscles has been left undisturbed. 

Leaving out of account that diminishing num- 
ber of cases which best receive palliative treat- 
ment by the Bottini cautery knife, there are two 
ways of approaching these hypertrophies; one 
through the perineum followed by enucleation 
of the hypertrophy from behind, or from within 
the prostatic urethra. The other is through the 
bladder wall, followed by enucleation of the 
hypertrophied mass, either as a single structure 
which includes the prostatic urethral mucous 
membrane or in separate masses leaving behind 
as much prostatic mucous membrane as possible. 

Statistics to-day show that the perineal ap- 
proach has been followed by a lower mortality 
than the suprapubic, but the difference in mor- 
tality is due not, as I was taught, to sepsis, but, 
according to Watson’s figures,’ to shock and 
post-operative pulmonary complications. If 
these two factors can be even partially eliminated, 
the mortality rate of the suprapubic operation 
ought to be no higher if as high as that of the 
perineal. 


1 Annals of Surgery, June, 1904. 
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Murphy’ of Chicago has contributed a very 
valuable paper, giving in detail the post-opera- 
tive results of forty-eight cases of perineal pros- 
tatectomy done in the past four years. These 
show an average hospital stay of forty days; 
shortest eighteen days; longest one hundred and 
nine days. At the time of his report, one third 
had fistule lasting from fifty days to two and a 
half years, and in every case mentioned with one 
exception, the sexual function was feeble, im- 
paired, or lost, and three of these patients still 
use a catheter at times. 

In these forty-eight cases there is a mortality 
of three, but the fact that the last case reported 
on his list was done through a suprapubic open- 
ing is suggestive that he is not quite contented 
with the results obtained. 

According to Escat’s* figures, based on 382 
perineal prostatectomies, 75% were cured, 11% 
died, and 13% were either total or partial failures. 
Of 164 suprapubic prostatectomies 78% were 
cured, 18% died, and only 4% were partial 
failures. Watson’ has collected 530 perineal 
cases with a mortality of 6.2% and 243 supra- 
pubie operations with a mortality of 11.3%. 

His figures for late results cover 145 perineal 
and 53 suprapubic cases. Sixty-six per cent of 
the suprapubic operations showed cures, as 
compared with 60% of the perineal operations. 
He also finds failures 1 in 7.4% perineal operations 
as against 6.7% for the caenaiee: incontinence 
of urine in 3.5 of the perineal operations, as 
compared with 1% of the suprapubic cases, and 
urethro-rectal fistule in 2.7% of the perineal 
operations. 

Proust 4 has gathered records of 813 perines ul 
prostatectomies with a total mortality of 7.13% 
as compared with 244 “ transvesical”’ with a 
mortality of 12% 

He describes the post operative-complications 
after the perineal operation as lesions of the 
rectum — and in the discussion following his 
paper 225 perineal operations were reported by 
ten men who admitted that 7, or 3%, of their 
‘vases suffered from this accident — fistule, 
incontinence of urine, stricture formation twice 
only, epididymitis, orchitis, and loss of sexual 
power which is permanent and the usual sequel 
to the operation. 

He has found the reported complications after 
the transvesical operation to be “ infinitely less 
common,” than after the perineal, no recta! 
injuries, no incontinence of urine, persistence 
of a suprapubic fistula very exceptional, no case 
of epididymitis or orchitis, and that the sexual 
ability is usually retained. He has found one 
report of stricture formation after this operation. 

So far as statistics gathered from various 
operations can be used as a basis for judgment, it 
would seem that the suprapubic operation offers 
a better chance for results satisfactory to the 
patient who survives than the perineal operation. 

To return to Watson’s paper. He shows that 
the excess of mortality following the suprapubic 


2 Jour. Am. Med. Association, May 28, 1904, et sey. 
3 Annals des Malad. des Org. G U., 1904, p. 1635. 
4 Annals des Malad. des Org., G. U., 1904, p. 1697. 


operation is due to shock and _ post-operative 
pulmonary complications. If there is a varia- 
tion in technique that will remove’ this excess 
this operation ought to become the method of 
choice. 

It has been my fortune to operate on two pa- 
tients, whom I have been able to follow for more 
than six months, under a technique which offers 
some hope of solving these difficulties. 


Case I. — The first was a man of seventy-six years, 
a patient of Dr. Frank E. Bateman’s of Somerville, 


Mass. He had been using a catheter for five or six 
years. He had been twice operated upon for stone 


in the bladder since his catheter life began. In 1900 
he had a perineal lithotomy ; in 1901 a litholapaxy was 
done. 

I examined him first in January, 1904, and found a 
large, smooth, movable prostate, the upper border of 
which could just be made out by rectal examination. 
With the cystoscope the bladder was found to be 
trabeculated and a white glistening object was seen 
lying in the posterior cul-de-sac. This proved to be 
a stone covered with pus which prevented the sensa- 
tion of a foreign body when the stone searcher was 
introduced. He was suffering much pain in walking 





Hypertrophied prostate and stone removed from Case I. 


One-half natural size. Formalin specimen. 


and driving, and was obliged to use his catheter two 
or three times every night. The urine was very foul 
and contained 4% albumin. A_ second cystoscopic 
examination was made on Feb. 12, which failed to 
reveal any foreign body, and the stone searcher was 
equally a failure in this respect. 

His pain was so severe and his general condition was 
so serious, that a suprapubic cystotomy was advised 
and carried out under local anesthesia, March 5, 1904, 
Dr. H. M. Chase assisting in both the operations and 
the after care. 

There was no pain until the knife entered the bladder 
which had been insufficiently filled with the cocaine 
solution. In exploring the bladder with the finger a 
large prostate was felt’ projecting upwards like the 
summit of a volcano, but no stone was felt. He was 
put back in bed somewhat tired, but with no evidence 
of shock. A drainage tube was put in through the 
suprapubic wound and a large gum elastic catheter 
was left in the urethra. 

Five days later a cystoscope was introduced through 
the suprapubic wound and the stone was distinctly 
seen lying in a diverticulum of the bladder wall behind 





the prostate. It was not possible to get hold of this 
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without causing him severe pain and he was given a 
small amount of ether. After removal of the stone 
the prostate was enucleated in two masses, the left 
lobe first and then the right with a median enlarge- 
ment. Anesthesia lasted ten minutes as the enuclea- 
tion was exceedingly difficult, probably due to scar 
tissue from the old lithotomy wound. The hemor- 
rhage was trifling and he was sent to bed with a supra- 
pubic tube and permanent catheter, and a pulse of 72. 

The catheter was changed on the second day, the 
suprapubic drainage tube was removed on the third 
day and there was no leakage from the suprapubic 
wound thereafter. He sat up on the fourth day and 
the catheter was removed on the eighth day and not 
inserted again except to wash his bladder. He left 
the hospital twenty-one days after entrance and fifteen 
days after his prostatectomy. 

In April he passed as much as 15 oz. of urine at one 
time with intervals of four or five hours between urin- 
ations. There was a little leakage when he exerted 
himself. 

In May he could retain 18 oz. of urine, but still 
leaked a little. In June he slept eight hours without 
urinating, could eject the urine more than two feet 
from his body, and had so little leakage that a thin 
strip of gauze was often dry after being worn all day. 
He had two ounces of residual urine and had gained ten 
pounds in weight. He was not seen again until Octo- 
ber, when he was no longer incontinent though his 
urine had become somewhat purulent and his residual 
had increased to three ounces. 

His urine cleared up during November and his com- 
fort continued. In December he became infected 
with anthrax on his neck and died on the sixth day 
of his infection. 

Through the kindness of Dr. Bateman I was 
able to obtain the bladder and a part of the urethra. 
The bladder walls are thick and the interior is trabec- 
ulated. Just above the trigone are the orifices of two 
diverticula which will easily admit the last joint of 
the index finger. The stone which I removed at the 
time of the prostatectomy lay in one of these. The 
orifice of the bladder is surrounded by a thin membrane, 
partly bladder mucous membrane and partly scar 
tissue. There is but one opening from the bladder 
into the urethra. The fossa from which the hyper- 
trophied masses were enucleated is irregular in shape 
and will hardly contain the last joint of an adult thumb. 
The mucous membrane of the urethra is continuous 
with that of the bladder only on the anterior wall in a 
strip about one fourth of an inch wide. The rest of 
the mucous membrane was probably removed at the 
time of operation. The space occupied formerly by 
the prostatic lobes shows bands of soft tissue for the 
most part lying vertically, and there is a fossa at this 
point where the tip of a soft catheter can catch with- 
out entering the bladder. The orifices of the ejacu- 
latory ducts are easily made out at the lower end of 
this fossa and are patent. His right kidney showed 
a thin walled cyst on the upper anterior surface the 
size of an ordinary hen’s egg, and several smaller cysts. 
The left kidney showed depressions covered with scar 
tissue indicating previous inflammatory trouble. 

I do not know whether his genital function was lost 
or not, but his condition until his fatal illness was 
entirely satisfactory to himself, to his physician, and 
to me. 

Case II. April 5, 1904, a man sixty-four years old, 
married, was sent to me by Dr. W. W. Howell of West 
Roxbury, Mass., with urinary obstruction. For two 
or three years he had been obliged to rise at night to 
empty his bladder and had some pain in passing his 
water. The pain was located deep under the pubic 
arch. He was catheterized in February and 14 oz. 





of residual urine were found. Since that time he had 
used a catheter two or three times daily. 

At the time of my examination his urine was foul 
smelling and contained + % albumin and some blood. 
Residual urine 4 oz. On rectal examination both 
lobes of his prostate were found hard and large — the 
right the larger. There was some thickening above 
the lobes. With the cystoscope the bladder was seen 
to be trabeculated and some reddened areas were found. 
The right lobe was apparently the larger, but no median 
enlargement was noted. He was washed out with 
silver solutions once a week until June 28, and the 
pain diminished. There was a slight decrease in the 
blood in the urine and corresponding decrease in the 
albumin. 





Upper F1GurReE: 
Case II. 
LoweER FIGURE: 
Dr. 
specimen. 


Hypertrophied prostate removed from 
Two-thirds natural size. Formalin specimen. 

Left lateral hypertrophy removed from 
Foster’s patient. Two-thirds natural size. Formalin 


June 28, a cystotomy was performed under local 
anesthesia, Dr. Chase assisting as in Case I. There 
was no pain until the knife penetrated the mucous 
membrane of the bladder. With a larger amount of 
cocaine solution the wound was enlarged for explora- 
tion of the bladder with the finger which discovered 
a median projection the size of the end of the thumb, 
and hard masses on either side of the urethral orifice. 
A drainage tube and permanent catheter were inserted. 
Four days later the patient was etherized. The median 
projection was first enucleated then the right and left 
all separately. A brisk hemorrhage started after 
removal of the median lobe, but diminished after the 
introduction of the permanent catheter and copious 
washings with hot water, and he was sent back to bed 
with a large catheter and a suprapubic tube. Anes- 
thesia lasted twelve minutes. 

There was a large amount of blood in the urine for 
the first four days. The suprapubic tube was removed 
on the fourth morning and replaced that night as the 
patient had a slight rise in temperature but this replace- 
ment was probably unnecessary for it was removed 
permanently two days later with no trouble. The 
catheter was removed on the ninth day. 
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The weather was extremely hot and the patient 
returned to his home in the suburbs July 16, eighteen 
days after the cystotomy, and two weeks after the 
prostatectomy. 

The suprapubic opening leaked profusely at. first, 
but closed entirely July 24, twenty-six days after the 
cystotomy and sixteen days after the suprapubic 
tube was removed. 

In August, he had 6 oz. of residual urine, in Sep- 
tember 4 oz., in October 24 0z., and in November 2 
oz. He is able to go nine hours without urinating, 
has perfect control of his sphincter, is entirely free of 
pain and says that his sexual function is better than 
before the operation. His urine contains no albumin 
and is clear except for a few good-sized shreds. 


In this case I removed very little, if any, of 
the prostatic mucous membrane. The lateral 
lobes were exceedingly easy of enucleation, not 
even requiring counter pressure on the perineum, 
each being removed with the forefinger of the 
left hand. The convalescence was without pain 
and the result is satisfactory to all concerned. 

The operation has often been performed in 
two stages and I find that the first stage has been 
carried out under local anesthesia before, though 
I did not know it until after both operations 
had been done. This is the part of the operation 
which consumes time. Enucleation in these cases 
of large adenomatous prostates is usually a rapid 
proceeding and can be done carefully in from 
two to five minutes. 

I believe in making the suprapubic opening 
in the bladder as small as it is possible to get the 
finger through. The enucleated nodules ean 
be grasped with stone forceps, and the opening 
will stretch to allow the removal of surprisingly 
lurge masses. 

There is an advantage also in making the blad- 
der opening as high up as possible, even to strip- 
ping the peritoneum as far back as it will easily 
vo. The resulting adhesions form a sort of 
suspensory apparatus for the bladder which 
tends to pull up the posterior wall thereby assist- 
ing in obliterating the pouch which usually 
exists above the trigone. The criticism that the 
suprapubic or transvesical operation is done in 
the dark applies equally well to enucleation 
through the urethra after perineal section, and 
in many cases to the enucleation through the 
capsule after this has been opened from behind. 

Where the operation will be found most. diffi- 
cult and least satisfactory, is on patients who 
have a hard fibrous prostate. In such cases I 
should not think of attempting a suprapubic 
enucleation, and | doubt if any method will give 
invariably satisfactory results. 

If we could be sure of the absence of a median 
enlargement before operation, the perineal opera- 
tion through the capsule with the hope of re- 
moving lateral masses without opening the 
urethra would be the most attractive, but such 
assurance is difficult to obtain even with the 
best eystoscopes of to-day. 

When there is a decided median enlargement, 
the urethra or bladder must be opened at some 
stage of the operation and then the advantage 
of the incision through the capsule over the older 





operation through the membranous urethra 
becomes less marked. Most of these patients 
have a chronic cystitis of considerable severity 
before they are willing to submit to any operation. 
As in other conditions, pain is a more power- 
ful argument for operation than any the surgeon 
‘an offer. Suprapubie cystotomy under local 
anesthesia with drainage relieves them of the 
pain and some other symptoms of the cystitis 
without much if any risk to life. Having gone 
thus far I do not see the advantage of an addi- 
tional perineal wound when every obstruction 
is so accessible and so quickly removable from 
above. 

The only objection to the suprapubic operation 
which is backed up by the careful reports of 
men who have learned it, is its greater mortality 
as shown by statistics. This mortality is said 
to be due to shock and pulmonary complications. 
If the operation is done in two stages, and the 
most difficult part of the operation is done under 
local anesthesia it would seem as if the danger 
from shock should be practically eliminated. 

As to the pulmonary complications, these 
operations are performed on people who are bad 
surgical risks. Their power of resistance is feeble 
and they are kept in bed on their backs for days 
at a time, the very thing which contributes to 
the pulmonary complications in other serious 
trauma, such as fracture of the hip. 

Operating in this way the drainage can all be 
conducted through tubes into bottles, and the 
patient can sit up from the very first if necessary 
without the maceration and annoyance of sitting 
on a pad of wet gauze or a cabinet chair. The 
suprapubic incision gives most perfect and con- 
venient access to the median enlargements 
which are found in a large proportion of cases. 
Moullin® says they are present in 86% of all 
prostatic obstructions and in 438% they form 
the chief or only obstruction. It permits search 
for and removal of stones or other foreign bodies. 
It gives opportunity for a suspension of the blad- 
der which will assist in obliterating the fossa 
above the trigone, and so far as statistics can be 
relied upon, it promises a better result to the 
patient who survives. 

It is not easy to understand the advantage of 
an enucleation which intentionally removes the 
hypertrophied masses in one piece with the pros- 
tatic mucous membrane. Such an operation 
must injure the muscle fibers which extend from 
the ureteral orifices into the urethra, but when 
it is necessary it can be done without fear. 

To the surgeon who leaves the after care of 
his patients to untrained assistants or the casual 
practitioner, the perineal operation must appeal 
very strongly. 

Drainage in the line of gravity ts better than 
suprapubic drainage, but I believe that frequent 
through and through irrigation with mild anti- 
septic solutions is better than either. The proper 
after care of a suprapubic prostatectomy does 
require skill, frequent attention, and interest in 
the result equal to that of the surgeon himself, 

5 Enlargement of the Prostate, 1899, p. 33. 
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and where these are lacking the mortality rate 
must continue higher than after the perineal 
operation. 

Nothing but the frank detailed post-operative 
history of many patients such as that published 
by Dr. Murphy will settle the question as to 
which operation should be chosen when either 
is possible.® 


ails 
a 





THE PARAMOUNT VALUE OF LOCALIZED 
RALES AS A SIGN OF INCIPIENT PHTHISIS. 
BY H. B. WHITNEY, M.D., DENVER, COLO. 

I sHOULD hesitate to approach this important 
but threadbare subject had not the conviction 
been gradually forced upon me that false concep- 
tions are quite prevalent as to the relative value 
and ffequency of the local physical signs of in- 
cipient phthisis. In the first place, it is still a 
matter of great surprise and of difficult com- 
prehension to us who practise in climatic resorts 
that so many cases come to us with a history of 
late recognition. This may be occasionally due 
to a temporizing policy on the part of the family 
physician, but it is certainly more charitable 
to suppose that it is usually the result of uncer- 
tain diagnosis. Then, again, while the journals 
are full of articles upon the early signs of phthisis, 
it is rare to find them grouped in proper perspec- 
tive; all appear to be in the foreground, a cog- 
wheel respiration occupying, perhaps, the same 
prominent position as a marked localized dullness. 
A similar indiscriminate grouping of the local 
signs is also to be found in most textbooks, 
notable exceptions being the descriptions of 
Knopf and Striimpell. This is doubtless largely 
due to the failure to discuss each physical sign 
separately in all its bearings; for example, great 
stress may be laid upon the prominence of bron- 
chial respiration without insisting upon the fact 
that, being an accompaniment of consolidation, 
it is nearly always absent at an early stage. 

Finally, the writer’s experience of several 
years as visiting physician to the National Jewish 
Hospital for Consumptives, where patients sent 
from distant localities are always accompanied 
by a chart of the physical signs noted by the 
local examiner, has been an ever-recurring source 
of wonder and amazement. It is astonishing 
what an infinite number and variety of physical 
signs may suddenly be discovered in a chest upon 
the appearance of hemoptysis or of bacilli in the 
sputum. The most frequent error, in these 
incipient cases, seems to me to be in the direction 
of finding too much, especially in the way of 
dull areas and of changes in the respiratory 


® Since the above was written I have operated on a patient of Dr. 
B. B. Foster’s, in Portland, Me., Feb. 5, 1905. This man was seventy- 
three, married and father of several children. He had total obstruc- 
tion and had used a catheter for two years. The pain in his bladder 
had recently required a catheter every hour. A supra-pubic cystot- 
otomy and enucleation of an intravesical enlargement of the left 
lobe were carried out in one sitting under general anesthesia, Dr. 
Foster assisting. ‘There was practically no hemorrhage. His supra- 
pubic tube was removed x Dr. Foster on the third day and the ca- 
theter on the eleventh. Thesuprapubic wound was dry on the 23d 
day, and his convalescence was without fever or discomfort of any 
sort. When last heard from he was able to go four or five hours 
without urinatin 
dual urine if any 
of sexual desire. 


and was absolutely free of all pain. His resi- 
ad not been measured, but there was some return 
His case will be reported more fully later. 


murmur. Since the recognition of both of these 
variations from the normal depends wholly upon 
relative values, and is a question of the perception 
of delicate shades of musical sounds, it can 
hardly be doubted that the rédle of auto-sugges- 
tion has been very prominent in many of these 
examinations. It is, for instance, very easy to 
persuade oneself that a given area is slightly 
dull on percussion if the belief is held that such 
dullness is nearly always among the initial signs 
of focal disease. On the other hand, where great 
emphasis is laid upon so uncertain a symptom, 
it cannot be doubted that many incipient cases, 
without particularly suggestive general indica- 
tions of tuberculosis, are not properly interpreted 
and that valuable time is thus lost. 

The object of the present paper is to insist upon 
the supreme importance of localized rAles in the 
diagnosis of incipient pulmonary tuberculosis. 
Conversely all the other local signs are relatively 
unimportant because inconstant and often of 
uncertain interpretation. 

Let me attempt to state more accurately the 
several terms of this proposition. In the first 
place, it is to be understood that we are dealing 
with a very early stage of the disease, when there 
is, perhaps, but a small focus at an apex, and 
more or less consequent difficulty of recognition: 
after the development of any considerable area 
of consolidation, other signs, of course, attain a 
much greater degree of prominence. The only 
question now before us is this: Is there any 
earliest sign of pulmonary phthisis, practically 
preceding all the others, and essentially main- 
taining its predominant value throughout the 
whole incipient stage ? I'urthermore, the follow- 
ing remarks relate wholly to the usual forms of 
apical disease, and not to those exceptional 
vases where the primary focus is elsewhere in 
the chest: here a patch of rales no longer has 
the same exclusive significance because of the 
many conditions other than tuberculosis in which 
it may occur. Again, it is not proposed to con- 
sider here any evidences of phthisis other than 
the local physical signs; the relative importance 
of fever, for example, or the sputum tests is not 
here discussed. Nor is anything affirmed in 
regard to the negative value of the sign; tuber- 
culosis cannot, of course, be excluded because 
rales are not discovered, although it is my belief 
that they do usually appear at a very early stage. 
Finally, it is not denied by any means that in 
some exceptional cases the order of the relative 
value of the various signs may be quite reversed. 
It is fully recognized that the mode of onset of 
pulmonary phthisis is subject to considerable 
variation. Cases may doubtless occur, quite 
apart from the acute forms of pneumoniec phthisis, 
in which the first evidence of the disease is the 
development at an apex of a more or less uniform 
infiltration, producing the usual signs of consoli- 
dation and perhaps without riles. I am unable 
to recall such cases in my own experience, but am 
not prepared to deny their possibility. 

Unquestionably most cases of chronic pulmon- 





ary tuberculosis begin at one apex as a mild 
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bronchopneumonia. <A few tubercles form here 
and there in the walls of the bronchioles, through 
which the bacilli have gained access to the region, 
and these soon give rise to bronchitic irritation 
and to limited bronchopneumonia infiltrations. 
These foci are more or less scattered, not usually 
voluminous, and separated from each other by 
fairly normal pulmonary tissue. 

If this be the usual form of invasion, we ought 
not, a priori, to expect in most cases to find early 
evidences of consolidation. Such scattered pneu- 
monic areas not infrequently cause an increased 
resonance, or a slightly tympanitic note, and they 
would have to be quite extensive and superficial 
to cause anything like marked dullness. It is 
well known that any consolidation at a depth 
of more than 3 cm. or 4c¢m. does not affect the 
superficiafresonance on light percussion (Weil) ; 
and it is stated too, by both Wintrich and 
Seoda, that a peripheral solid area must have 
quite an appreciable extent — some 4 em. or 
5 em. in diameter — in order to be discernible 
on percussion. Whether or not, as Weil believes, 
an exception is to be made of the extreme pul- 
monary apex because of its limited size, it is 
certain that dullness and its necessary accom- 
paniments —— broncho-vesicular or bronchial res- 
piration and bronchophony —-are not to be 
reasonably anticipated in a very early stage when 
areas of consolidation are small and scattered. 
Some speak of dullness under such conditions 
from a thickened pleura. Undoubtedly an 
apical pleurisy may be an occasional cause of 
dry rales, but it does not appeal to me as a satis- 
factory explanation of dullness; the usual thick- 
ening of such pleure is insufficient. 

Furthermore, the general statement may safely 
be made that percussion of the pulmonary apices 
is difficult and requires an unusual amount of 
skill and experience in this particular art. I 
believe it to be even more difficult as regards 
correct interpretation of results than the per- 
cussion of the heart, which is notoriously pro- 
ductive of frequent disagreement. The apices 
in front, on account of the prominence of the 
clavicle, ete., are ill adapted to the rapid and 
accurate adjustment of the pleximeter; while 
behind, in the suprascapular fosse, where initial 
processes are so frequent, the resonance is nor- 
mally somewhat defective and often difficult to 
elicit because of a thick layer of muscle and fat. 
Since dullness is always a purely relative matter, 
it is, of course, desirable to compare rapidly one 
region with another; and since at the apices there 
must be exactly corresponding areas on opposite 
sides of the chest, comparison becomes far more 
difficult than elsewhere. I have very frequently 
amused myself by carefully percussing an incipient 
ease of phthisis, seen for the first time, and 
attempting to make a diagnosis by percussion 
alone; time and again I have been wholly unable 
to arrive at any definite conclusion or, still worse, 
have found the disease focus at that apex which 
I had considered most resonant. 

Certain other signs commonly adduced as 
evidence of incipient tuberculosis are extremely 





inconstant, and so difficult of interpretation 
when alone as to be of little value. Unilateral 
diminution of respiratory movement is very 
suggestive when present, but it usually accom- 
panies a more advanced stage, and is, I believe, 
imperceptible in the majority of very early cases. 
Increased fremitus is also associated almost 
wholly with more or less extensive areas of con- 
solidation; it belongs really with the stage of 
dullness. Moreover, the marked preponderance 
of normal fremitus at the right apex greatly 
lessens the usefulness of the sign. Cog-wheel, 
or interrupted, respiration is too rare to be a sign 
of much value, and is not peculiar to tubercu- 
losis. Prolonged or harsh expiration occupies a 
somewhat different position from the signs hither- 
to mentioned, and when unequivocal it cannot 
be denied a considerable degree of impertance 
as an early and suggestive indication of apical 
disease. But here again, there is always the 
great difficulty of reaching a positive conclusion. 
Certainly in the great majority of cases the pitch 
of expiration is only a little above normal and 
only very slightly prolonged. Unfortunately 
it is not always easy to say just what normal is. 
Comparison with a corresponding region on the 
opposite side is often illusory because of the 
normal and very frequent exaggeration of the 
expiratory sound at the right apex. Moreover, 
the expiratory murmur is a varying quantity 
according as one listens near to or far from the 
trachea and large bronchi. Personally, I could 
never regard an apparently prolonged or harsh 
expiration as more than a highly suspicious 
circumstance, to be confirmed or rejected in the 
light of other evidence. 

In marked contrast to the uncertainty and 
more or less difficult interpretation of the signs 
hitherto mentioned are the characteristics of 
localized rales. I do not hesitate to affirm my 
own belief that when ever a few rales are con- 
stantly found at the apex only of one or both 
lungs, the diagnosis of pulmonary tuberculosis 
is almost certain. My own experience would 
seem to indicate that this sign is nearly pathog- 
nomonic; and although it is true that rales are 
usually spoken of in the books as frequently 
present, I do not think their enormous import- 
ance, without dullness or perhaps any other local 
sign, is very generally appreciated. Possibly 
this is not surprising when, for example, in such 
a well-known book as Ander’s Practice of Medi- 
cine, the most characteristic grouping of physical 
signs in the stage of invasion is described as 
lagging expansion, increased tactile fremitus, 
slightly impaired percussion resonance, enfeebled 
vesicular murmur, and prolonged expiration; 
rales are not even mentioned. 

The exact character of these rdles to which I 
believe so much importance should be attached 
has little to do with their interpretation. Moist 
rales are, on the whole, most significant. The 
much rarer sonorous and sibilant rdles are some- 
what less so, as being sounds which occasionally 
originate outside the lung itself; for instance, an 
occasional squeak may be _ pleuritic — though 
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even an old apical pleurisy is probably tubercu- 
lous in origin. Certainly the most frequent and 
characteristic réles are fine, moist, or perhaps 
rather dryish clicks, heard singly or as an explo- 
sion during or at the end of inspiration, and in a 
general way, to be termed subcrepitant ; true crepi- 
tant rales I have never found in incipient phthisis, 
though they are mentioned by some authors in 
this connection. 

Rales are, of course, to be everywhere carefully 
sought in a case of suspected tuberculosis, but 
with rare exceptions they will be found, if at 
all, at the apices of the upper, possibly also of 
the lower, lobes. Certain localities in the upper 
chest deserve especial mention. Kingston Fowler 
has shown that the primary focus is oftenest 
somewhat below the extreme apex of the lung 
and nearest the posterior surface. In front, this 
area of predilection is just below the middle of 
the clavicle. In my own clinical experience the 
earliest riles have been found, I think, some- 
what oftener, behind, in the supra-scapular fossa, 
than in front; and I also have observed that the 
regions just below the middle and outer third of 
the clavicle are especially fertile fields. The 
apices of the lower lobes, corresponding to the 
fourth or fifth dorsal vertebra, deserve also par- 
ticular notice. These regions are apparently 
apt to be invaded at a time when the process at 
the apex of the upper lobe is still very limited. 
Rales are therefore not infrequent in the upper 
and middle interscapular fossse, and in a few 
instances I have detected them here when apical 
signs were entirely absent. 

Very much depends upon the way in which 
rales are elicited. It is, perhaps, best to listen 
first during ordinary respiration — for various 
reasons beside the question of rales. But this 
is relatively unimportant as compared with a 
method of breathing which may be described as 
a rather rapid and forcible inspiration, with open 
mouth, and an inspiration which is as quiet and 
natural as conditions permit. These deep, quick 
breaths are not to be hurried — there should be 
no increase in the respiratory frequency. Rales 
are often induced by this manner of breathing 
when they would be otherwise imperceptible, and 
it is far superior to the very long and deep inspira- 
tions which are sometimes recommended. 

Of far greater importance is still a third phase 
of auscultation which is, in my opinion, the cru- 
cial and indispensable feature of every examina- 
tion of the chest for incipient phthisis. What 
follows might properly be put in italics, so im- 
portant is it, and yet so very commonly neglected. 
The patient should be instructed by the examiner 
how to give a short, quick cough, to be followed 
after a very brief interval by the same deep, 
quick inspiration above described. This cough 
and inspiration should be executed lege artis; and 
1 dwell upon details both because of their great 
importance, and because very few patients who 
come into my hands appear to have ever been 
thus examined. Any cough approximating to a 
simple clearing of the throat is wholly unsatis- 
factory; it does not agitate sufficiently the bron- 





chial mucus. On the other hand, too loud and 
violent a cough, or a rapid succession of coughs, 
shakes the whole chest, displaces the stethoscope 
with possible production of extraneous sounds, 
often starts a fit of coughing, and otherwise 
obscures the detection of the fine clicks for which 
search is being made. Again, many patients, 
though producing correctly a single, slight, but 
genuine cough before each act of inspiration, 
nevertheless, insert a short vocal tone between 
the two which is probably familiar to all who thus 
examine and is exceedingly troublesome; this 
must be eliminated. In short, for perfect results, 
the patient must be taught, often with considera- 
ble pains, to make a single superficial, but genu- 
ine cough, accompanied by the least possible 
movement of the chest, and followed after a very 
brief interval by the forcible inspiration above 
described. This succession of coughs and in- 
spirations is then continued systematically until 
every square inch of the apices at least has been 
examined. The importance of this procedure 
and the frequently astonishing results can be 
appreciated only by those who have habitually 
put it into practise. Rdales, oiten in large num- 
bers, may appear where all previous methods of 
examination had disclosed nothing abnormal. 
Oftenest there are a few scattered clicks at the 
end of inspiration; very often also an explosion of 
fine bubbles, either at the end of inspiration or 
occupying the brief interval which follows the 
cough. No amount of coughing or deep inspira- 
will produce rales in a healthy individual. In 
the rarest possible instance a dry click or two 
may be occasionally heard —I can recall two 
or three such cases; but such rales are usually 
bilateral, or inconstant, or, as I have observed 
several times here in Colorado, when examining 
for insurance, the individual will be found to have 
suffered in past vears from an incipient pulmon- 
ary tuberculosis. This latter fact, namely, that 
fine rales after cough may frequently be found 
at an apex many years after otherwise complete 
recovery is also, perhaps, not without significance 
in estimating the relative value of incipient local 
signs. It might reasonably be argued that the 
last sign to persist is not improbably the first 
to appear. 

Should anyone doubt the significance of rales 
in a beginning tuberculous process, and the neces- 
sity of cough for their production, let him study 
from this point of view the next case of moder- 
ately advanced phthisis which comes under obser- 
vation. First note carefully all those signs — 
dullness, increased fremitus, rdles, possibly cavity 
signs, ete., perceptible on ordinary or even deep 
respiration. Then let the patient go through the 
process of cough and deep breathing as above 
described. Observe, now, how the extent of the 
disease has suddenly increased; how rales have 
appeared several inches, perhaps, beyond the 
apparent border of the affected area, and the apex, 
possibly, of the opposite lung, where everything 
seemed to be normal, is now full of moisture. 
Or if the case be going in the wrong direction, 
note the signs to-day and follow them carefully 
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for some months. This can hardly fail to demon- 
strate that neither dullness nor the other obliga- 
tory signs of consolidation but the appearance of 
moist rales after cough is usually the first evi- 
dence of the invading enemy. If this be true of 
the advancing process in an old case, it should 
also be true of the incipient stage. 

The great and predominant value, then, of 
localized rales in the diagnosis of incipient tuber- 
culosis consists first, in their almost constant 
presence at a time when other local signs are 
absent or at most indefinite. Second, in their 
practically unmistakable character, thus differing 
widely from other signs which represent merely 
deviations from the normal. Third, in the fact 
that when occurring at an apex they are almost 
pathognomonic, other conditions which might 
produce them being exceedingly rare. While, 
therefore, other local signs are of great value, 
especially for the few experts who by long expe- 
rience have learned their limitations and the 
frequent difficulty of interpretation, the presence 
of localized rales must ever remain the essential 
guide to early diagnosis for the rank and file of 
the profession. 





THE THERAPEUTIC VALUE OF SOME DIGES- 
TIVE PREPARATIONS, AND THE INDICA- 
TIONS FOR THE USE OF PEPSIN, IN DISEASES 
OF THE STOMACH.* 


BY RICHARD F. CHASE, M.D., BOSTON, MASS., 


Instructor in Clinical Medicine, and Lecturer on Gastro-intestinal 
Diseases, Tujts College Medical School; Physician to the 
Boston Dispensary, etc. 

THE employment of digestive preparations in 
the treatment of stomach and intestinal diseases 
is undoubtedly very extensive. Clinical expe- 
rience seems to have taught that these agents 
relieve certain symptoms, and probably some 
physicians believe they possess actual curative 
properties. On the other hand, there are physi- 
cians who has very little confidence in the effi- 
cacy of these preparations, and in consequence 

do not use them. ~ 

Now it is fair to assume that the virtue of these 
products lies in their power to digest, the pur- 
pose for which they are intended. Since they 
have to do solely with the chemical process of 
digestion, we can determine accurately the extent 
of their participation in this process. We have 
for this purpose certain tests, the conditions of 
which may be made to approach so near to those 
of the chemical process of digestion in the human 
stomach that one has very little reason to doubt 
the reliability of their results. 

The preparations which we are to consider 
are: (1) an essence pepsin, (2) an ess. pepsine, 
(3) a scale pepsin, (4) an elixir and tablets lacto- 
peptine, (5) liquor diastos, (6) tablets pepsin and 
pancreatin, (7) tablets panzyme, (8) tablets pep- 
tenzyme, (9) an elixir digestive ferments, (10) 
and papain. 


*Read by invitation at the annual meeting of the Middlesex North 
District Medical Society, Lowell, Mass., April 27, 1904; also at the 
October meeting of the South Middlesex Medical Society, Boston, 
1904. 





These particular preparations were selected 
simply because they were the most available. 
Their various menstrua probably exert no marked 
influence upon digestion. 

From extensive advertising, if not from per- 
sonal experience with them, probably many of 
these preparations are familiar to you. 

We learn from the manufacturers of the com- 
plex products that their digestive power depends 
upon the presence of one or more of the digestive 
ferments,—pepsin, rennin and pancreatin. Tests 
show that all of these preparations are acid in 
reaction, due to the presence of lactic or HCl 
acid. In the case of some of these products, very 
likely the agents representing them have called 
your attention to this fact and reminded you 
that pepsin preparations are active in acid media 
only. 

While most of us know something of the action 
of the simple ferments,— pepsin, pancreatin, 
ete., of these complex products in acid solutions, 
or made into tablets and powders which are acid 
in reaction, our knowledge is less, and too often 
we accept the statements of the manufacturers 
regarding their therapeutic properties. It may 
sound very plausible indeed, when the proprietor 
of a product tells us that through its diastatie 
ferment, his preparation digests starch in the 
stomach the same as saliva, and that by the 
presence of the active ferments, pepsin and rennin, 
proteids are converted into peptorie and milk 
coagulated as by the gastric juice itself; also, 
that when the chyme is forced along into the 
duodenum the pancreatin of his preparation 
passes along with it, and there further digests 
proteids and starch the same as is done by the 
natural pancreatic juice. 

Thus, if one does not stop to give the matter 
some consideration, he may easily be led into the 
belief that these complex solutions, some so beauti- 
tiful in color, and that these tablets, put up in 
bottles so convenient to carry in the pocket, 
are in many ways superior to simple pepsin and 
pancreatin preparations. 

We know that pepsin in a properly acid medium 
digests proteids, both in the stomach and in test 
tubes. We are told that all of the complex 
preparations here mentioned, contain pepsin. 
We find by tests that the liquids, tablets and 
powders are acid in reaction. In fact, we are 
told by the manufacturers that these products 
are, in themselves, digestants of proteids. 

Hence to determine their digestive power one 
simply adds a piece of coagulated egg albumen 
or a piece of fibrin to a given quantity of the 
liquid digestants, or to a water solution or sus- 
pension of tablets and powders, contained in 
test tubes. The tubes are then left in an oven 
having a constant temperature of about 110° F., 
for several hours, being occasionally shaken, to 
imitate the action of gastric peristalsis. If such 
fluids are digestants, per se, the egg or fibrin dis- 
appears. It is converted into peptone. 

This was the first test to which these products 
were subjected and in each case the result was 
negative, no digestion whatever occurred. 
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In fact, no digestion was expected, because it 
had been previously ascertained that none of 
the preparations were acid enough to render 
their pepsin active. However, the tests proved 
conclusively that none of these products are 
digestants of proteids, per se, and this was the 
point to be proven. 

But some one may very pertinently ask, ‘“‘ May 
not these agents become active when taken into 
the stomach?” Let us see. 

One of the gastric disorders in which one would 
be most inclined to use these agents is chronic 
gastritis. From a patient with such an affec- 
tion some of the fresh gastric juice was procured. 
It contained no free HCl. Twelve test tubes, 
each containing 5 ce. or 1} d. of this gastrie juice 
were used. To tube No. 1 a piece of egg, only, 
was added. To tube No. 2 a piece of egg and 
HCl was added. To the ten other tubes pieces 
of egg and certain quantities of the digestants 
were added. The tubes were then left in an oven, 
temperature 40° C. for twenty hours, being occa- 
sionally shaken. At the end of this period the 
following results were noted: 

Tube No. 1, containing the gastric juice and 
egg showed no digestion. 

Tube No. 2, containing the gastric juice, hydro- 
chlorie acid and egg showed complete digestion, 
while the ten other tubes containing the gastric 
juice and egg, and the digestives, showed no 
digestion at all. 

From these tests we learn the following facts: 

(1) First, that gastric juice, deprived of its free 
HC! is incapable of digesting proteids, even if its 
pepsin is present. 

(2) That the same juice, when properly acidu- 
lated, becomes active and digests proteids, there- 
by proving the presence of is natural pepsin. 

(3) That the addition of any of these digestives 
to such a secretion aids in no way whatever its 
digestive power. 

In order to prove this last statement in a more 
practical way, the following test was made: 

To a patient with gastritis, an active essence of 
pepsin, and tablets of lacto-peptine were given 
on different occasions after eating. At the end 
of certain periods the stomach contents were 
removed and the digestive power of the gastric 
juice determined. It was always found to be 
absolutely negative, the same as when no diges- 
tants were administered. 

To some these tests may seem simple, even 
superfluous, in view of our knowledge of the 
subject, yet they confirm a fact not universally 
known and duly appreciated, it is that as yet we 
have no digestive preparations depending upon 
the ferment pepsin for their activity which, in 
themselves, aid the digestive power of any gastric 
juice when it is deprived of its HCl. 

This statement applies not only to the ten 
preparations under consideration, but to all 
similar products. 

The reason for this is that no pepsin, not 
even that of the gastric juice, has any power 
to digest except in the presence of a properly 
acid medium. Moreover, no pepsin can be 





prepared and put upon the market in a strongly 
acid medium and remain active, for as Mr. B. 
T. Fairchild’ says, “If we submit pepsin to 
long continued contact simply in dilute hydro- 
chlorie acid (.25%), we find the pepsin to pro- 
gressively deterioriate in activity. Therefore, 
acid cannot, with impunity, be added to pepsin 
in solution in the manufacture of products neces- 
sarily to be submitted to conditions of commerce.” 

Yet not infrequently we see prescriptions 
calling for pepsin in combination with HCl of 
such strength as to immediately paralyze the 
pepsin used! 

The comparative peptic values of these ten 
preparations were not accurately determined, 
but, by tests made under various conditions it 
was always found that the essences and scale 
pepsins were the most active, while panzyme and 
the elixir and tablets of lactopeptine were the 
least active. 

Pancreatin: It is a well-known fact that pan- 
creatin in substance, solution or simple tablet, 
is soon rendered inert by the gastric Juice when 
taken into the stomach. And this is the fate 
of that ferment as combined in some of these 
preparations. The recognition of this fact has 
led to the manufacture of pills and tablets of pan- 
creatin coated with keratin, salol,ete. While such 
coatings do protect the ferment from the action of 
the gastric juice, it is a question if they are dis- 
solved early enough in the intestine to allow the 
pancreatin to be of any service in digestion. 

As to the combination of pepsin with the pan- 
creatic ferments in solution, Mr. Fairchild says: 
“That the ferments combined in solution are 
antagonistic to each other has often been pointed 
out. Scheffer early called attention to the 
incompatibility of pepsin and pancreatin, and 
pepsin and diastase in elixirs. It is impossible 
to prepare any media suitable for the preparation 
of the enzymes of the stomach and pancreas in 
combination in solution, for whether the reaction 
of the preparation be neutral, alkaline, or acid, 
there will be a gradual, sure, progressive deteri- 
oration of the product under the commercial 
conditions to which the preparation must be 
submitted. If the liquid preparation of the 
mixed peptic and pancreatic ferments be neutral 
or alkaline, the pepsin becomes destroyed. If 
acid, all but the pepsin will perish, and the acid 
compound will, therefore, be found to be devoid 
of any pancreatic activity.” 

According to their formule, elix. lacto-pep- 
tine, elix. peptenzyme, liquor diastos and elixir 
digestive ferments are examples of such incom- 
patible preparations, and very likely there are 
many others not known to the writer. 

Just a word more to show why some of these 
preparations are not what they purport to be. 

Papain: The advantages claimed for this 
product are, that it will digest proteids in an 
acid, neutral, or alkaline medium. The sample 


1Mr. B. T. Fairchild: The Evolution and Use of the Animal 
Digestive Ferments in Medicine. Read before the Pharmaceutical 
Meeting of the Philadelphia College of Pharmacy, Jan. 21, 1902. 
—, by the American Journal of Pharmacy, vol. lxxiv, Nos. 
2 and 3 
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tested showed moderate activity in an acid 
medium, but none whatever in a neutral or alka- 
line medium. 

Of one preparation the manufacturers state: 
“This product contains the five digestive agents 
— pepsin, ptyalin, pancreatin, lactic and hydro- 
chloric acid — combined in the same proportion 
as they exist in the human system.” 

This statement is too absurd to warrant any 
consideration whatever, except the meaning 
which it is intended to convey. In the writer’s 
opinion, its object is to lead the reader into the 
belief that the preparation is a digestant per se 
of all forms of food. But this delusion is at once 
removed by the agent representing this product, 
who, in a personal interview, said: “ To test its 
peptic value, perform the usual test, using an 
acid medium of .5% HCl.” An acidity, by the 
way, twice that of the gastric juice ever found 
-under normal conditions! 

Another product is said “ to contain all known 
ferments and digests albumen, fat, starch and 
cane sugar without the extra addition of acid 
or alkali.” Yet in a personal letter, dated 
Jan. 9, 1904, the manufacturers say, ‘‘ The peptic 
power of this product must be tested in the usual 
way, using acidulated water, .2% to .25% HCl.” 
In other words, add acid. 

Such disclosures as these suggest one of two 
things, either gross ignorance, or brazen attempts 
on the part of the manufacturers to deceive those 
who employ these preparations. 

Now the very important question presents 
itself: In what diseases of the stomach is pepsin 
indicated? 

In all gastric affections regardless of their 
cause, in which free HCl is present, pepsin is not 
indicated, because the native ferment is always 
found and in sufficient quantity. In the vast 
majority of all gastric conditions, characterized 
by the absence of free HCl, whether due to func- 
tional or organic causes, pepsin is not indicated, 
because after proper acidulation of the gastric 
juice, it becomes active, showing that pepsin is 
still present. These’ two classes of gastric dis- 
orders comprise over 90% of all stomach affec- 
tions, and in their treatment pepsin is never 
indicated. In all cases of atrophic gastritis, 
and achylia gastrica and in some cases of cancer 
of the stomach, both HCl and pepsin are lacking. 
As a result, here we meet a true indigestion of 
certain foods in the stomach. 

It is upon our knowledge of the existence of 
such conditions that large doses of HCl and pepsin 
have been based, and extensively employed. It 
is perfectly evident that pepsin alone, in these con- 
ditions, is of no service, because we know that even 
the native pepsin, when present, is not active 
except in the presence of a certain amount of HCl, 
consequently both HCl and the ferment are used. 

By chemical examination of the gastric juice 
we can determine accurately any deficit of HCl 
which may exist. Hence, it would seem an easy 
matter to supply such a deficiency by administer- 
ing the acid by mouth. This is the object 
attempted by those who use large doses of HCl 
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together with pepsin. But in practice it is found 
that the large doses necessary for this purpose 
are impracticable of administration. Such being 
the case, it is a useless proceeding to use pepsin 
and then attempt to render it active by giving 
large quantities of HCl. 

While a diversity of opinion yet prevails, re- 
garding this subject, the following quotations 
will give one an idea on which side of the ques- 
tion the preponderance of evidence rests: 

EKinhorn:? “ Pepsin used to be, and is yet, 
frequently given in combination with HCl. Most 
writers, however, concur in the absolute ineffi- 
cacy of this drug, and for two reasons: (1) In 
most instances, even of diminished secretion, there 
is yet an abundant quantity of pepsin present. 
(2) Most pepsins in the market do not, by any 
means, show as strong digestive properties as the 
true pepsin of the stomach. Of late years I 
have entirely abandoned the use of pepsin.” 

Ewald: * ‘“ Pepsin was for a long time regularly 
prescribed with HCl with the pernicious idea 
that if it did not help, it certainly did no harm. 
Its use should be restricted to those cases in which 
an absence can be proven.” 

Reigel:* ‘‘In general the administration of 
pepsin rarely indicated. The digestion of 
albumen is rarely improved by the administra- 
tion of hydrochloric acid even if large doses are 
given together with pepsin. This is due to the fact 
that the quantity of HCl that we can admin- 
ister is very much smaller than the quantity 
needed to make up the deficit of HCl in the gas- 
tric juice.” 

The theory was that HCl and pepsin given by 
mouth would take the place of these agents 
when lacking in the gastric juice, but in practice, 
it is found they do not. However, stimulation 
of the functions of the stomach, by means of our 
various methods of treatment, is probably far 
better therapy than a useless or even a successful 
attempt at their substitution. 

The facts stated in this article are well known 
to all physiologists, and may be verified by 
reference to any textbook that considers the 
subject. If these facts are brought home for the 
first time to some of the readers of this article, 
its object will be attained. 

INFECTIONS OF THE RESPIRATORY TRACT 
WITH INFLUENZA BACILLI AND OTHER 
ORGANISMS, THEIR CLINICAL AND PATHO- 
LOGICAL SIMILARITY, AND CONFUSION 
WITH TUBERCULOSIS. 


BY FREDERICK T. LORD, M.D., BOSTON, 
Physician to Out-Patients, Massachusetts General Hospital; Assist- 
ant in Clinical Medicine, Harvard Medical School. 


(Concluded from No. 19, p. 540.) 
V. PATHOLOGICAL SIMILARITY OF INFECTION WITH 
INFLUENZA BACILLI AND WITH OTHER ORGANISMS. 


Tue study of sections from cases of acute 
bronchopneumonia, associated with influenza 
bacilli, shows, as Pfeiffer first described,> an 


2 Diseases of the Stomach, 1898. 

3 Diseases of the Stomach, American edition, 1900. 
4 Diseases of the Stomach, American edition, 1903. 
5 Pfeiffer: Loc. cit. 
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infiltration of the bronchi with pus cells and 
partial or complete destruction of the ciliated 
epithelium. The neighboring alveoli are filled 
with leucocytes and exudate, which may efface 
the normal pulmonary structure. Each dis- 
eased area may usually be seen in relation with 
a bronchus. Influenza bacilli may be found 
in and between the pus cells with a few other 
organisms. 

The most favorable event in such cases is in 
resolution, which does not, however, always 
take place, as is shown by the study of the 
subacute or more chronic cases. It is occa- 
sionally observed that isolated alveolar spaces, 
closely packed with pus cells, are softened 
and form small miliary abscesses. A second 
unfavorable result is the infiltration of the 
involved parts of the lungs with connective 
tissue cells and the production of focal or diffuse 
induration. 

Weichselbaum,® in a study of eight autopsy 
cases of bronchopneumonia, in which he demon- 
strated influenza bacilli and other organisms, 
observed a more or less advanced induration in 
three. ; 

In a study of 13 autopsy cases of broncho- 
pneumonia, with influenza bacilli and other 
organisms, we have noted the histological char- 
acters above described, with the presence of small 
abscesses in two and a varying degree of pul- 
monary induration in seven (macroscopic in 3, 
microscopic in 4). 

Though no clinical difference could be noted 
in the cases of respiratory infection with influenza 
bacilli, pneumococci or the micrococcus catar- 
rhalis, it was thought that some distinction might 
be made in different infections from a study of 
autopsy cases of bronchopneumonia, due to 
different orfanisms. 

In all, 85 cases of bronchopneumonia, asso- 
ciated with various organisms, have been studied. 
These cases were drawn from the first 1,200 
autopsies performed under Dr. J. H. Wright’s 
direction at the Massachusetts General Hospital. 
Their number is small, beacuse only those cases 
have been selected in which there are careful 
records of the gross and histological findings, in 
which sections from the lungs have been preserved 
and in which in gross no tuberculosis was found. 
In the sections from these cases there was also 
no microscopic evidence of tubercles, caseation 
or other appearance of tuberculosis. The cases 
represent for the most part infection with pneu- 
mococci, the pyogenic cocci, influenza bacilli, 
ete. 

As in the clinical cases, the larger part of them 
are mixed infections with two or more organisms, 
as is shown by the results of cultures taken at 
the time of the autopsy and the staining of sec- 
tions for bacteria. 

Neither in the cases of mixed infection with 
different organisms nor in those in which one 
group of organisms predominated was it possible 
to note any striking or constant difference in the 


®Weichselbaum: Beitrage zur Aetiologie und_pathologische 
cs der Influenza. Wiener klin. Woch., 32-3, 1892, pp. 459; 





character, extent or intensity of the broncho- 
pheumonic process. 

These 85 cases may, therefore, be. conveniently 
considered as a whole. In their study some 
explanation is found for the occasional persist- 
ence of symptoms and pulmonary signs after an 
acute pulmonary infection, and their not infre- 
quent confusion with tuberculosis. 

The bronchopneumonic process, of varying 
extent, was in general most often found in the 
lower lobes of the lungs, the left lobe being af- 
fected 45 and the right 54 times. In the supe- 
rior lobes the process was found on the right side 
in 30 cases and on the left in 24. The middle 
lobe of the right lung showed the smallest num- 
ber of infections,—in 14 cases. 

Abscesses of varying extent were present in 
16 cases (macroscopic in 10, microscopic in 6). 
Pulmonary induration was found in 31 cases 
(macroscopic in 12, microscopic in 19). In many 
of the cases these changes were too slight to have 
given rise to clinical signs. In the more advanced 
cases, the autopsy findings suggest an explana- 
tion of the persistence of cough and localized or 
diffuse bronchitis after an attack of apparently 
completely resolved bronchopneumonia, in which 
small defects in the lungs may never be fully 
repaired and remain as permanent pockets for 
the development of bacteria. In other cases 
the pulmonary changes had progressed so far 
that they might well have been detected by care- 
ful physical examination during life and if local- 
ized at one place in the lung have been confused 
with pulmonary tuberculosis. 

In the study of cases of acute broncho-pneu- 
monia the beginning of small abscess cavities 
can be noted, and in the more sub-acute or chronic 
cases the formation of new fibrous tissue from 
the interalveolar septa, the interlobular, peri- 
bronchial and perivascular connective tissue, 
but in the examination of the developed abscess 
cavity or pulmonary induration it may be impos- 
sible to detect its origin in bronchopneumonia. 
In the failure to find changes characteristic of 
tuberculosis either in gross or microscopical 
examination of such tissue, it is natural to sup- 
pose that the simpler inflammations may be a 
sufficient cause for their origin. Only so far as 
the pathologist’s examination approaches com- 
pleteness, however, does the possibility of tuber- 
culosis recede. 

In eight of these 85 cases, there were well- 
marked localized abscesses, pulmonary indura- 
tion or both. On gross inspection of the dis- 
eased foci, including its appearance on thin 
sections with the knife and microscopic prepa- 
rations from the abscess wall or the areas of most 
advanced interstitial change, there was no evi- 
dence of tuberculosis. The site of the process 
in these eight cases was as follows: 


Superior lobes: (1) At both apices, an area of fibroid 
tissue, at the right extending in from pleura; at the 
left apex containing an irregular cavity, about 1 cm. 
in greatest diameter, with trabeculated walls, lined 
with mucous membrane which is apparently continu- 
ous with a small bronchus. 
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Sections, including the cavity, show extensive 
fibroid induration, but no evidence of tuberculosis. 
Autopsy number, 53. 

(2) The greater part of the anterior portion of the 
superior lobe of the left lung transformed into an 
irregular cavity, containing a dirty, reddish-brown, 
foul material. The cavity is lined with a dirty, gray- 
ish-green, firm membrane, fading out into lung tissue. 
The tissue of the remaining portion of the upper lobe 
is resistant to the touch, and presents evidence of in- 
crea-ed connective tissue. The adjacent pleura is 
covered with a thin fibrinous layer. Examination 
of microscopic sections, including the abscess wall, 
shows increase of connective tissue, but no tuberculosis. 
Autopsy number, 105. 

(3) The right superior lobe over a large part of its 
extent, especially the superior and posterior part, is 
diminished in size, resistant and extensively trans- 
formed into blackish, grayish, fibrous-like tissue of a 
very tough consistency. Sections from the indurated 
lung show increase of connective tissue and oblitera- 
tion of the alveoli. Masses of black pigment are seen 
in the connective tissue, but no evidence of tubercu- 
losis. Autopsy number, 872. 

(4) The right superior lobe is of almost board-like 
firmness, and on section, finely granular, pale and 
grayish. Microscopical examination shows a small 
abscess cavity in one of four preparations and increase 
of connective tissue, but no evidence of tuberculosis. 
Autopsy number, 394. 

Lower lobes: (5) The left inferior lobe on its poste- 
rior and lateral aspect shows a patch of fibrinous exu- 
date on the pleura, about the size of a silver dollar. 
In the adjacent lung tissue there are a number of pin- 
head sized cavities, containing thick purulent material 
and apparently connected with the bronchial tree. 
The lung tissue about these small cavities shows some 
grayish-red solidification. This area of pulmonary 
change includes only about one quarter of the lobe. 
Microscopie sections of the involved part of the lung, 
show abscesses, some of which seem to be connected 
with the small bronchi. No evidence of tubercu- 
losis. Autopsy number, 445. 

(6) One third of the lower part of the inferior 
lobe of the right lung is contracted and shows 
old fibrous pleural adhesions. Microscopical exam- 
ination of this lobe shows thickening of the alveolar 
walls, with marked increase of ‘connective tissue. 
There is also some desquamation of epithelium. 
No evidence of tyberculosis. Autopsy number, 
106. 

One entire lung: (7) The pleura of the left lung is 
generally markedly thickened. It is flattened and 
compressed from the presence of pus in the left pleural 
cavity. On section, the pulmonary tissue adjacent 
to the pleura is generally compact, rather tough and 
fibrous in character. On the cut surface there are 
numerous, small, dense, yellowish-white areas, many 
of which are apparently the cut ends of bronchi. The 
bronchi are somewhat dilated, their walls are thickened 
and whitish in color. They contain considerable 
yellow, semi-fluid, pus-like material. Microscopical 
examination of the lung, including the thick pleura, 
shows the pleura to consist of dense connective tissue. 
The lung also shows increase of connective tissue. In 
places, there are areas of suppuration and abscess 
formation, but no evidence of tuberculosis. Autopsy 
number, 878. 

(8) In this case, which will be mentioned more in 
detail, there was chronic interstital pneumonia of the 
left lung, with abscess formation and bronchiectasis. 
Acute bronchopneumonia with abscess formation of 
the right lung, and no evidence of tuberculosis. 
Autopsy number, 651. 





VI. THE CLINICAL CONFUSION OF SUCH CASES 


WITH TUBERCULOSIS. 


In clinical work, it is by no means rare to see 
cases with localized rfles at some place in the 
lung with or without persistent signs of pulmon- 
ary solidification, in which the suspicion is strong 
that the case is one of pulmonary tuberculosis, 
but in which repeated examination of the sputum 
fails to reveal tubercle bacilli and no reaction is 
obtained after the injection of tuberculin. Such 
eases find their explanation in the pathological 
changes resulting from infections with less viru- 
lent organisms. They do not usually tend 
toward a fatal termination, but rather remain 
stationary, or slowly progress toward recovery, as 
is shown by the clinical histories of the above 
groups of infection. 

The early diagnosis of pulmonary tuberculosis 
is so important and clinical experience so often 
confirms the suspicion that localized rdles or 
pulmonary solidification means tuberculosis that 
it is usually safer to give the patient the benefit 
of the doubt and treat him for tuberculosis, but 
in view of the impossibility. of making the diag- 
nosis without finding tubercle bacilli, I believe 
that their presence should be regarded as the 
only infallible indication of that condition. As 
only about one half of the cases reported as cured 
in the statistics of institutions for the cure of 
tuberculosis are thus proved, it is probable that 
many non-tubercular cases are included and the 
percentage of reported cures thus materially 
raised.’ 

It may suffice to detail the clinical course and 
the autopsy findings in one of the cases pre- 
viously mentioned to show that such confusion 
actually does occur, as might be supposed from 
the pathological findings in the above cases. 


E. MeC. (Autopsy number 651.) Single, nineteen 
years old, entered the Good Samaritan Hospital with 
the diagnosis of pulmonary tuberculosis Oct. 2, 1900, 
in the service of Dr. E. P. Joslin, to whom I am indebted 
for the privilege of reporting the case. 

Family history: Her father died of tuberculosis, 
her mother from “ accident.” Four brothers and one 
sister were well. 

Previous illnesses: With the exception of measles in 
childhood, frequent ‘ colds” and two attacks of 
“ appendicitis ” the patient had been well. 

Present illness: About eight months before entrance, 
the patient thought she caught “ cold.” A cough of 
increasing severity had persisted since. One week 
before entrance, she had an attack of hemoptysis, the 
amount of which the patient estimated at ‘“ one pint.” 
The cough had been more distressing since then. She 
was short of breath. She had had night sweats, and 
lost weight. At night she was more comfortable when 
lying on the left side. In general she did not sleep 
well. Her appetite was poor, the bowels were regular. 

Examination: The patient was slightly emaciated. 
Inspection of the lungs showed that the excursion of 
the left was restricted. The heart was in the normal 
position. There were signs of diffuse bronchitis 
throughout the left lung, which appeared to be solidi- 
fied, with signs of a cavity in the right upper lobe, in 
front and below the angle of the left scapula. 

7 Lord, F. T.: ‘* Arrested Tuberculosis.’”’ Should improved cases 


be thus recorded? Boston MEDICAL AND SuRGICAL JOURNAL, Feb. 
25, 1904, 
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Repeated examination of the sputum failed to reveal 
tubercle bacilli, but elastic fibres were found. 

On Jan. 19, 1901, she was transferred to the Massa- 
chusetts General Hospital, where an operation was 
performed to evacuate the abscess in the lower part 
of the left lung. At operation, a small amount of pus 
was obtained, but a few days later a larger flow of pus 
suggested the emptying of another pocket. 

The patient died on Jan. 27, 1901, of bronchopneu- 
monia. 

Autopsy (by Dr. J. H. Wright): The right pleural 
cavity contained about 50 cc. of thin blood-stained 
fluid. The left pleural cavity was obliterated in its 
posterior portion, over the superior and inferior lobes, 
by tough fibrous adhesions. The lateral surface of 
the inferior lobe was covered with a fibrous layer about 
3 mm. in thickness. The base of the lung was firmly 
adherent to the diaphragm by adhesions. 

Over the posterior and inferior aspects of the right 
inferior lobe were patches of fibrinous, membranous 
exudate and near the junction of the median and 
superior lobes a small patch of shreddy connective 
tissue. The inferior lobe of the left lung was smaller 
than the superior lobe. The left lung was generally 
resistant to touch. The lower lobe was somewhat 
nodular. 

At one place in the inferior lobe of the left lung, 
there was an elongated opening, about 2 cm. in length, 
extending into a flattened cavity in the lung substance, 
about 3 cm. in greatest diameter. This opening cor- 
responds to an opening in the thoracic wall a few 
centimeters below the angle of the left scapula. The 
wound in the thoracic wall showed that a part of one 
rib had been removed at this place. The pulmonary 
cavity was lined with a grayish, wrinkled, shiny 
layer. 

On section of the remainder of the inferior lobe of 
the left lung, numerous irregularly shaped cavities 
were seen. The walls of these cavities were dark red, 
and some of them appeared to be dilated bronchi. 
The largest of the cavities was about 23 mm. long by 
6 mm. in diameter. They were filled with a foul, 
brownish red fluid. 

The lung tissue between the cavities was represented 
by a grayish, leathery, fibrous-like tissue, in which 
practically nothing remained of the normal pulmonary 
structure. In places, this tissue showed some black 
pigmentation. 

The superior lobe of the left lung, on section, was 
found sown with small cavities, in general measuring 
2 to 6 mm. in diameter, the largest being 17 mm. by 
25mm. _ ‘These cavities were filled with foul, yellowish- 
grayish, thick, purulent fluid. 

The lung supstance between the small cavities was 
more resistant than normal and presented a fine yellow 
mottling, due to the presence of numerous pin-point, 
yellow areas. In places there were grayish, trans- 
lucent, fibrous-like areas with ill-defined outlines, 
about 3 to 4 mm. in diameter. The interlobular con- 
nective tissue appeared generally increased, so that 
some of the lobules were sharply marked out by it. 
This superior lobe appeared to be completely involved. 

Scattered through the superior lobe of the right 
lung and occupying about one third of its extent were 
numerous grayish, granular areas, varying in diameter 
from 1 mm. to 7 mm. projecting somewhat from the 
cut surface. In addition to these, small yellow points 
were seen. On pressure, these yielded droplets of 
whitish, purulent fluid. At three points in the lobe 
were cavities filled with foul, dirty, grayish pus, the 
largest of these nearly 2 cm. in greatest diameter, the 
smallest about 6mm. These cavities were lined with 
a dirty, grayish, necrotic membrane less than 1 mm. 


in thickness. These grayish granular areas gave an! i901 





obscurely resistant feel to the portions of the lobe in 
which they were situated. 

The median lobe of the right lung was not remark- 
able. The inferior lobe of the right lung showed, scat- 
tered through about one half of its extent, numerous, 
thickly sown, grayish to yellowish discrete and con- 
fluent areas. Many of these were perhaps 2 mm. to 3 
mm. in diameter. Some of them were opaque in 
appearance and with ill-defined outlines. Over a 
limited area of the lobe, there seemed to be a fairly 
homogeneous consolidation, the cut surface being 
finely granular and gray-red. In many places in this 
area, there were small cavities containing yellow pus. 
These cavities were lined with a dirty, grayish mem- 
brane a fraction of a millimeter thick. The largest 
of these cavities was about 7 mm. in diameter. The 
bronchi show a red mucosa, bathed with a bloody, 
muco-purulent material. 

The bronchial glands were not enlarged. 

Microscopical examination: Left lung, examination 
of a large number of sections from the lung showed 
marked increase of the interstitial connective tissue, 
with thickening and desquamation of the alveolar 
epithelium. Many of the bronchi were denuded of 
epithelium and the sub-mucosa was markedly infil- 
trated with small cells. In many places the bronchial 
walls appeared to be undergoing suppurative disin- 
tegration, and the appearance in the sections may be 
that of abscess formation. The epithelium of the 
dilated bronchi showed more or less transformation 
into a squamous type. The condition of the lung was 
that of chronic interstitial pneumonia, with abscess 
formation and bronchiectasis. 

Examination of sections from the right lung showed 
exudation of fibrin and leucocytes into the alveoli, 
with abscess formation. There was some desquama- 
tion of alveolar epithelium. The condition in the 
right lung was that of acute bronchopneumonia with 
abscess formation. . 

Neither on gross or microscopical examination was 
there any evidence of tuberculosis or actinomycosis, 
for both of which a careful search was made. 

VII. THE ROLE OF THE INFLUENZA BACILLUS IN 
THE ACUTE RESPIRATORY INFECTIONS. 


A. Pathogenesis. — (a) Animal experiments: 
Pfeiffer® was unable, in many experiments with 
the influenza bacillus, to produce a true infection 
in animals. Numerous experiments since Pfeif- 
fer’s have confirmed his negative results. There 
are, to be sure, a few observations in the litera- 
ture of isolated apparent infections of animals 
with the organism, but they occur in so small 
a proportion of cases that they cannot be said 
to have established any constant pathogenesis. 
Influenza bacilli have been recultivated from 
animals after inoculation, but I know of no suc- 
cessful transfers from animal to animal with 
a constant lethal result. A large dose of the 
bacilli may produce death, but there is no con- 
clusive evidence that multiplication of the in- 
jected organisms takes place. 

The work of Perez *® on this subject still needs 
confirmation. His results diverge so widely 
from those of other observers that they cannot 
yet be accepted. 

Jacobson," by injecting influenza bacilli with 


8 Pfeiffer: Loc. cit. : 

® Perez: Die Influenza in chirurgischer Beziehung. Deut. Zeit. 
f. klin. Chir. Bd. 59, ete. : 5 
10 Quoted from Isambert: Hémo-Cocco-Bacillémie Thése. Nancy, 
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streptococci, and Slatineano,” by injecting them 
with lactic acid, claim to have obtained virulent 
cultures capable of killing animals alone. 

(b) Agglutinative experiments: It is possible 
in patients with influenza bacilli in the sputum 
to get clumping of the bacilli suspended in normal 
salt solution, when these suspensions are mixed 
in low dilution (5 or 35) with their blood 
serum. The results are very inconstant, the 
necessary dilution is low and in a series of such 
experiments I found that the blood serum 
of apparently healthy individuals at times gives 
the same result. Jehle™ and Meunier ” likewise 
obtained negative reactions. Cantani' claims 
positive results, but his work has not been con- 
firmed. 

(c) Human infection. Pulmonary: In spite 
of the negative results of animal inoculation, the 
impression is irresistible that the influenza bacillus 
is pathogenic for man, when, in sputum prepara- 
tions or in stained sections from the lungs of pa- 
tients who have died of bronchopneumonia, 
the bacilli are found in enormous numbers, both 
within and without the cells, to the practical 
exclusion of other organisms. The pulmonary 
tract is, however, rarely the site of pure infections 
and therefore does not afford the most convinc- 
ing proof of pathogenesis. 

(d) Extra pulmonary: Within the past few 
years, the influenza bacillus has been found as 
the apparent sole infecting agent in several extra- 
pulmonary regions. Heyroosky “ obtained pure 
cultures of the influenza bacillus from the pus 
of acute suppurative cholecystitis. Albrecht 
and Ghon ® found influenza bacilli as the only 
organism in the exudate from a phlegmonous 
inflammation of the arm. In Meunier’s ® case 
of osteo-periostitis of the femur, the influenza 
bacillus was the only organism found. Cases 
have been reported by I. Frenkel,” Meunier * 
and Nauwerk ® in which the influenza bacillus 
appeared as the sole apparent cause of meningitis. 

In man, therefore, the influenza bacillus must 
be regarded as capable of setting up pathogenic 
processes without the aid of other organisms. 

B. Specificity. — The influenza bacillus must 
be regarded as the most important cause of a 
large number of cases of respiratory infection 
(acute and chronic) during the interepidemic 
periods, and as a contributing cause in many other 
cases, when found mixed with the pneumococcus, 
the micrococcus catarrhalis and other organisms. 
The cases in which it exists as a practically pure 
infection present no clinical or pathological 
difference, so far as my small number of cases 
shows, from the respiratory infection with other 
organisms and without association with influenza 
bacilli. The influenza bacillus behaves in this 
respect like any other of the common respiratory 
parasites. In the interepidemic period, the 


ll Jehle: Zeit. f. Heilkunde, 1901, 22, 3 Abth., p. 190. 

12 Meunier: Arch. gen. de méd., Feb. and March, 1897. 

13Cantani: Zeit. f. Hyg. u. Infectke, 1903, xliii, 505-552. 

14 Heyroosky: Wiener klin. Woch., 1904, No. 23. 

15 Albrecht and Ghon: Zeit. f. Heilkunde, Bd., xxii, 1901, Abth. 
f. Path. Anat. 

16 Meunier: Compt. rend. Soc. de Biol., 1900, p 

17 Frenkel: Zeit. f. pean, 1898, XXVii, p. 315, 

18 Meunier: . Loc. c 

19 Nauwerk: Deut. ds Woch., 1895, No. 25, p. 396. 





clinical diagnosis of “‘ influenza ” is often uncon- 
firmed by the finding of influenza bacilli in the 
sputum in which other organisms than influenza 
bacilli may be found as the apparent sole cause 
of the process. The clinical course of cases asso- 
ciated with influenza bacilli does not seem to 
differ from that of infection with other organisms. 
Variations in the severity of onset and the amount 
of prostration are common to them all and do 
not seem to be more marked in the infections 
with influenza bacilli than in the cases where 
these organisms cannot be found. The pul- 
monary sequele, such as bronchopneumonia, 
abscesses and induration, do not seem to differ 
materially in these various infections. 

Patients may carry the influenza bacilli in 
enormous numbers for years in their sputum, 
just as they have been shown to carry other 
common representatives of the flora of the res- 
piratory tract. In the larger proportion of such 
cases it is impossible to fix the onset of the dis- 
ease in an acute attack and many of them seem 
to have begun insidiously. 

The bearing of these observations on the eti- 
ology of epidemic and pandemic influenza seems 
to admit of at least two speculations: 

We may, on the one hand, suppose that the 
extraordinary prevalence of influenza bacilli in 
the interepidemie period serves to bridge the 
gap between recurring epidemics and pandemics 
of the disease. It may be that widespread 
outbreaks of the disease only occur in the pres- 
ence of far more virulent organisms than are 
represented in these interepidemic infections. 
Our means of testing the pathogenesis of the 
organism are thus far defective, our knowledge 
of immunity in influenza and the possible influ- 
ence of meteorological conditions are very meagre. 

On the other hand, however, it is possible that 
other respiratory organisms are capable of caus- 
ing widespread respiratory infection. In the 
interepidemic period, the micrococcus catar- 
rhalis and the pneumococcus seem to cause simi- 
lar clinical symptoms, an equal degree of prostra- 
tion and the same pathological changes in the 
lung. In the interepidemic period, therefore, 
the clinical disease Influenza appears not to have 
an etiological unity. It may be also that during 
epidemics and pandemics of the disease, other 
organisms than the influenza bacillus play an 
important part. 


VIII. IDENTITY OF THE INFLUENZA BACILLI FOUND 
IN THE INTEREPIDEMIC PERIOD WITH THOSE 
DESCRIBED BY PFEIFFER. 


The organisms found in these cases with cough 
and expectoration in the interepidemic period do 
not differ in biological characters from the organ- 
ism so excellently described by Pfeiffer in 1892. 
They are minute Gram decolorizing organisms, 
usually appearing as short bacilli, at times with the 
appearance of bipolar staining. In smear prepa- 
rations stained with dilute carbol-fuchsine or 
Leeffler’s alkaline methylene blue, they are found 
free in the spaces between the cellular elements 
or within the protoplasm of the leucocytes. 
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Their number varies from a few organisms, far 
outnumbered by other bacteria, to countless 
numbers in almost pure culture. If small puru- 
lent masses are carefully separated from the 
sputum and washed in sterile salt solution or 
bouillon, and this washed sputum is smeared on 
blood-agar tubes, minute dewdrop-like colonies 
are found often only with the aid of the hand lens 
after twenty-four to forty-eight hours in the 
incubator. The colonies show most plainly in 
the neighborhood of colonies of other organisms 
developing on the surface of the blood-agar. 
They thus grow most luxuriantly about colonies 
of staphylococcus pyogenes aureus, a biological 
peculiarity first described by Grassberger.” The 
colonies thus growing in symbiosis are more 
opaque and granular than when the organism 
grows in pure culture, and it is probable that a 
failure to recognize this different type of colony 
explains to some extent the infrequent finding of 
influenza bacilli. In pure cultures, the bacilli 
not infrequently fail to develop after several 
generations, but in symbiosis with the staphy- 
lococcus aureus transplantation may be indefi- 
nitely continued and abundant growths obtained. 
Transplantation from the larger and more opaque 
colonies growing in symbiosis with the staphy- 
lococcus always succeeds in reproducing the 
minute dew-drop colonies of Pfeiffer’s descrip- 
tion, if the succeeding culture is pure. 

No growth is obtained on plain agar without 
blood. 

In their viability and temperature optimum 
these bacilli conform in all respects to Pfeiffer’s 
organisms. They are also identical in their 
non-pathogenic effect on animals. 

Variation in the morphology of the bacilli may 
be observed on different media and with the age 
of the culture, but from pure cultures of such 
divergent types of the organism, a reversion to 
the typical form can be observed after transplan- 
tation to more favorable conditions. 

The influenza bacilli in these cases, occurring 
outside of an epidemic of influenza, are, so far as 
our present knowledge goes, identical in their 
biological characters with the influenza bacilli 
described by Pfeiffer. 


CONCLUSIONS. 


1. Of 186 non-tubercular infections of the 
respiratory tract, observed clinically, for the most 
part, bronchitis: 

(a) A mixed infection with various organisms 
has been found in 120 (64%). 

(b) A comparatively pure infection with one 
group of organisms was found in 66 cases (36%). 

Of these pure infections those due to influenza 
bacilli comprise the largest group, with a smaller 
number of cases of pure infection with the pneu- 
mococcus, micrococcus catarrhalis, ete. 

2. The pure infections, however, tend to 
become mixed, as the case progresses, and the 
observer must then remain in doubt, in the 
presence in the sputum of two or more groups of 


2 Grassberger: Beitrage zur Bakteriologie der Influenza. Zeit. 
f. Hygiene, 1897, 25, p. 453. 





organisms, as to the relative importance of any 
one of the infecting agents. 

3. In the clinical picture, the symptoms of 
onset, the course and duration of the different 
pure infections, there seems to be nothing dis- 
tinctive. They all tend to set up diffuse or local 
bronchitis and a varying degree of broncho- 
pneumonia. The amount of prostration may 
be as great in one as in the other. 

4. The pathological picture in cases of broncho- 
pneumonia, due to the different organisms, like- 
wise seems to be similar in the character of the 
exudate, its varying extent and intensity and the 
tendency, in asmall proportion of cases, to end in 
permanent damage to the pulmonary substance. 

5. These results of pulmonary invasion are not 
infrequently mistaken clinically for pulmonary 
tuberculosis. Of 85 cases of pneumonia, asso- 
ciated with various organisms, well marked local- 
ized pulmonary abscesses or induration or both, 
were found in 8. No tuberculosis could be dem- 
onstrated at autopsy. 

6. From the clinical resemblance of such cases 
to pulmonary tuberculosis, the presence of the 
tubercle bacillus in the sputum must be regarded 
as the-only infallible indication of this condition. 


” 
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Pew FJustrument. 
KNIFE AND BLUNT DISSECTOR COMBINED. 


BY J. C. COLLINS WARREN, M.D., BOSTON. 


THE advantages of a blunt instrument in 
separating loose tissue in the neighborhood of 
vascular parts are apparent to all surgeons who 
are accustomed to use a blunt dissector. When 
that is not at hand the handle of the scalpel is 
a frequent substitute, the instrument turning 
easily in the hand of the operator. The knife 
handle is, however, usually too thick to be well 
adapted for this purpose. 











It occurred to me some time ago to have an 
appendage made to the handle to overcome this 
objection. The result is the instrument here 
depicted which has been made for me by Mr. 
Given of Codman & Shurtleff. The “ dissector”’ 
may be made of any shape or thickness desired, 
and I have had made some patterns that are 
much thinner than the usual blunt dissector, and 
others that have been slightly curved so as to 
push easily under a large vessel. By turning 
the instrument on edge the vessel can then be 
clamped before dividing it. 

The instrument facilitates dissection in con- 
fined spaces such as the neck, the pelvis, or the 
axilla. I have found it most useful in the latter 
region in operations for the removal of the breast. 
It can also be used with advantage in separating 
the bundles of muscular fibers in operations for 
chronic appendicitis, and indeed in any part of 
the body where extensive dissections are required, 
as in the removal of goitre or other large tumors. 
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Medical Progress. 
PROGRESS IN THERAPEUTICS. 


BY FREDERICK T. LORD, M.D., BOSTON, 


Physician to Out-Patients, Massachusetts General Hospital; 
Assistant in Clinical Medicine, Harvard Medical School. 


THE TREATMENT OF DIABETES. 


I. RELATION OF DIET TO ACETONE. 


Fats: Waldvogel’ showed that the ingestion 
of 200 ce. of oil in a case of diabetes was followed 
by an increase of acetone in the urine. Lépine ? 
obtained a like result with cream, while Schwartz* 
noted an increase after giving butter, bacon and 
beef fat. Schwartz has studied the subject with 
especial care, and in view of these results warns 
against the administration of unlimited amounts 
of fats in diabetes. He thinks, however, that in 
general patients with diabetes mellitus stand even 
large amounts of fat (150-200 gm.) without dis- 
turbance, in spite of the increase of acetone. He 
notes that in many patients the initial rise in ace- 
tone after the ingestion of large amounts of fat 
is followed after a period of one to two weeks by 
a fall to its original amount. Since carbohy- 
drates limit the excretion of acetone, he recom- 
mends the introduction of appropriate amounts 
of carbohydrates when large amounts of fat are 
given. 

v. Noorden‘ regards the danger from fats as 
exaggerated. Their influence first begins to be 
considerable when the amount of fat (butter) 
exceeds 150 gm. a day. He recommends a thor- 
ough washing of the butter to remove the larger 
part of the lower fatty acids. With Schwartz, 
he notes the initial increase of acetone bodies 
following a large amount of fat. In favorable 
cases, however, the acetone sinks again after 
eight to fourteen days to its original amount or a 
lower level. 

Joslin * has recently made an important con- 
tribution to this subject. He believes that the 
formation and excretion of acetone in health 
differs from that in diabetes only in degree. He 
first determined the amount of acetone resulting 
from starvation in a healthy subject. With 
this as a control, he administered various fats to 
the same individual, noting the excretion of ace- 
tone. It was found that the excretion of acetone 
varied with the kind of fat, when it was deter- 
mined not only in the urine but also in the breath. 
Examination of the stools showed that the differ- 
ent fats are note qually absorbable, which in part 
explains their failure in some instances to produce 
acetonuria. ‘‘ Neutral fats, whether of the lower 
or higher fatty acids, do not increase the elimina- 
tion of acetone in a healthy individual during 
starvation for two days. The glycerine which 
such fats contain serves to prevent the acetonu- 
ria.””’ On the other hand, oleic acid and sodium 
palmitate produced a marked acetonuria. Pal- 
mitic acid and stearic acid, however, gave a nega- 


1 Waldvogel: Zeit. f. klin. Med., 1899, xxxviii. 
?Lépine: Semaine méd., 1901, xxi. 

’ Schwartz: Deut. Archiv. f. klin. Med., 1903. 

‘v. Noorden: Wiener. med. Presse, 1902, No. 40. . 

5 Joslin: Journal of Medical Research, October, 1904. 





tive result, the explanation of which seemed to 
be their poor absorption. Butyric acid, which 
was well absorbed, did not increase the acetonuria. 

Ash-free Diet: Taylor,® experimenting on him- 
self, noted the effect of a withdrawal of salts from 
the diet. His daily ration consisted of 70-75 gm. 
of protein, 120 gm. of fat (a native olive oil) and 
200 gm. of sugar. This contained less than .100 
gm. of salt in the form of calcium sulphate and 
phosphate, with a caloric value of 2,250. On the 
ninth day of the experiment, a strong odor of 
acetone was noted in the breath and notable 
quantities of acetone and diacetice acid in the 
urine. In this case he suggests that the absence 
of salts from the diet led to the acidosis from the 
withdrawal of alkaline metals, or cathions, from 
the body. In diabetes the conditions may be 
the same. Diuresis may lead to the elimination 
of salts and cathions, producing acidosis as in 
his experiment. 


II. CONTROL OF ACETONURIA. 


Naunyn’ recommends in the treatment of aci- 
dosis enough sodium bicarbonate to keep the 
urine slightly alkaline. For this purpose, 50 gm. 
or more in twenty-four hours may be necessary. 
In severe acidosis, he advises the administration 
of carbohydrates, allowing besides 60-80 gm. of 
bread, up to one-half a liter of milk and as much 
as 200 gm. of fruit, to avoid disturbance of di- 
gestion. An initial increase of the acetone reac- 
tion may be due to the alkalinity of the urine. 
The ferric chloride reaction may also be more in- 
tense during the first few days. When the urine 
becomes black on the addition of ferric chloride, 
he advises milk in the diet, with a diminution of 
the meat in proportion to the caloric value of the 
milk. If the general condition is still undisturbed, 
the ferric chloride reaction may gradually become 
less intense. If signs of coma intervene, all limi- 
tations of the diet must be stopped and then 
milk is regarded as the best diet. 

v. Noorden;’ in these cases, formerly recom- 
mended an exclusive milk diet, but is now con- 
vinced that the acetonuria is better and more 
quickly controlled by large amounts of oat soup. 
One may, however, still choose between the two 
methods. He advises the use of either milk or 
oats alone; not both at the same time. When 
a quick result is necessary, he recommends 
Naunyn’s 3 to 34% sodasolution to the amount of 
one third to three quarters of a liter for each intra- 
venous injection. In the less severe cases, he 
gives 5 to 6gm. of sodium bicarbonate every two 
hours, by mouth. 


III. REDUCTION OF GLYCOSURIA. 


Albumen: Cantani® was one of the first to 
recognize the relation between the amount of 
albuminous food in the diet and the excretion of 
sugar. He noted, on large amounts of albuminous 
food, a greater excretion of sugar. Aglycosuria 
followed its reduction. 


6 Taylor: University of California Publications. 
vol. i, No. 7, pp. 71-86. 

7 Naunyn: Deutsche Klinik, 1901. . 

8y. Noorden: Leyden’s Handbuch der Ernahrungstherapie, 1904. 

®Cantani: Le Diabéte Sucré, translated by Charret. Paris, 1876. 
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An increased elimination of sugar in the urine 
after the ingestion of large amounts of albuminous 
food has been still further emphasized by 
Naunyn,” Lenné," Kolisch * and v. Noorden.* 

v. Noorden * regards the unrestricted admin- 
istration of albuminous food to diabetics as un- 
necessary and even harmful. Following the 
ingestion of an unlimited proteid diet, represent- 
ing 200 gm. to 260 gm. of albumin, the nitrogen 
of the urine may amount to 30 gm. to 40 gm. per 
day. He thinks that the tolerance for carbo- 
hydrates on this diet is much less than when a 
smaller amount of albumin is given. In confir- 
mation of this he cites a case in which a diabetic of 
fifty years of age excreted on a low albuminous 
diet, plus 100 gm. of bread, 12 gm. to 15 gm. of 
nitrogen and traces of sugar in the urine. In 
the following week, the patient took so much 
albuminous food that the nitrogen in the urine 
rose to 28 gm. to 32 gm. On this diet the sugar 
increased to 15 gm. The patient again returned 
to the earlier diet with aglycosuria as a result. 

Bearing these observations in mind, v. Noor- 
den “ advises the administration, in mild cases, 
of somewhat more albumin than in health,— about 
120 gm. to 140 gm. to adults and 90 gm. to 100 gm. 
to children and old patients. In severe cases, 
when the sugar is eliminated from the urine with 
difficulty or not at all, he reduces the albumin to 
70 gm. to 90 gm. giving 50 gm. to 90 gm. for 
two weeks, then 100 gm. to 120 gm. for an equal 
period. 

Lenné® advises a diminution of albumin in 
the diet-until the nitrogen of the urine reaches 
what he considers normal — .37 gm. per kgm. 
body weight in twenty-four hours. He lays stress 
also on keeping patients on a minimum of food. 

Concerning the kind of albumin, v. Noorden * 
draws up the following scale from the study of 
more than twenty patients: White of egg seems 
least likely to cause glycosuria. Then follows, 
without great differences, vegetable albumin, 
casein, whole egg and muscle albumin. Isolated 
cases, however, behave differently, and the in- 
dividuality of the patient is of more importance 
than the kind of albumin. In these experiments, 
he made the striking and hitherto unrecognized 
observation that less glycosuria results from the 
administration of single albuminous substances 
than from the mixture of two kinds: On a pure 
meat diet, a young diabetic excreted 20 gm. of 
sugar; on a pure white of egg diet, 8 gm. of sugar; 
but when the diet was changed to one-half white 
of egg and one-half meat, the sugar mounted to 
30 gm. In practice, he regards such results of 
little importance, since the general condition of 
the patients did not seem to improve on the single 
diet and they soon became tired of such restric- 
tions. 

Drugs: Kaufmann,” working in v. Noorden’s 
clinic, tested the effect of various drugs on the 


10 Naunyn: Nothnagel, Spec. Path. u. Ther., vii, Bd. i, p. 136. 
11 Lenné: Verhand. des Congress. f. innere Med. 18, 1900. 

12 Kolisch: Wiener klin. Woch., 1900, No. 

13. vy. Noorden: Wiener med. Presse, 1902, Ne 40. ( 

sv. Noorden: Leyden’s Handbuch d. E rnihrungstherapie, 1904. 
‘5 Lenné: Congress. f. innere Med., 1900. 

1 vy. Noorden: Wiener med. Presse, 1902, No. 40. 

” Kaufmann: Zeit. f. klin. Med., xl viii, 1903. 





excretion of sugar. The observations, 109 in 
number, were made on patients who, with few 
exceptions, were under treatment in the hospital. 
The effect of dietetic treatment on the glycosuria 
was carefully excluded. The number of cases 
was large enough to minimize the element of 
chance. The literature is extensively reviewed. 

He concludes that the majority of drugs recom- 
mended for diminishing glycosuria are worthless, 
either because their influence is slight or doubt- 
ful. Among these are chloral hydrate, piperazin, 
iodine preparations, arsenic, quinine, methylhy- 
drochinon, myrtillus, linseed-tea, bean-shell-tea, 
alkalies, lime salt, uran salt, ammonium salt, 
pancreas and liver preparations, cocaine, pilocar- 
pin and ergotin. 

The patient medicines, glykosolvol, saccharo- 
solvol and antimellin, also seemed to be worthless. 

Antipyrin, carbolic acid and sublimate were 
perhaps of some service, but of doubtful value, 
because of their unfavorable effect on the general 
system or the danger of poisoning, when long 
continued. 

Bromide of potash and Carlsbad water were 
for the most part without influence, but still 
worth recommending if specially indicated. 

An evident influence on the glycosuria was 
obtained with opium, salicylic acid and its deriva- 
tives, while extract of jambul was in some degree 
useful. 

The indication for the use of these preparations 
is defined as follows: 

Opium: From twelve experiments with opium, 
he regards its use in mild cases as unnecessary. 
Dietetic treatment usually succeeds in these pa- 
tients and the long duration of the disease makes 
opium dangerous. In severe cases, however, 
opium may succeed in obtaining aglycosuria, 
when the diet has failed. In the presence of such 
complications as neuralgia, neuritis, cataract and 
amblyopia, their improvement may be much more 
quickly accomplished when the last traces of sugar 
are eliminated from the urine. Then too, as v. 
Noorden has observed, the strict diet in severe 
diabetes may be better borne and longer con- 
tinued when opium is used. This result cannot 
be counted on with certainty, however, at least 
with small or medium doses. 

Salicyl preparations: Salol was not used. 
Aspirin is regarded as superior to sodium sali- 
cylate. Twenty-nine experiments were made. 
Of 18 cases with severe glycosuria, no result was 
obtained in 11, in 5 it was inconsiderable or 
doubtful and in only 2 was there a noteworthy 
gain. On the contrary, in 11 cases of mild dia- 
betes, only one showed no improvement, while 
in two the result was doubtful. In the remaining 
8 cases there was considerable diminution of the 
sugar. In the study of these 8 cases it was 
shown that the glycosuria diminished or disap- 
peared and that the salicylic acid accelerated 
and assisted the dietetic prescriptions. In 3 of 
these cases, there was a persistence of the good 
effect of the drug and in 4 a considerable in- 
crease of tolerance. 

Jambul: Extract of jambul was used in 7 
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experiments. In two observations there was no 
result. In three it was insignificant, while in 
two its action was decisive. The exact indica- 
tions for its use cannot be determined. 

In general, Kaufmann concludes that drugs 
fall far behind and are only useful in conjunction 
with the dietetic treatment of diabetes. 

Oat Cure: v. Noorden * mentions some strik- 
ing results which he obtained in cases of diabetes 
in which on ordinary diet he was able to get the 
urine sugar-free only temporarily or not at all. 
“In very many, especially severe cases of dia- 
betes, oats were borne at least twice as well as 
the equivalent amount of bread.” 

In a second report,’® he speaks of his expe- 
rience with this treatment in upwards of 100 
cases, with a very good result in more than ten. 

Technique: Oatmeal (Knorr’s) or oat groats 
(Hohenlohe) are boiled in water for a considerable 
time, with the addition of a little salt. During 
the boiling, butter and some vegetable albumin 
are added. Roborat or rice albumin is com- 
monly used. The latter is preferred because of 
its more pleasing taste. After cooling, the 
beaten white of egg is added. 

At the beginning of the cure he gives daily: 
250 gm. of oats, 100 gm. of albumin and 300 gm. 
of butter. 

The soup thus made is given every two hours. 
A little brandy, wine or strong black coffee may 
also be added. 

No statistical study of the cases is made, but 
five are detailed as an illustration of the method. 
In the first case, a patient of eighteen years, the 
symptoms of diabetes preceded entrance for a 
half year. Under a strict diet, excluding “‘ vege- 
table days,” the average amount of sugar was 
50 gm., acetone amounted to 4 gm. to 2 gm. and 
ammonia to 14 gm. to3gm. Under the oat cure 
which was continued for ten days, the sugar and 
acetone sank and finally disappeared. On a 
return to the usual mixed diet, the sugar again 
temporarily reappeared, but he was able to give 
the same diet, which before the treatment led to 
50 gm. of sugar and even to raise the amount of 
‘carbohydrates without causing glycosuria. The 
patient was discharged on April 25, 1903, and on a 
carefully regulated diet remained sugar free, with 
only normal traces of acetone to the date of 
writing, September, 1903. In a second case with 
symptoms of approaching coma, the oat cure 
was followed by temporary improvement and 
seemed to ward off the threatened attack. Ina 
third case, the oat diet was followed by a diminu- 
tion of sugar and acetone, but full aglycosuria 
was not obtained. No increase of tolerance was 
produced. The fourth patient reacted unfavor- 
ably to the cure, showing an increase of sugar 
excretion. There was no increase of tolerance, 
and in the further observation of the case, the 
ordinary strict diet seemed to give better results. 
The fifth patient was a mild or medium case of 
diabetes. Under the ordinary strict diet, the 
sugar was reduced to traces in the urine, but 


18 vy. Noorden: Wiener med. Presse, 1902, No. 40. 
19y, Noorden: Berliner klin. Woch., Sept. 7, 1903. 





this case, likewise, did badly on the oat cure. 
In general, in his experience, the mild cases with- 
out diacetonuria do badly and usually lose in 
tolerance for carbohydrates if this treatment is 
continued. 

v. Noorden recommends a trial of the method, 
but warns those who use it that “ a few are actu- 
ally benefited, in some no advantage ensues and 
in a still greater number serious injury may re- 
sult.’ In this conservatism, he hopes to save 
the oats from being considered a universal cure. 

Sigel °° reports the use of v. Noorden’s oat 
cure in four cases of severe diabetes. The sugar 
was either diminished or not increased in pro- 
portion to the added quantity of carbohydrate 
in the diet. In three cases, the acetone dimin- 
ished or disappeared, while in the remaining 
patient, though the sugar diminished, acetone 
continued and the patient died in coma. 

J. Strauss *! cites a case from v. Noorden’s 
private practice in which the oat cure was used. 
In this case on a strict diet the sugar sank to 32 
gm. Under the oat cure the glycosuria still 
further diminished to 4 gm. and after two. “ vege- 
table days’ toa trace. The acetonuria sank from 
.38 gm. to 1.39 gm. to a trace, but with the con- 
tinuance of the treatment rose again with the 
appearance of the ferrie chloride reaction. 

L. Mohr” regards the oat cure as the best 
means we have to combat a severe grade of 
acidosis. 





Kieports of Societies. 


DEPARTMENT OF HEALTH, AMERICAN SOCIAL 
SCIENCE ASSOCIATION. 


Tue following are abstracts of the papers presented 
at the meeting, held in Boston May 12, 1905, 8S. 
Hi. Duran, M.D., Chairman; H. W. Jit, M.D., 


Secretary. 
CREMATION OF THE DEAD. 


Dr. JAmMEs R. Coapwick, after presenting in consid- 
erable detail, an historical review of cremation, showed 
that it was a custom among the ancients, and ap- 
proached his subject from three standpoints: the 
economic, the hygienic and the sentimental. From 
a wealth of convincing evidence, it seems certain that 
cremation should be and is rapidly becoming known 
as the proper way to dispose of the dead. 


INDIVIDUAI. FACTORS IN HYGIENE. 


Dr. Ricnarp C. Casor said: There are three sets of 
individual factors in hygiene: (1) Those depending 
on what one wants to get out of life; (2) those de- 
pending on the race, climate, age and sex of the indi- 
vidual; (3) those depending on the individual pecu- 
liarities of one’s tissues. General rules can be laid 
down not for everybody, but for different classes of 
individuals, each person being classified according to 
the three sets of individual factors above mentioned. 


20 Sigel: Berl. klin. Woch., January, 1904. 

21 J. Strauss: Deut. med. Woch., de 3, 1904. 

227,, Mohr: v. Noorden’s Sammlung klinischer Abhandlungen 
iiber Pathologie und Therapie der Stoffwechsel- und Ernahrungs- 
stérungen, 1904. (Quoted from Strauss, vide 21.) 
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It is Dr. Cabot’s intention in the near future to attempt 
such a classification as suggested, obtaining his statis- 
tics from at least 50,000 apparently healthy individuals. 


DANGERS TO THE HEALTH OF EMPLOYEES IN INDUSTRIAL 
ESTABLISHMENTS. 


Dr. Lewis M. PauLMeEr stated that the Massachusetts 
Legislature of 1904 passed a resolve directing the 
State Board of Health to investigate the sanitary con- 
dition of factories, work shops and other places of em- 
ployment within the Commonwealth “ with respect 
to all conditions which may endanger life and limbs 
or be prejudicial to the health of the persons employed 
therein.”” He having been appointed Sanitary In- 
spector under the above act, investigated one hundred 
of the largest manufacturing establishments in Eastern 
Massachusetts, employing a total of approximately 
70,000 hands, those industries being selected in which 
the greatest percentages of deaths occurred according 
to the vital statistics of this and other countries. 
In the cigar industry in particular, he had found two 
nasty customs: first, the biting off of the end of the 
cigar and the wetting of the fingers with saliva from 
the mouth to aid in finishing up the end of the cigar 
neatly; second, after the loose pieces of tobacco upon 
the floor had been spit upon and walked upon all day 
with shoes covered with dirt from the streets and filth 
from the water closets, these pieces were gathered up at 
night and sold again to be used as filling for cheaper 
cigars. The paper concluded with the statement that 
_ those manufacturers who have improved the sanitary 
conditions under which their employees work have come 
to,believe that it has paid them to do it. 


THE HISTORY AND RESULTS OF FOOD LEGISLATION IN 
MASSACHUSETTS. 


Dr. CHARLES HARRINGTON spoke as follows: The 
Massachusetts Legislature of 1882 passed an act re- 
lating to the adulteration of food and drugs, which 
provided that the State Board of Health should take 
steps to investigate the food and drug supply, should 
make rules and regulations regarding the collection 
and examination of samples, and should establish 
standards in cases not specifically provided for. The 
market at this time was in a deplorable condition, the 
first report of the analyst showing a total average of 
77% of all samples examined to be adulterated. The 
records of the State Board of Health show that since 
the beginning of the work about 90,000 samples of 
milk, 60,000 samples of foods other than milk and about 
15,000 samples of drugs have been examined, a total 
of about 165,000 samples. Up to Sept. 30, 1904, a 
total of about 1,800 cases have been prosecuted all 
but a few of which resulted in conviction, more than 
$42,000 having been paid in fines. Under the work 
of the Board, the food supply has undergone a vast im- 
provement with a saving to the consumer of many 
times the sum expended in bringing this condition 
about. 


SOIL DAMPNESS AND ITS INFLUENCE ON THE DISEASES 
OF RESPIRATION. 


Dr. Henry J. Barnes said that the diseases of 
respiration are sufficiently common and flourish under 
such varied conditions as to render it impossible for 
one to come to any definite conclusion regarding the 
effect of dry or damp soils in any kind of climate. It 
is evident, however, that an excessively dry air which 
nature nowhere provides, but which is artificially 
created in winter within doors, lowers the relative 
humidity to an extent sufficient to impair the resisting 
powers of the mucous membrane lining the respiratory 
tract, this factor undoubtediy increasing the prevalence 
of respiratory diseases in cold weather. 





THE IMPORTANCE TO SOCIETY OF RESEARCH INTO THE 
. CAUSES AND ANTECEDENTS OF DISEASE. 


Dr. THEOBALD SmITH said: The study of causes and 
antecedents is of fundamental importance in medicine 
as in other departments of human inquiry. The 
knowledge of causes leads to the treatment of them 
rather than of their effects. Our efforts are thereby 
directed largely to the future rather than to the imme- 
diate present which simply registers the effect and is 
frequently beyond help. We have seen that for soci- 
ety to control causes of disease is infinitely less burden- 
some than to try to palliate effects. This preventive 
medicine is really the medicine of the social organism, 
the people’s medicine, as contrasted with the treatment 
of the individual which often requires resources beyond 
our reach, because the momentum of disease to be 
resisted has become so great when it has once manifested 
itself in the individual. Over and above the task of 
studying disease is the one which applies the results 
of such study to everyday life. With this application, 
ethical problems appear. Science merges into art and 
practice, and the student of medical science must share 
responsibilities with all those whose function it is to 
watch over the welfare of the individual and of society 
and to harmonize their frequently conflicting interests. 


+ 
> 





Recent Ziterature. 


A Manual of General Pathology for Students. By 
SipNEY Martin, M.D., F.R.S., F.R.C.P., Pro- 
fessor of Pathology at University College; 
Physician to University College Hospital, Lon- 
don. Philadelphia: P. Blakiston’s Son & Co. 
1904. 


In his attempt to give in a short space a clear 
account of the processes of disease, the author has 
achieved a notable success. He is a well-known 
English pathologist and clinician, and his text- 
book deserves a hearty welcome by American 
teachers of pathology and students. It covers 
about the same ground as Lazarus-Barlow’s 
volume on general pathology. Unlike the Ger- 
man treatises of Ziegler and Ribbert on general 
pathology, the English works do not deal chiefly 
with general alterations of structure, but with 
disturbances of function. In other words they 
are textbooks of pathological physiology, and 
their scope and character are somewhat similar to 
that of Krehl’s Pathologische Physiologie. They 
treat of those aspects of the subject which are of 
greatest interest and importance to the clinician. 
Singularly enough the author does not mention 
the classical work of Krehl, nor has he availed 
himself of the wealth of material contained there- 
in. This work, however, contains much of value 
not to be found in American or other English 
textbooks on pathology. It is concise, yet clear 
and comprehensive. 

As the processes of disease are dealt with rather 
than the structural changes in disease, some 
knowledge of morbid histology and anatomy is 
presupposed. The subject of infection occupies 
140 pages. The chapter on pyrexia is interesting, 
but inadequate. Among the best sections are 
those dealing with the chemical products of 
bacteria and the disturbances of metabolism. 
Considerable space is devoted to fibrosis. The 
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author adheres to the old view that in cirrhosis 
of the liver and sclerosis of the kidney the growth 
of connective tissue is the primary change. The 
theory of Weigert, now generally accepted, that 
the growth of fibrous tissue is secondary to de- 
generation of the parenchyma, is not mentioned. 
None of the recent work on fatty degeneration 
has been incorporated. The illustrations are good 
and all but a few are original. The book is well 
printed on good paper and attractively bound. 


Saunders’ Question-Compends. Essentials of Bac- 
tertology, being a Concise and Systematic Intro- 


duction to the Study of Micro-organisms. By 
M. V. Batu, M.D. Fifth Edition, thoroughly 


revised by Karu M. VoGeL, M.D., Assistant 
in Pathology, College of Physicians and Sur- 
geons, Golumbia University, New York City. 
Saunders’ Question-Compends, No. 20. Phila- 
delphia, New York, London: W. B. Saunders 
& Co. 1904. 


As this compendium has been revised or re- 
printed seven times, it has evidently supplied 
a want. In this small work of 235 pages, no less 
than 43 pages are devoted to tables of the ‘chief 
characteristics of the principal bacteria.’”’ The 
list includes over 200 non-pathogenic micro- 
organisms, and many bacteria supposed by their 
discoverers to be pathogenic, but whose disease- 
producing properties have never been observed 
by subsequent investigators. For example, here 
one finds Bacillus malariae which Klebs and 
Tommasi-Crudeli claimed, in 1879, to be the 
cause of malaria. Elsewhere in the volume is a 
good account of the real malarial parasite. 

The description and picture of Nivellier’s 
leveling and cooling apparatus and the moist 
chamber with the old-fashioned plates on benches 
might well be omitted as they have only historic 
interest. The illustration of the comma bacillus 
on page 126 and that of the tubercle bacillus on 
page 98 should be credited to V. O. Vierordt. 

The editor of the present edition has inserted 
good notes on the paratyphoid bacillus, immunity, 
and the newer methods of staining blood. 


Gallstones and their Surgical Treatment. By 
B. G. A. Moyninan, M.S. (Lond.), F.R.C.S. 
(Leeds). Fully illustrated. Philadelphia, New 


York, London: W. B. Saunders & Co. 1904. 


Mr. Moynihan has given us a book on this 
interesting subject. He considers the etiology, 
pathology, clinical manifestations, and operative 
treatment of gallstones, and thoroughly appre- 
ciates the importance of operating on gallstones. 
The book is admirable for it is clear, concise, and 
from an operative standpoint, judicial. We 
regret that the precise indications for operation 
are not more explicitly stated, and it is quite 
possible that this is too much to ask at present, 
for operative surgery has, by force of cireum- 
stance, seized the gall bladder and bile ducts. 
Sometime a judicial consideration of the subject 
will be presented and we shall be told when not 
to operate. The book is well printed and admir- 
ably illustrated. 





Essentials of Nervous Diseases and Insanity; their 
Symptoms and Treatment. By Joun C. Suaw, 
M.D. Fourth edition, thoroughly revised by 
SmirH Ery Je.uirre, M.D., Ph.D. 12mo. 
pp. 196, with 53 illustrations. Philadelphia: 
W. B. Saunders & Co. 1904. 


This little volume, one of Saunders’ Question 
Compends, has been considerably altered and 
somewhat re-arranged since the first edition 
appeared in 1892, but it has not been enlarged. 
The section on mental diseases has been practi- 
cally rewritten to conform to the newer ideas 
and to Kraepelin’s classification. Various changes 
have been made elsewhere to bring the work more 
up to date. The attempts at a bibliography to 
the various sections are very defective and 
might well be omitted. The book is fairly trust- 
worthy, so far as it goes, but these condensed 
epitomes seem, on the whole, too inadequate for 
practical work. 


Surgical Emergencies. — The Surgery of the 
Abdomen. Part I. Appendicitis and Other 
Diseases about the Appendix. By Bayarp 
Homes, B.S., M.D., Professor of Surgery in 
the University of Illinois, ete. New York: 
D. Appleton & Co. 1904. 


This work of 350 pages is a treatise mainly 
devoted to the subject of appendicitis. In the 
introductory chapters the relative frequency of 
appendicitis in abdominal affections is discussed 
and the anatomy and clinical pathology described. 
Then follow chapters devoted to the symptoma- 
tology, the clinical course of the lesion, the so- 
called complications, the diagnosis and the 
treatment. The concluding chapters deal with 
peritonitis, intussusception, perforating typhoid 
uleer, and intestinal carcinoma. The text is 
illustrated by thirty-nine cuts and seven plates, 
mostly colored. 

The book is interestingly written and contains 
much information of this dangerous lesion. 
Clinical records are frequently quoted to con- 
firm the statements of the writer. The discussion 
of the subject is an extended one and it is pre- 
sented to the reader in all its aspects. Dr. 
Holmes considers that the diagnosis of appen- 
dicitis is always a relative one and can never be 
absolute till the appendix is exposed by operation 
and that the surgeon should hasten with a rela- 
tive diagnosis to undertake the positive relief of 
the most probable condition rather than face the 
dangers of a delay sufficient to establish a positive 
diagnosis. He claims that the greatest stress must 
be placed upon the clinical history of a case in 
making a diagnosis and states that the physical 
examination rarely results in very marked or 
very absolute findings. Yet he devotes four and 
a half pages to the facts to be obtained from such 
an examination. He considers appendectomy 
the only treatment for appendicitis. He cauter- 
izes the stump with carbolic acid and inverts it 
into the cecum, fixing it with a purse-string 
suture. The chapter on peritonitis is an inter- 
esting one, especially the subject of treatment. 
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THE FUNDUS OF THE EYE IN DISEASES OF 
THE NERVOUS SYSTEM. 

THE retina, on account of its histological 
structure, is so intimately related to the nervous 
centers that a central pathological change very 
rapidly involves this region. Kxamination of 
the fundus of the eye becomes from this fact a 
most useful adjuvant in the diagnosis of nervous 
diseases, especially so from the fact that they 
are frequently complex. The changes which 
the papilla undergoes are variable. There is an 
optic neuritis when congestion is present, while 
in acute inflammatory processes the papilla is 
cloudy. On the other hand when a process of 
sclerosis is going on, atrophy of the optic nerve 
results, which is made evident by the bright 
white or bluish tint of the papilla. Papillary 
edema is a manifestation of intracranial compres- 
sion. All may be summed up in three lesions, 
namely: optic neuritis or perineuritis, papillary 
atrophy and papillary stasis. 

In a recent thesis Galezowski has studied the 
condition of the papilla in nervous diseases in 
general. During tabes the lightening pains, loss 
of the patellar reflex or gastric crises precede the 
ocular troubles in some cases by only a few 
months, while in others it may be by several 
years. A patient who has arrived at the period 
of ataxic inco-ordination may still develop atrophy 
of the optic nerve, but it cannot be affirmed that 
atrophy of the papillae is very much more fre- 
quent in the pre-ataxie period of tabes. 

The ophthalmoscope will in the first place show 
a decoloration of the papilla; it loses its reddish 
rose tint and becomes a light rose color, and then 
the coloration becomes progressively weaker until 
it reaches the stage of complete white atrophy. 





Marie and Leri have recently shown that amaurosis 
will then probably take place within six or eight 
months or at least in one to two years at the long- 
est. Both eyes are not necessarily involved at the 
same time so that complete blindness may not 
result for several years. When the atrophy is 
complete, the papilla is a brilliant white, similar 
to mother of pearl; it keeps its rounded shape, 
and its borders are very distinctly defined against 
the red fundus which surrounds it. The vessels 
appear redder than normal. Patients who have 
a beginning tabetic atrophy of the optic nerve 
must necessarily become blind, inasmuch as noth- 
ing will prevent the progressive course of the 
affection. According to Galezowski, mercurial 
treatment will occasionally produce some im- 
provement, but in order to attain this result the 
doses must be pushed to the extreme. 

In 1908, Abadie advised intravenous injections 
of cyanide of mercury, but potassium iodide gives 
deplorable results according to de Wecker, Dor, 
Grandclément and others. During the progress 
of multiple sclerosis and hereditary ataxia, the 
papillary lesions take on about the same char- 
acters. 

Papillary stasis is caused by intracranial pres- 
sure, cerebral tumors and tuberculous menin- 
gitis. Stasis may be the first sign of a tumor 
of the brain, or it may appear after the beginning 
of symptoms due to the growth. 
papillary lesion is bilateral. 
tion the lesions pass through several stages. 


In most cases the 
During their evolu- 
The 
papilla, which in the first place is rose color, 
becomes red and is confounded with the surround- 
ing retina. The veins appear dilated, gorged 
and tortuous. The papilla soon becomes more 
distinctly outlined and projects outward. Its 
diameter may become twice the normal, and 
later on in the process it takes on the shape of a 
rosette, while the vessels become covered by a 
light edematous grayish veil, but the veins remain 
dilated and tortuous. It is curious to verify 
the decompressive action of lumbar puncture 
in these cases. The edema and projection of 
the papilla are diminished after a few cubic 
centimeters of the cerebrospinal fluid have been 
removed. 

As in tabes, papillary atrophy has been observed 
during the progress of diffuse encephalitis. Optic 
neuritis and perinecuritis are more infrequent 
are especially met with in acute tuberculous 
cerebrospinal meningitis. In 
the lesions of the papilla have 
far as diagnosis is concerned, 
merely secondary in nature, 


and 
and 
these affections 
no importance as 
because they are 
and the general 
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picture of the case will rarely leave any doubt 
as to the true nature of the disease. It should 
be pointed out, however, that meningitis may 
produce an atrophy of the papille without any 
inflammatory period, and Galezowsky mentions 
cases in which this lesion was the only symptom- 
atic indication of a latent meningitis. 


_ 
os 





REPORTS OF BOSTON INSTITUTIONS. 


THE annual report of the Pauper Institutions 
Department, including the almshouse and _ hos- 
pital at Long Island, for the year ending January 
31, 1905, is in our hands. During the year, 
owing to the resignation of the former board of 
trustees, the department was under the charge 
of the Hon. John B. Martin, who in general 
continued the policy inaugurated by the trustees. 
It has apparently come to be recognized that 
the institution has become rather a hospital than 
an almshouse, and that hospital methods must 
be more and more adopted in the future if the 
institution is to fulfil its funetion for the city. 
The visiting staff of physicians repeats recom- 
mendations made im previous reports, laying 
particular stress upon the deplorable condition 
regarding tuberculosis. In spite of the addition 
of a special hospital for this disease some years 
ago, the overcrowding has continued and many 
tuberculous patients are now being treated in 
the hospital wards under conditions of imperfect 
isolation. The staff reiterates its opinion that 
the population of the island is to be placed essen- 
tially in the category of the sick rather than of 
the merely infirm. This means increasing atten- 
tion to the needs of the hospital. The Mayor 
appointed a board of trustees during the period 
of the preparation of the report, three of whom 
were members of the preceding board. The 
interruption in management has, therefore, led 
to no fundamental change in the policy of the 
institution. 

The report of the Boston Insane Hospital 
Department shows that there were a few less 
admissions than in the preceding year, but that 
more patients than ever before were admitted 
as emergencies. On Dec. 31, 1904, there were 
671 patients in the hospital, fairly evenly divided 
as to sex. Fifty patients were discharged re- 
covered, sixteen much improved, and forty-two 
improved, or approximately 35% of the entire 
number of patients. Improvements of various 
sorts have been made in and about the buildings, 
and the efficiency of the training school has also 
received the attention of those in authority. 





After the report was in type, Dr. Edward B. Lane, 
superintendent for many years, has resigned, 
an unfortunate cireumstance to which we have 
previously called attention editorially. 





CENTENARY OF THE ROYAL MEDICAL AND 
CHIRURGICAL SOCIETY OF ENGLAND. 


On May the Royal Medical and Chirurgical 
Society of England celebrates its one hundredth 
anniversary. The occasion is notable not only 
because of the long and honorable career of the 
society and its many contributions to medical 
science, but also because the society is to receive 
royal recognition through the presence of the 
Prince of Wales at the banquet. This ancient 
society was formed in the May preceding Nelson’s 
last exploit. It was an outgrowth of the Medical 
Society of London, founded in 1773. This 
organization had had a single president for 
twenty-two years, and certain physicians on 
May 22, 1805, in protest, established what thence- 
forth became the Medical and Chirurgical Society, 
with Dr. William Saunders as its first president. 
Among the names of its founders are those of 
Sir Astley Cooper, Dr. Matthew Baillie, Dr. 
William Babington and Mr. John Abernethy. 
The first volume of the transactions contained an 
account of Sir Astley Cooper’s first case of liga- 
tion of the carotid artery. Moved from place to 
place as the population of London changed, the 
society has finally found lodgement in Hanover 
Square, and there has a library of more than 
forty thousand volumes. Through the hundred 
years of its existence it has always numbered 
among its members many of the most distin- 
guished physicians of the time, and it has, there- 
fore, had a very considerable influence in shaping 
medical progress. In its proceedings, widely 
known through its long familiar transactions, are 
contained many pioneer articles on a great variety 
of subjects pertaining to medicine and surgery. 
It is natural, therefore, that the coming centenary 
should excite an interest extending quite beyond 
the confines of England. Apart from the dignity 
which comes with age, the society represents 
the active life of the best minds in the profession 
during the last century. We have, even in this 
country, a few medical societies antedating the 
London Society, but such organizations are not 
numerous; they should be cherished and should 
hold a similar place of respect in the minds of 
the profession. We can ill afford to do away 
with the traditions which come with years only. 
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PHYSICAL EXAMINATION OF SCHOOL BOSTON AND NEW ENGLAND. 
CHILDREN. 
Acute INFEcTIOUS DISEASEs IN BosToNn. — 


AT a meeting of the Society of Medical Inspec- 
tors of the Health Department held May 8, Dr. 
John J. Cronin, Chief of the Division of School 
Inspection in New York, read an important paper 
setting forth the results of the first month’s work 
under the new system of physical examination 
of public school children. Heretofore the in- 
spection of the children had to do exclusively 
with contagious diseases, while this new system 
includes disabilities of every kind. It went into 
effect on March 27, and from that date to April 
28, it was found that out of 7,168 children exam- 
ined, no less than 3,132 (including 1,946 with 
bad teeth) required medical attention. One of 
the most striking results shown was the discovery 
that 1,273, or more than 17%, suffered from 
defective eyesight; and Dr. Cronin expressed the 
opinion that the reason so many children are 
found backward in their studies is because there 
are so many with physical defects, such as defec- 
tive sight and hearing, who are unable con- 
sequently to keep up with other children of their 
age and who retard the progress of their classes. 
He furthermore stated that within the last year 
the special corps of ophthalmic inspectors had 
found that about 334% of all children in the 
schools have defects of vision of sufficient impor- 
tance to interfere with the proper pursuit of their 
studies. A considerable number have procured 
suitable glasses and this has already resulted in 
an improvement of the school work, as attested 
by the teachers’ reports. It was very desirable, 
he thought, that funds should be- appropriated 
to carry on the work so well begun, and thus im- 
prove as far as possible the physical status of the 
school children. 





MEDICAL NOTES. 


EPIDEMIC CEREBROSPINAL MENINGITIS IN SILE- 
sia. —It is reported that during April, 1,200 
cases of epidemic cerebrospinal meningitis oc- 
curred in Upper Silesia, with a mortality of 
approximately 50%. 


CENTENARIANS. — Mary Loomis, said to have 
been one hundred years old, died in Hartford, 
Ct., May 11. 

Joseph Lewis, reputed to be one hundred and 
four years of age, has also recently died in New 
York. He is said to have been the father of 
twenty-seven children. 





For the week ending at noon, May 17, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 15, scarlatina 28, typhoid fever 7, 
measles 28, tuberculosis 51, smallpox 0. 

The death-rate of the reported deaths for the 
week ending May 17, 1905, was 18.68. 


Boston Mortauity Sratistics. — The total 
number of deaths reported to the Board of Health 
for the week ending Saturday, May 13, 1905, 
was 230, against 218 the corresponding week of 
last year, showing an increase of 12 deaths, and 
making the death-rate for the week 19.53. Of 
this number 116 were males and 114 were females; 
222 were white and 8 colored; 138 were born in 
the United States, 85 in foreign countries, and 7 
unknown; 49 were of American parentage, 154 
of foreign parentage, and 27 unknown. The 
number of cases and deaths from infectious dis- 
eases reported this week is as follows: Diphtheria, 
32 cases and 2 deaths ; scarlatina, 37 cases and 4 
deaths; typhoid fever, 4 cases and 1 death; 
measles, 15 cases and no deaths; tuberculosis, 49 
cases and 34 deaths; smallpox, no cases and no 
deaths. The deaths from pneumonia were 31, 
whooping cough, none, heart disease 22, bron- 
chitis 10, and marasmus 3. There were 9 deaths 
from violent causes. The number of children 
who died under one year was 31; the number 
under five years, 57. The number of persons 
who died over sixty years of age was 50. The 
deaths in public institutions were 83. 

During the week there were 8 cases and 3 
deaths reported of cerebrospinal meningitis. 


CEREBROSPINAL MENINGITIS. — The Board of 
Health of Newport, R. I., reports one case of 
cerebrospinal meningitis for the month of April. 


Boston As A PLACE OF MEETING FOR NATIONAL 
SocieTIEs. — It is a noteworthy fact that during 
the last three weeks three national societies have 
met in Boston, namely, the American Otological 
Society, the American Ophthalmological Society 
and the American Social Science Association. It 
is becoming increasingly apparent that the advan- 
tages of Boston during the early spring months are 
becoming more and more appreciated by our 
various national societies. All of the meetings 
were very successful; the Department of Health 
of the Social Science Association, under the 
Chairmanship of Dr. S. H. Durgin, presented 
some excellent papers. There were numerous 
entertainments in connection with these gather- 
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ings. The American Ophthalmological Associa- 
tion met at the Massachusetts Charitable Eye 
and Ear Infirmary and was given a luncheon 
by that institution. The Social Science Asso- 
ciation held its meeting at Huntington Hall of 
the Massachusetts Institute of Technology. 


An IsLaAND PRISON AND LEPROSARIUM. — 
Committees on prison and on public charity in- 
stitutions in this state have agreed upon a bill 
providing that Nashawena, an island in Buzzard’s 
bay, be purchased and used for the purpose of a 
state prison. In addition to this, it is proposed 
to build a hospital for lepers, where such patients 
may be treated under the jurisdiction of the 
State Board of Charity. The recommendation 
of an island site for a prison was made by 
Governor Douglas in a_ special message to 
the Legislature about a month ago. A refer- 
ence of this bill to the next Legislature would 
not be amiss. 


NEW YORK. 


Last Survivor oF War oF 1812. — Hyram 
Cronk, the only pensioner of the War of 1812, 
who recently celebrated his one hundred and fifth 
birthday, died on May 13, at his home at Dunn 
Brook, N. Y. 


TUBERCULOSIS AMONG NEGROES. — A confer- 
ence was held under the auspices of the Charity 
Organization Society, on May 11, for the purpose 
of forming a committee of leading colored persons, 
chiefly physicians and clergymen, to assist the 
general committee of the society in the preven- 
tion and treatment of tuberculosis among the 
negroes of the city. Dr. Andrew H. Smith, 
ex-president of the Academy of Medicine, pre- 
sided, and the principal address was made by Dr. 
S. A. Knopf, who urged that the committee now 
formed should immediately begin the work of 
disseminating knowledge concerning the prophy- 
laxis of tuberculosis among the people of their 
race. He also suggested that they should start 
& movement among the richer and better class 
of its members to establish a special sanitarium 
for negro consumptives. 


IMPROVEMENT OF MILK Suppriy. — Special 
efforts have of late been made to improve the 
character of the milk supply of the city, and the 
New York Health Department and local boards 
of health in the outlying districts have been 
cooperating with the State Commissioner of Agri- 
culture to better the sanitary condition of the 
dairies. One result has been the passage of a 





bill by the Legislature requiring every foreman 
of a dairy to have a license from the State. An- 
other gratifying feature of the movement is that 
nearly all the larger milk dealers in Manhattan 
and a number in Brooklyn have united to form 
an ‘“‘ Association for Improvement of the Milk 
Supply of New York.” It is their purpose to 
codperate with the Health Department in its 
work in this field, and the Society has retained 
the services of Dr. E. J. Lederle, president of the 
board of health during the Low administration. 
He will act as consulting sanitarian and analyst, 
and, together with the executive committee of 
the association, will represent the latter in its 
relations with the Health Department. 


Apri. Mortatity. — The weekly reports of 
the Health Department show that during the 
month of April the mortality in the city repre- 
sented an annual death-rate of 20.29, as against 
20.55 in March, and 24.97 in April, 1904. The 
corrected death-rate, excluding non-residents 
and infants under one week old, was 19.39. 
Among the diseases in which there was a decline 
in mortality were the following: The weekly 
average of deaths from scarlet fever decreased 
from 19.5 in March to 10 in April; the weekly 
average from influenza, from 13to4; from pneu- 
monia, from 142.25 to 138; from acute bronchitis, 
from 36.25 to 34; from diarrheal diseases, from 
46.25 to 38.25; from diarrheals under two years of 
age, from 39.25 to 33; and from Bright’s disease 
and nephritis, from 130 to 118.25. Among the dis- 
eases which showed an increased fatality were the 
following: The weekly average of deaths from 
diphtheria and croup increased from 31.75 to 
33.25; from whooping cough, from 8.5 to 13.25; 
from epidemic cerebrospinal meningitis, from 
91 to 104.25; from cancer, from 57.75 to 64.25; 
and from organic heart diseases, from 114 to 120. 
Although there were more deaths from 
cerebrospinal meningitis in April than in March, 
there was no one week in the month in which 
the mortality equalled that of the last week of 
March, when 131 deaths were reported from the 
disease. 


A REMARKABLE GunsHoTt Wounp. — One of 
the most remarkable gunshot wounds on record 
is reported from the Roosevelt Hospital. The 
autopsy in the case was made by coroners’ physi- 
cian, Dr. Philip F. O’Hanlon, in the presence of 
a number of the hospital staff, and he describes 
the eccentric course of the bullet as follows: It 
entered the body one-half inch below the last 
rib on the left side, about two inches from the 
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spinal column, passing through the left kidney 
through the posterior wall of the greater curva- 
ture of the stomach, through the left lobe of the 
liver, through the diaphragm and through the 
pericardium, tearing away a portion of the left 
ventricle, but not entering the heart cavity. On 
emerging from the pericardial sac it struck the 
sternum and rebounded. It then passed again 
through the pericardium, the diaphragm and 
the stomach, and was found resting on the hilus 
of the left kidney, almost at the spot where it 
entered the body. Not the least remarkable 
phase of the case was that the patient lived for 
twelve hours after the reception of the injury. 


Orricers or New York Post-GRADUATE 
MepiIcaL ScHoou AND Hospirau. — At the annual 
meeting of the New York Post-Graduate Medical 
School and Hospital, held May 10, Dr. D. B. St. 
John Roosa was re-elected president, and Dr. 
James N. West elected secretary, to succeed Dr. 
Forbes Hawkes, resigned. EKight new instruct- 
ors were appointed and the members of the 
Faculty pledged themselves to raise $40,000 by 
the end of November. This sum goes towards 
the fund of $100,000 which must be subscribed 
before an anonymous gift provisionally promised 
to the institution is available. 


aii 
> 


MWiscellanp. 


THE VITALITY OF THE TYPHOID BACILLUS 
IN SHELLFISH. 


Dr. E. Kuen, Vice-President of the London 
Pathological Society, reported at a meeting of 
that Society, April 18, last, the results of an in- 
vestigation of the above subject." After explain- 
ing the scope of the inquiry and the methods for 
determining in a given oyster or other shellfish 
at a given period the number of bacillus typhosus 
or bacillus coli communis with which the shell- 
fish had been supplied, he summarized his results 
as follows: 





(1) Oysters readily took up into their interior the 
bacillus typhosus which had been introduced into their 
shell or into’ the surrounding sea water. (2) Oysters, 
clean at starting, rapidly cleared themselves of the 
ingested bacillus typhosus if they were kept in clean 
sea water which was frequently changed. (3) Oysters, 
clean at starting, cleared themselves of the ingested 
bacillus typhosus to a less extent and more slowly if 
they were kept in a “ dry ” state, 7. ¢., out of the sea 
water. (4) Oysters from a polluted locality cleared 
themselves of the ingested bacillus typhosus to a less 
extent and at a slower rate, even if kept in clean sea 
water, than oysters clean at starting. (5) Oysters 
from a polluted locality retained the ingested bacillus 
typhosus to a markedly larger extent if kept “‘ dry,” 

1 The Lancet, April 29, 1905, p, 1134. 





i. e., outside the water. (6) The process of “ clearing 
themselves ” of the ingested bacillus typhosus could 
not be owing to the oyster merely “ passing out ”’ the 
ingested bacillus typhosus but must be due to a large 
extent to an inherent power of the oyster of directly 
devitalizing the microbe. The experiments with the 
“dry ” oysters proved this and it was also evident from 
the rapid rate at which this microbe disappeared from 
the oysters kept in clean water if compared with the 
very small number of the microbe (bacillus typhosus) 
found at the same time in the surrounding sea water. 
(7) Oysters which had been infected with the bacillus 
typhosus and which were then kept in a “ dry ” state 
till they had practically cleared themselves of the mi- 
crobe, when subjected to reinfection with the bacillus 
typhosus appeared less capable of dealing with this 
microbe even if they were kept in clean sea water 
than the reinfected oysters which had always been kept 
in the water. This could be explained by the obvious 
supposition that oysters, by being kept for some days 
out of the water, were not possessed of the same degree 
of vitality and activity of their tissues as oysters were 
which had always been kept under normal conditions, 
i. e., in water. (8) Oysters from a polluted locality 
and containing a large number of bacillus coli very 
rapidly cleared themselves of this microbe, both those 
kept in as also those kept out of the water. This 
showed that the bacillus coli was foreign to the oyster 
and was rapidly destroyed by it. (9) However largely 
infected with the bacillus typhosus the oysters at no 
time presented to the eye any sign of such infection; 
they remained in all parts normal in aspect. This was 
the case not only with the infected oysters kept in sea 
water but also with the infected oysters kept in the 
“dry ” state. There was only one exception; viz., 
an oyster derived from a polluted locality, which oyster 
had been for eleven days out of the water. (10) During 
the time of these experiments (part of September, 
October, and part of November) the oysters lived quite 
well in sterile sea water frequently changed. There 
was no alteration noticeable in the aspect of the fish; 
they remained plump and juicy and capable of promptly 
and tightly closing the shell. (11) Cockles readily 
embodied the bacillus typhosus present in the sea 
water. While the number of these latter appeared at 
first to diminish in the body of the cockles it soon in- 
creased to a considerable degree, for five days after the 
cockles had been removed from the infected water and 
kept in clean sand the number of bacillus typhosus 
exceeded three times the number initially present. 
Their subsequent diminution proceeded only slowly 
since even ten days after removal from the infected 
water the cockle examined still contained in its body 
69,000 bacilli. (12) Mussels also readily embodied 
the bacillus typhosus — in fact, the analysis seemed 
to show that mussels did so to an extent greater than 
oysters or cockles. As regards the fate of the bacillus 
typhosus in the mussels these appeared to stand be- 
tween oysters and cockles, since in mussels the bacillus 
typhosus underwent gradual diminution, but this 
diminution was incomparably slower than in oysters, 
although it took place somewhat more quickly than in 
cockles. Direct experiments were made by placing 
clean oysters -—free from the bacillus coli — in sea 
water infected with normal human fecal matter or 
with domestic sewage in which the number of bacillus 
coli communis was ascertained. It was found that 
while the oysters readily ingested the bacillus coli 
communis, they as readily cleared themselves of this 
inicrobe if afterwards placed and kept in clean sea 
water; from which it followed that just as the bacillus 
typhosus so also the bacillus coli communis was a 
microbe alien to the oyster and when present in it must 
have been derived from the surroundings. 
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A CURATIVE SERUM FOR TYPHOID. 


W. R. Sroxes and J. S. Fulton, Baltimore, 
report the result of their experiments in the 
production of a curative serum for typhoid. 
Their experiments were made on guinea pigs and 
on rabbits with polyvalent serums derived from 
hogs. These serums were tested for agglutinative 
power, minimum fatal dose, protective influence 
and power of destroying the typhoid bacillus, 
either alone or mixed with other serums. Hem- 
olytic experiments were also performed. The 
serum was tested clinically in twenty-three cases, 
two of which resulted fatally; it seemed to con- 
tribute to the favorable result in fifteen of the 
vases in which recovery took place. The clinical 
observations and the laboratory experiments alike 
indicated that the immune hog serum is not 
hemolytic for human blood. Stokes and Fulton 
conclude that by the use of this serum the febrile 
period may be shortened and the daily variation 
may be favorably modified. 





Correspondence. 





WHAT IS OUR DUTY AS WITNESS IN A MAL- 
PRACTICE SUIT AGAINST A BROTHER 
PRACTITIONER? 


LAWRENCE, Mass., May 6, 1905. 

Mr. Epiror.—On the 16th of May, 1894, the writer 
was called to see a boy named Farley, who had sustained 
a peculiar accident. 

The story told him was as follows: The boy, who was 
some twelve years of age, was playing soldier with a sword 
made of an old lath. While trying to ride on a dog’s 
back, he fell or was thrown to the ground, and the point 
of the wooden sword entered his neck on the right side. 
He immediately became unconscious and was taken by 
an older boy to a neighboring drug store. 

During the passage the sword fell or was drawn from 
the wound, evidence on this point not being clear. The 
wound bled very freely, but pressure and the application 
of plaster stopped the hemorrhage. 

The boy regained consciousness but was still faint and 
was carried to his home. He was placed in bed and the 
writer, being in the neighborhood, was summoned. The 
boy was found pale, cool to the touch and showing signs 
of severe shock. On the right side of the neck, near the 
line of the sterno-cleido-mastoid a little below and back of 
the angle of the jaw, was a cut with clean edges about an 
inch long. This had been drawn together with plaster. 
The plaster was removed, the wound cleansed and the 
neck carefully palpated. According to the writer’s best 
recollection the wooden sword was not shown him, though 
this was denied by the plaintiff. 

The writer did not probe the wound for two reasons: 
First, the condition of the boy and the fear of starting up 
hemorrhage ; second, the belief that the probing of a punc- 
tured wound was not the best surgery. The wound was 
dressed and the family told that there was probably no 
splinter in the neck. The patient was seen three times 
afterwards, once at his house and twice at the office. 

The wound healed by first intention, but three days 
after the injury, the boy experienced a choking sensation 
at night. As nothing could be seen in the throat to 
account for it, it was considered a nervous phenomenon 
and some sedative given. The choking sensation con- 
tinued, however, and, after the writer’s connection with 
the case ceased, led to the parents taking the boy to other 
physicians. Sometime in the fall of 1894 a surgeon, now 
dead, operated on his throat and nose. What was done 
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is not known, but there was no relief to the symptoms. 
During the winter of 1895 he went for six months, twice 
a week, to the Massachusetts General Hospital for this 
same choking sensation and also a foul breath, which had 
begun to trouble him. Careful examinations of the throat 
were repeatedly made and treatment given but without 
results. Some time in 1896 a small splinter was dis- 
charged from an abscess in the neck, near the site of the 
original injury. The point of exit healed up but there 
was no relief to the symptoms. 

In 1901, seven years after the accident, while filling a 
tooth the dentist operating noticed something projecting, 
according to his evidence, ** transversely in the pharynx, 
posteriorly and above the soft palate’ and extracted it. 
It proved to be a splinter, something over an inch long 
and three eighths of an inch in diameter at its broadest 
end. According to the evidence given at the trial this 
was followed by relief of all the symptoms. Suit for 
malpractice was brought against the writer, and the first 
trial, in 1903, ended in a disagreement of the jury. 

In 1905 the case came up again, and as the evidence in 
the two trials was much the same, I will confine myself 
to the latter trial. 

Drs. Clement and Durant of Haverhill and Dr. Sawin 
of Charlestown were the medical witnesses for the plain- 
tiff. They testified substantially that the wound should 
have been probed at the first visit, or, if his condition 
forbade that, it should have been done a day or two later. 
Once the wound was healed no operation, without positive 
knowledge of the locality of the splinter, was called for. 

Dr. Clement testified that in his opinion palpation 
ought to have shown the presence of the splinter. 

Dr. Durant thought that it might or might not, accord- 
ing to its position. 

Drs. Richardson and Brooks of Boston and five of the 
best surgeons in Essex County testified for the defense. 
Their testimony was to the effect that probing of an incised 
wound, such as was described, was not the best surgery 
and probably would not have disclosed the splinter. 
They also testified that careful palpation might not 
indicate its presence. The judge ruled that the case was 
one largely of expert evidence, turning on the question 
of probing, but even if the jury after hearing the two 
sides believed that probing was the better course, if they 
also believed that good surgeons differed on this point, 
then it became a matter of judgment, and the writer was 
not to be held responsible, so far as probing was con- 
cerned. The writer has given, of course, the baldest 
account of the trial and omitted everything except the 
salient points. The jury brought in a verdict of some 
four hundred and fifty dollars against the defendant. 

There are many interesting points about this case. In 
the first place it seems strange that a splinter of the size 
described should not be detected by palpation. Luckily 
for the writer, that it could not be so detected was shown 
by the after history of the case. A surgeon of skill oper- 
ated on the boy’s throat, repeated examinations were 
made at the Massachusetts Sanat Hospital, at least 
three other physicians treated him later, and yet, with all 
the facts of the case before them, neither they or the boy 
himself suspected its presence. 

Another point is the importance of taking notes of a 
ease. While the law outlaws a claim after a certain 
number of vears in the case of an adult, an infant’s claim 
holds good until he is twenty-one. As a consequence ten 
or twenty years after, a surgeon may be called on to 
answer to a suit for malpractice in a case where his remem- 
brance of the exact facts is dim. The writer believes that 
had he had notes of this case, the suit would never have 
come to trial. 

One of the most interesting points is the question of 
evidence by physicians on the plaintiff’s side in mal- 
practice suits. No reputable physician, I suppose, likes 
to appear against another, but there are cases where a 
physician becomes involved on a question of fact, and can 
then be used by the plaintiff’s lawyer as an expert in the 
ease. In such cases a man must tell the truth, but ought 
he to allow a lawyer’s question to make him tell the truth 
in such a way that it becomes an untruth? Perhaps the 
writer can best illustrate what he means by a suppositi- 
tious case. We all know that a lawyer does not wish the 
truth, the whole truth and nothing but the truth; he 
wishes as much of the truth as will help his side, and so he 
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frames his question. Supposing, then, he asks an expert 
on the stand, referring to a time ten years ago, Does proper 
surgical treatment in a case of appendicitis demand an 
immediate operation, and the expert, believing that it 
does, answers, Yes. Is he really telling the truth when 
he knows that at that time there were men, as good or 
better surgeons than he, who did not believe so? The 
jury believes that he is stating a fact, a surgical law, and 
not a mere opinion. Nor does cross examination, in most 
cases, clear this up; the defendant’s lawyer is afraid to 
ask questions where he does not know what answers will 
be given, and when his own witnesses are heard, their 
testimony, even if explanatory, is regarded by the jury 
as biased, a case of physicians helping one another. 

The lawyer for the plaintiff, too, is apt to impress on the 
jurv the fact that his medical witnesses are unwilling, 
and therefore more to be regarded. 

A physician in a malpractice suit is ata disadvantage, 
and it seems to the writer that a brother physician, who 
is foreed to appear against him, should tell the whole 
truth and not merely such part as will help the plaintiff’s 
side. In other words, in all cases, where among physi- 
cians generally there is a difference of opinion as to the 
advisability of doing or not doing certain things, especially 
where he knows the physician in charge had a better 
chance for correct judgment, the writer believes that the 
expert for the plaintiff should not answer, Yes, to a ques- 
tion whether proper surgical treatment demands what 
may indeed be right in his own opinion but is not a general 
surgical law. 

Proper surgical treatment is a general term and means 
any treatment that is held correct by a reasonable number 
of good and well-informed surgeons. A man may be 
conservative and a little behind the times, he may be 
progressive or radical, and lead in some reform or im- 
provement, but because we do not quite agree, are we to 
say that he does not use proper surgical treatment? 

The writer has been accustomed to use certain methods 
in preparing a patient for an operation, he believes they 
are the best, but in answer to a question, Does proper 
surgical treatment in your opinion demand this process, 
he would answer, No, and any other answer, it seems to 
him, would be egotistical and untrue. 

In a trial before the ordinary jury any statement by 
the plaintiff’s medical experts has much more influence 
than the defendant’s, and this should make the physician 
who is obliged to appear against his brother not only 
honest but just. These are questions which may affect 
every physician in the commonwealth. No suit for mal- 
practice is likely to be successful unless backed by some 
reputable physician, and his testimony, perhaps given 
honestly, may cost the defendant thousands of dollars, the 
only difference of opinion being what each considered 
right, and this right a fair matter of judgment. The 
writer would like to hear from the readers of the JouRNAL 
some opinion as to what are the ethies of the medical 
profession in suits for malpractice. 

Very truly yours, 
O. T. Howe, M.D. 





A PROPOSED CURE FOR DIABETES. 
Hupson, Mass., May 12, 1905. 
Mr. Epiror: I have discovered after a year’s work, 
. that we have a hitherto unsuspected specific for diabetes 
mellitus. It should be given in doses of gr. v to x, im- 
mediately before each meal, and absolutely no food taken 
between meals. The remedy is benzoic acid and its 
compounds. It should be continued several weeks, and 
a mixed diet gradually resumed. No sugar should be 
taken for several months, in my opinion. My excuse for 
making this report thus early, is that were it delaved long 
enough to gain its proper place in the therapeutics of the 
above mentioned hitherto formidable disease, thousands 
must suffer in consequence. 
Actuated by no other motive than a utilitarian one, I 
have thus early made my report. 
Very truly yours, 
Sitas G. Souues, M.D., 
New York University. 





RECORD OF MORTALITY 
FoR THE WEEK ENDING SATURDAY, May 6, 1905. 
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Deaths reported, 3,482; under five years of age, 1,013; princi- 
pal infectious diseases (smallpox, measles, cerebrospinal 
meningitis, diphtheria and croup, diarrheal diseases, whoop- 
ing cough, erysipelas, fevers and consumption) 877; acute 
lung diseases 504, consumption 415, scarlet fever 23, whooping 
cough 26, cerebrospinal meningitis 134, smallpox 4, erysipelas 
17, puerperal fever 19, measles 27, typhoid fever 40, diarrheal 
diseases 96, diphtheria and croup 70. 

From whooping cough, New York 12, Chicago 18, Holyoke 
1. From scarlet fever, New York 14, Chicago 1, Phidelphia 1, 
Providence 1, Boston 4, Brockton 1, Quincy 1. From cere- 
brospinal meningitis, New York 111, Philadelphia 4, Baltimore 
2, Boston 4, Lowell 3, Worcester 2, Cambridge 2, Lynn 2, 
Lawrence 2, New Bedford 1, Weymouth 1. From erysipelas, 
New York 13, Chicago 3, Lowell 1. From smallpox, Chicago 
3, Boston 1. 

In the seventy-six great towns of England and Wales, with an 
estimated population of 15,609,377, for the week ending April 
29, 1905, the death-rate was 16.5. Deaths reported 4,954; acute 
diseases of the respiratory organs (London) 1388, whooping 
cough 122, diphtheria 42, measles 203, smallpox 1, scarlet 
fever 32. 

The death-rate ranged from 8.1 in Hornsey to 27.0 in 
Middlesbrough; London 15.9, West Ham 17.1, Brighton 13.1, 
Southampton 18.6, Plymouth 13.9, Bristo] 16.0, Birmingham 16.9, 
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Leicester 15.1, Nottingham 16.8, Birkenhead 18.9, Liverpool 
21.4, Wigan 22.9, Bolton 17.6, Manchester 16.5, Salford 14.6, 
Halifax 14.9, Bradford 18.7, Leeds 15.2, Hull 18.6, Sheftield 
21.5, Neweastle-on-Tyne 19.1, Cardiff 14.5, Rhondda 18.4, 
Merthyr Tydfil 25.4, Kings Norton 8.2. 





METEOROLOGICAL RECORD. 


For the week ending May 6, in Boston, according to 
observations furnished by Sergeant J. W. Smith of the United 
States Signal Corps: 
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*Q., cloudy; C., clear; F., fair; G., fog; H., hazy; S., smoky; 
R., rain; T., threatening; N., snow; —, below zero. ¢ Indicates trace 
of rainfall. #@- Means for week. 





CHANGES IN THE MEDICAL CORPS U. S. NAVY 
FOR THE WEEK ENDING MAY 13, 1905. 
HL. F. HULL, assistant surgeon. Detached from the ‘* Frank- 
lin’? and ordered to the Naval Hospital, Philadelphia, Pa., 
May 8. 
SOCIETY NOTICE. 

AMERICAN LARYNGOLOGICAL ASSOCIATION. — The twenty- 
seventh annual congress of the American Laryngological Asso- 
ciation will be held at Atlantic City, N. J., June 1,2 and 3, 
1905. The sessions will be held at the Hotel Chelsea. The 
profession is cordially invited to attend. 


JAMES E. NEWCoMB, M.D., Secretary. 





RECENT DEATHS. 


Dr. HEBER NELSON Hoop e, aspecialist in diseases of the 
throat, nose and ear, and a well-known writer on these sub- 
jects, died at his home in Brooklyn, N. Y.,on May9. He was 
born in Wales, Ontario, in 1856. “He was graduated from Vie- 
toria College, Coburgh, in 1878, and from the medical depart- 
ment of Toronto University in 1885. He also received the 
degree of M.D. from Bellevue Hospital Medical College, New 
York. He was a member of the British Medical Association, 
and among the institutions with which he was connected were 
the Williamsburgh Hospital. the New York Eye and Ear 
Infirmary and the Methodist Episcopal Church Home, 
Brooklyn. 

Dr. SEYMOUR C. TROUTMAN, of Somerville, N. J., died 
on May 6, at the age of eighty-three years. He was a son 
of Sir John Troutman who, as a young man, served with dis- 
tinction in the British Navy,and who later is said to have 
owned the land now occupied by Prospect Park, Brooklyn. 


BOOKS AND PAMPHLETS RECEIVED. 


The Conjunctiva in Health and Disease, being a Record of 
Some Research Work. By N. Bishop Harman, M.A., M.B. 
Cantab., F.R.C.S. Eng. Illustrated. New York: William 
Wood & Co. 1905. 

International Clinics. A Quarterly of Illustrated Clinical 
Lectures and especially prepared Original Articles on Treat- 
ment, Medicine, Surgery, Neurology, Pediatrics, Obstetrics, 
Gynecology, Orthopedics, Pathology, Dermatology, Ophthal- 
mology, Otology, Rhinology, Laryngelogy, Hygiene and Other 
Topics of Interest to Students and Practitioners. By Leading 
Members of the Medical Profession throughout the World. 
Edited by A. O. J. Kelly, A.M., M.D. Illustrated. Vol. I. 
Fifteenth Series, 1905. Philadelphia and London: J. B. Lip- 
pincott Co. 





The Prevalence of Puerperal Septicemia in Private Practice 
at the Present Time, Contrasted that with a Generation Ago. 
By Stanley P. Warren, M.D. Reprint. 

Memoranda Relating to the Discovery of Surgical Anes- 
thesia, and Dr. William T. G. Morton’s Relation to this Event. 
By William James Morton, M.D. Reprint. 

**Something New.” By Dr. Groesbeck Walsh. Reprint. 

Clinical and Microscopical Diagnosis. By Francis Carter 
Wood, M.D. Illustrated. New York and London: D. Apple- 
ton & Co. 1905. 


Diseases of the Heart and Aorta. By Thomas E. Satterth- 
waite, M.D. New York: E.R. Pelton. 1905. 

An Introduction to Chemical Analysis. For Students of 
Medicine, Pharmacy and Dentistry. By Elbert W. Rockwood, 
M.D., Ph.D. Second Revised Edition. Wlustrated. Phila- 
delphia: P. Blakiston’s Son & Co. 1904. 

The Medical Epitome Series. Diseases of the Eye and Ear. 
A Manual for Students and Practitioners. By Arthur N. 
Alling, M.D., and Ovidus Arthur Griffin, B.S., M.D. Series 
edited by Victor Cox Pedersen, A.M., M.D. Illustrated. 
Philadelphia and New York: Lea Brothers & Co. 1905. 

Department of the Interior Bureau of Government Labora- 
tories. Serum Laboratory. Vaccine Virus: Method of 
Preparation at the Serum Laboratory. By Paul G. Wooley, 
M.D. Manila. 1904. 

The Eye, Mind, Energy and Matter. By Chalmers Prentice, 
M.D. Chicago. 1905. 

Nineteevth Annual Report of the State Board of Health and 
Vital Statistics of the Commonwealth of Pennsylvania. 2 
vols. 1904. 

A Handbook of Nursing. Revised edition. For Hospital 
and General Use. Published under the Direction of the 
Connecticut Training-School for Nurses connected with the 
General Hospital Society, New Haven, Connecticut. Illus- 
trated. Philadephia and London: J. B. Lippincott Company. 
1905. 

The Open-Air Treatment of Pulmonary Tuberculosis. By 
KF. W. Burton-Fanning, M.D. Cantab. Illustrated. London, 
Paris, New York and Melbourne: Cassell & Co. Chicago: 
W. T. Keener & Co. 1905. 

Food Preservatives, their Advantages and Proper Use. 
The Practical versus the Theoretical Side of the Food Prob- 
lem. By R.G. Eecles, M.D., Pharm. D. With an Introduction 
by E. W. Duckwall, M.D. New York: D. Van Nostrand Co. 
1905. 

Two Cases Presented to the Clinical Society of the New York 
Post-Graduate Medical School and Hospital, Dec. 16, 1904. By 
William Seaman Bainbridge, M.S., M.D. Reprint. 

A Case of Extensive Carcinoma of Tongue and Neck, 
Presenting Points of Special Interest. By William Seaman 
Bainbridge, M.S., M.D. Reprint. 

The Genesis of Sympathetic Ophthalmitis. By Samuel 
Theobald, M.D. Reprint. 

The Importance of Testing the Ocular Muscle Balance for 
Near, as Well as for Distant Vision. By Samuel Theobald, 
M.D. Reprint. 

Malformations of the Genital Organs of Woman. By Ch. 
Debierre. Translated by J. Heury C. Simes, M.D. Llustrated. 
Philadelphia: P. Blakiston’s Son & Co. 1905. 

Crimes Against our Criminals and Insane. By Dr. George 
W. Galvin. 

On the Methods of Percussion Employed in Edinburgh and 
Glasgow 3 with Special Reference to the Importance of Mini- 
mizing the Stroke in Most Cases in the Delimitation of Areas. 
By W. 'T. Gairdner, K.C.B., M.D., LL.D., F.R.S. Reprint. 


Twentieth Annual Report of the Adirondack Cottage Sani- 
tarium, Saranac Lake, N. Y., November, 1904. 


The Influence of the Filtration of Potable Water on the 
Death Rate of Typhoid Fever. By Joseph D. Craig, A.M., 
M.D. Reprint. 

Twenty-ninth Annual Report of the Managers and Officers 
of the New Jersey State Hospital at Morris Plains for the Year 
ending October 31, 1904. 

The Thyroid and Parathyroid Glands. By Hubert Richard- 
son, M.D. Illustrated. Philadelphia: P. Blakiston’s Son & 
Co. 1905. 

A Consideration of Some Tendencies in Modern Medical 
Education. By Joseph D. Craig, A.M., M.D. Reprint. 

University of California Publications. Physiology. On the 
Diuretic Action of Certain Hemolytics, and the Action of 
Calcium in Suppressing Hemoglobinuria (Preliminary Com- 
munication). By John Bruce MacCallum. On an Improved 
Method of Artificial Pathogenesis (Second Communication). 
By Jacques Loeb. 

Ruptured Ectopic Pregnancy. With Reference to Cases of 
the Acute Intraperitoneal Type. By Groesbeck Walsh, M.D. 
Reprint. 
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A CONSIDERATION OF THE PELVIC ARTICU- 
LATIONS FROM AN ANATOMICAL, PATHO- 
LOGICAL AND CLINICAL STANDPOINT. 


BY JOEL E. GOLDTHWAIT, M.D., BOSTON, 
AND 
ROBERT B. OSGOOD, M.D., BOSTON. 

Tue following paper is presented for the pur- 
pose of calling attention to certain conditions of 
the pelvic articulations both normal and patho- 
logical, concerning which the knowledge of the 
profession has been much less than the impor- 
tance of the symptoms and the frequency of 
occurrence would seem to justify. 

The subject was first brought to our attention 
by (Goldthwait) seeing a patient who was greatly 
disabled by marked relaxation of the pelvic 
articulations following pregnancy. 

During the past two years a large number of 
other patients now considerably over one hun- 
dred have been seen with symptoms referred 
to these articulations. In connection with the 
study of these, many normal subjects have been 
examined, and much anatomical work performed, 
and from all these investigations conclusions 
have been drawn that represent the basis of this 
paper. 

When the first patient was seen by us our igno- 
rance of the subject was complete, and in the 
literature which was then available the condition 
was mentioned by several writers, but chiefly 
as one of rarity, with a doubtful prognosis and 
with few suggestions for treatment. At that 
time the article by Dr. Snelling, which is by far 
the most comprehensive, was not found, and was 
not seen until our work was nearly complete, 
so that while it was of little assistance in our 
investigations, it was, nevertheless, of much inter- 
est, and served to verify many of our observations 
in connection with the pregnant cases. 

Of the text-books consulted, Williams?! states 
that spontaneous rupture of the symphysis pubis 
or of one or both of the sacro-iliac articulations 
has been observed, but it is usually produced by 
injudicious methods of delivery. He also states 
that during pregnancy an increased mobility of 
the pelvic articulations occurs physiologically, 
due to the increased vascularity of these parts. 
“ Rarely a definite softening of the intra-articular 
cartilage on the symphysis pubis permits abnor- 
mal motion at that joint, which is associated with 
intense dragging pain at the pelvis and also the 
abdomen, with profound alteration of gait. This 
condition is usually relieved by a tight-fitting 
bandage about the thighs, but sometimes pro- 
longed rest in bed is essential, and even then the 
condition in extreme cases may persist for an in- 
definite period.” 

Hirst ? states that abnormal relaxation of the 
pelvic joints is probably due to some pathological 
condition within the joint, as an inflammatory 
process with suppuration, caries, osteomalacia, 
or new growth. 


! Williams: Textbook of Obstetrics. 
* Hirst: Textbook on Obstetrics. 





relaxation of the pelvic joints and gives the pre- 
disposing causes as osteomalacia, rickets, syphilis, 
tuberculosis, a large fetal head, or faulty presenta- 
tion. 

Reynolds and Newell ‘ state that there is occa- 
sionally a pathological mobility in the pelvic 
joints during pregnancy without giving further 
opinion as to the cause’or treatment. 

Aside from this in the other works on obstetrics 
and gynecology little or no mention was made. 
The monograph by Louis Cantin® deals exclu- 
sively with the relaxation of the joints during 
pregnancy as distinguished from the rupture of 
the articulations during labor. The author, on 
a basis of a series of five hundred hospital cases, 
comes to the following conclusions: 

1. Relaxation of pelvic articulations is asso- 
ciated with pregnancy. This relaxation is most 
marked in the symphysis. In the sacro-iliac 
synchondroses the changes are less marked, but 
they exist. In all but 2% of his cases, however, 
he found some mobility, a condition which was 
always’ absent in non-pregnant women. The 
relaxation in only 16% exceeded 1 mm., and in 
none of his cases did it exceed 3 mm. 

2. In 2% of cases there was absolute rigidity 
of joints. 

3. Relaxation occurs more frequently and to a 
greater degree in multipare than in primipare, 
and occupations necessitating much walking or 
carrying of burdens seem the most important 
predisposing factors. Constitutional weakness, 
rickets, cachectie states, and functional disorders 
seem to be of importance etiologically. 

4. There is no relation between the degree of 
relaxation and the severity of the symptoms, 
which range from slight pains referred to the 
symphysis pubis or the sacro-coccygeal region, 
to pain throughout the entire pelvis and down 
the thighs, with unsteadiness of gait or even 
complete disability. 

In 15% of the 500 cases symptoms existed, 
and in about 70% of these pain was referred to 
the symphysis alone, and accompanied, as a rule, 
a mild rather than a severe degree of relaxation. 
Direct palpation could in all these cases definitely 
localize the areas of tenderness which were re- 
ferred to one or another articulation. Walking 
was usually slow, unsteady, waddling, and occa- 
sionally accompanied by definite crepitus in the 
joints involved. 

5. Prognosis: During pregnancy the condition 
gradually increases and is modified only by rest. 
Usually after delivery the condition tends to 
return to normal within a few weeks, but it may 
persist for months or years or even throughout 
life, disabling the patient to a greater or less 
degree. 

6. Treatment: The treatment during preg- 
nancy is simply palliative, consisting of rest with 
immobilization. After delivery, various types 


3 Jewett: Practice of Obstetrics. 

4 Reynolds and Newell: Practical Obstetrics. ; 

5 Louis Cantin: Relachement des Symphyses et Aretralgies pel- 
viennes, d’origine gravidique. Doctorate Thesis. University of 
Paris, 1899. 
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of supporting bandages are advised. He reports 
in detail seven cases, personally observed, in 
which the symptoms were especially severe. 

An individual case is reported by Dr. Lee, 
which is so similar to our own that it need not 
be reported in detail. In his conclusions he 
states that in routine examination of pregnant 
women in late months of gestation, he has almost 
always found tenderness directly over the pubis, 
and that by manipulation distinct motion of the 
joint can be felt. “‘ For treatment nothing is of 
permanent or constant benefit.” ‘‘ Rest is the 
best, the condition disappearing rapidly after 
parturition.” 

G. A. Himmelsbach,® Paul Rudaux,’ and J. B. 
DeLee report cases of rupture of the symphysis, 
but without suggestions for the treatment. 

In 1870, Dr. Frederick J. Snelling * read a paper 
before the Medical Journal Association of New 
York upon the subject of the ‘‘ Relaxation of the 
Pelvic Symphyses during Pregnancy and Par- 
turition,” in which he states that ‘‘ This condition 
has been known and commented upon since the 
time of Hippocrates, but it is a noteworthy fact 
that but few of the systematic writers on obstet- 
ries refer to it. Still, we find a few monographs 
and isolated allusions to it scattered through 
medical literature by the most eminent authorities 
among whom are Winckel, in his ‘Pathologie und 
Therapie des Wochenbettes, Berlin, 1866; Bal- 
lochi, ‘Manuel di Obstet.,’ Milan, 1859; Cazeaux, 
‘Traité Théorique et Practique de l’ Art des Accouche- 
ments,’ Paris, 1867; various writers in Schmidt’s 
Jahrbucher, Nos. 1,8, 58, 108, and 130; Blundell, 
Griffith, Debout, Erichson, Jacquemier; Trous- 
seau, in his ‘Lecons Cliniques sur le Relachement 
des Symphyses du Bassin’; Couret, Desormeaux, 
Churchill, Meissner, Smellie, Stoltz, Luschka, 
Albini, Laborie, Cruveilhier, Ercole Galvani, Vel- 
peau, Lenoir and Dubois.” 

The affection appears to Snelling to “ consist of a 
relaxation of the pelvic articulations, becoming 
apparent suddenly after parturition, or gradually 
during pregnancy, and permitting a degree of 
mobility of the pelvic bones which effectually 
hinders locomotion, and gives rise to the most 
peculiar, distressing and alarming sensations.” 

He does not consider the condition at all as 
apart from pregnancy, but he does describe the 
sciatic pain which has been so common in our 
own cases. For treatment he uses belts, and in 
severe cases an appliance somewhat similar to a 
pair of bathing trunks, made of firm material 
which is fastened tightly about the hips. 

In all of these articles, the question of weakness 
or mobility of the pelvic articulations is considered 
as occurring in and being due to pregnancy, 
consequently being entirely confined to women. 
The mobility of the symphysis has also been most. 
often noted and considered to be of the chief 
importance. In the early observations our own 

6G. A. Himmelsbach: Rupture of the Symphysis Pubis during 
Parturition, 1 ; 

7 Paul Rudaux: De la Rupture de la Symphyse Pubeime au cours 
de Vaccouchement, Paris, 1898. 

8 Frederick J. Snelling: Relaxation of the Pelvic Symphyses during 


Pregnancy and Parturition. American Journal of Obstetrics, Vol. 
ii, No. 4. February, 1870. 





views were in keeping with these suppositions, 
but after watching several of the patients and 
noticing the increase of the symptoms at the 
menstrual periods, it seemed probable, and was 
so stated in an early draft of this paper, that 
menstruation at times, entirely without the in- 
fluence of pregnancy, would be enough to cause 
this same relaxation. Shortly afterward a patient 
was seen in whom this condition existed, where, 
without any question of pregnancy, there was 
relaxation so marked as to seriously interfere 
with locomotion. Still further observations have 
shown that while both of these conditions (preg- 
nancy and menstruation, are undoubted factors 
at times in the production of abnormal mobility 
of these joints, they are by no means necessary, 
and that not only are there other causes for the 
condition, but that it may exist in men and 
children as well as in women. Not only this, 
but it seems to be definitely proven that a certain 
amount of motion in the pelvic articulations is 
normal, and it is also certain from the experience 
obtained in treating this series of cases that there 
are definite principles of treatment for the con- 
dition, with a favorable prognosis if the treat- 
ment can be carried out. 

The large amount of clinical and anatomical 
study which has been carried on in connection 
with this subject during the past two years makes 
it quite plain that the pelvic articulations, espe- 
cially the sacro-iliaec synchondroses, are by no 
means as stable as has been supposed, and that 
in man and woman under normal conditions 
definite motion exists. It is also shown that 
the articulations are true joints, having all of 
the common joint structures, and that this being 
the case, they are naturally subject to the same 
diseases and injuries as the other joints. When 
this is once appreciated and the character of the 
articulations is considered, and especially when 
it is remembered that the exact apposition of 
these bones is maintained almost entirely by the 
ligaments, the surprising thing is, not that abnor- 
mal mobility and disease of the joints ever do 
occur, but that they do not occur more frequently. 
There is always, without question, a physiological 
relaxation of these articulations during preg- 
nancy, and possibly always, certainly occasion- 
ally during menstruation, but these are only 
some of the factors which cause an excess of the 
normal amount of motion, Injury, disease, a 
generallack of muscular and ligamentous tone, 
all are factors. With these conditions sex is of 
no importance, except that as the female pelvis 
is less firmly constructed, the mobility is more 
easily obtained. On the other hand, because of 
the greater strength and size of the articulations 
in the man, when abnormal motion does take 
place the disability is likely to be more marked 
than with the woman. 

As the cases are studied they at once divide 
themselves into groups; the first including the 
cases in which there is definite relaxation asso- 
ciated with pregnancy, representing an exaggera- 
tion of a normal physiological condition; the 
second the cases in which the relaxation is asso- 
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ciated with menstruation, apparently represent- 
ing also a physiological condition, apart from 
any pathological change with which we are at 
present familiar; and the third, the cases in 
which the lesion is due to trauma, general weak- 
ness or some definitely known pathological 
process. 

The first two groups are naturally entirely 
confined to women; but with the last the sex or 
age has no effect on occurrence. In the first 
two groups there is a striking difference in the 
presence or the absence of pregnancy, but aside 
from this there is little in the clinical picture to 
divide them. In general, the relaxation asso- 
ciated with pregnancy is more marked, as it is 
also more rapid in its development, but it is also 
more certainly and quickly rectified by treatment 
when the cause is removed. With the nonpreg- 
nant cases the relaxation is not as marked; there 
is no sudden onset with severe symptoms, but 
it is more insidious and also more troublesome 
in treatment, as the apparent cause is repeated 
at the return of each menstruation. Between 
this latter type and the cases which have resulted 
from pregnancy and which have gone on for some 
time untreated, there is very little difference either 
in the clinical appearance, the treatment, or the 
prognosis. 

The cases which properly belong to the third 
group are not only more numerous, but many 
of the characteristics are different from the cases 
in the other groups. Only one joint may be 
affected instead of all three as is common in the 
other groups, and the referred pains in leg and 
hip are much more common in the cases of this 
group than in those previously considered. The 
lateral deformities or deviation of the body to 
one side, due to the partial displacement of the 
bones on one side and not on the other, are com- 
mon. The onset may be sudden. The so-called 
“stitch ” in the back following strain or over- 
work is in most instances due to the slipping of 
these bones, and in these cases the lesion repre- 
sents a definite sprain, the severity of the symp- 
toms depending upon the severity of the injury 
as with sprains of other joints. The onset at 
other times may be more insidious, and be part 
of a definite joint disease, the symptoms being 
due to weakness resulting from the disease or 
from the presence of accompanying bone and 
joint structure thickening, the hypertrophic arth- 
ritis (osteo-arthritis) being the most common of 
these affections. 

Anatomy: If the pelvic articulations are 
studied carefully it will be seen that the articular 
surfaces are formed so as to make motion possible 
in certain directions, and that such motion serves 
to lessen jar or strain. It is also seen that these 
motions tend to increase or modify the diameters 
of the pelvis, and consequently in women are of 
much importance. The motion is upon a trans- 
verse axis, the center being at the lower portion 
of the articulation between the sacrum and the 
ilium, through the second sacral vertebra, or at 
about the middle of the body of the sacrum. 
Because of the arrangement of the ligaments and 








the shape of the surfaces of the bone forming the 
articulation, the motion of the sacrum must be 
backward at the top and forward at the tip, or 
the reverse, unless the relaxation be extreme. 
(Figs. land 2.) This can, of course, be developed 
by either moving the sacrum on the ilia or moving 
the ilia upon the sacrum. If the upper part of 
the sacrum is moved backward, the antero-pos- 
terior diameter at the brim of the pelvis is con- 
sequently increased. At the same time the tip 
of the sacrum is necessarily moved forward, and 
the anterio-posterior diameter at the outlet is 
narrowed. If this motion be reversed the effect 
upon the pelvic diameters must necessarily be 
reversed also. As the motion is studied still 
farther, it will be seen that, because of the obli- 
quity of the articular planes, when the upper 
portion of the sacrum is drawn backwards the iliac 
bones are necessarily separated so that the lateral 
diameter at the brim is also increased, while the 
same diameter at the outlet would be narrowed. 

It is also evident in the anatomical study that 
all motion in the pelvis must take place in, or 
depend upon, the sacro-iliac articulations. The 
surfaces of these articulations are so broad and 
flat, and the ligaments are so strong and numer- 
ous, that motion at the symphysis could not take 
place unless the ligaments at the synchondroses 
were relaxed, and that much separation of the 
pubic bones at the symphysis could only be 
present in the cases in which the relaxation at 
the back is extreme. Under such conditions 
the looseness is so marked that the instability 
is great, and at times locomotion is rendered 
impossible. 

The fact that the pubic bones are of little 
importance in maintaining the pelvic stability, 
except as they furnish attachment for the muscles, 
is borne ut by the general clinical findings. In 
the cases of exstrophy of the bladder the pubic 
bones are generally absent, and yet difficulty of 
locomotion is not one of the features of this type 
of deformity. It is still further emphasized by 
a case which has been reported by Dr. Goldth- 
wait in the Boston MEpICcCAL AND SURGICAL 
JOURNAL, of a boy of seven who was brought to 
the Children’s Hospital for treatment of hip 
joint disease. Neither pubic bone was present, 
but not until the joint disease developed had the 
parents known there was anything wrong with 
the child. Of still greater interest, however, is 
the fact that at the meeting of the New York 
State Medical Association, several years ago, two 
cases were reported, one by Dr. Edward Reynolds 
of Boston, and one by Dr. Howard Kelly of 
Baltimore, in each of which the pubic bones were 
lacking, and yet a normal pregnancy had resulted 
entirely without symptoms due to the absence 
of these bones. 

In order to still further study the pelvic articu- 
lations, through the kindness of Prof. Thomas 
Dwight of the Harvard Medical School, and with 
the assistance of Dr. Elisha Flagg, it has been 
possible to examine twenty pelves, and in all 
but one there was clearly demonstrable motion 
in both sacro-iliac articulations. 
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Still further observations were made in con- 
nection with autopsies, through the kindness of 
Dr. James H. Wright and Dr. Oscar Richardson 
of the Massachusetts General Hospital. In these 
observations, in both the man and the woman, 
the motion of the sacro-iliac articulations was 
distinct. 

The method of examination in the anatomical 
specimens was as follows: The pelves were dis- 
sected, leaving all the ligaments in situ. The 
sacrum was now sawn through from the lum- 
bar articulation to the coccyx and the sacro-iliac 
articulations on both sides studied. 

At the autopsies the mobility was determined 
by driving nails into the bones. One nail was 
driven into the ilium near the articulation, the 
other into the promontory of the sacrum parallel 
to the first. By raising the leg about 50° with 
the knee straight the ends of the nails separated, 
on an average of 3 mm. 

In this connection it is interesting to refer to 
the work of Dr. G. Walcher,’ reported in a paper 
by him, recording a series of pelvic measurements 
made by him in pregnant women, with the thighs 
in different positions. In none of the patients 
was there any reason for supposing an abnormal 
relaxation of the pelvic joints, yet the average 
variation in the antero-posterior diameter at the 
brim was over one centimeter. His measure- 
ments were taken in two positions, the first with 
the patient prone upon a table, the legs from the 
hip down hanging free, in which position the mus- 
cular attachments would tend to draw the iliac 
bones forward and downward, and the other with 
the thighs sharply flexed upon the abdomen, in 
which position the iliac bones would tend to be 
foreed upward and backward. As would be 
supposed from the anatomical study, the antero- 
posterior diameter at the brim was found by 
him to be greatest in the first position and smallest 
in the second position. 

This increase can be due only to the fact that 
the position of the iliac bones are changed with 
reference to the sacrum. When the thighs are 
strongly hyperextended they are drawn down- 
ward and the sacrum must move forward at the 
same time, producing marked lordosis, unless the 
sacro-iliac joints are loose, in which case the 
sacrum is held by the spine and trunk, and the 
iliac bones move more or less independently until, 
if continued, a true subluxation results. 

The same condition may be produced by re- 
versing the movable part. If the legs and thighs 
are fixed and the upper part of the body is bent 
backward the sacrum moves backward away from 
its normal position,and the condition is reversed 
if the body is sharply flexed. 

The first part of this movement is practically 
produced by prolonged recumbency upon the 
back. In the general relaxation which follows 
such a position the lumbar spine straightens, and 
the back becomes flat. With this the upper 
portion of the sacrum, being a part of the antero- 
posterior curve of the lumbar spine, is drawn 


°G. Walcher: Centralblatt fiir Gynacologie, No. 51, 1889. Vol. 
xiii, p. 892. 





backward. This is undoubtedly the explanation 
of the frequency of backache and leg pain devel- 
oping at night after sleep, and also explains the 
more common backache after operations in which 
the profound relaxation produced by the anes- 
thetic together with the straight hard table makes 
the joint strain inevitable. The common way 
of relieving the night pain by stretching upon 
first waking which draws the lumbar spine for- 
ward is also understood with this knowledge of 
the anatomy. 

It is perhaps not unfitting in the light of these 
investigations to briefly discuss the mechanism 
of labor: From the point of view of labor, the 
tilting of the sacrum or mobility of the pelvic 
articulations is of definite importance. In the 
first place, Walcher has shown that the antero- 
posterior diameter at the brim of the pelvis can 
be increased by drawing the sacrum backward 
even when symptoms of abnormal mobility are 
not present. This being the case, it is evident 
from our anatomical work, that the diameter 
may be still further increased, but it must be 
remembered that if this is carried to a real dis- 
placement of the sacrum the direction of the inlet 
may be so changed that the head does not engage 
normally. With two of the patients at delivery 
the head did not descend, and high forceps were 
tried by the attending physician, but in both 
cases the position of the head was so unnatural 
that the procedure was difficult and in one case 
impossible. 

In the progress of labor it is to be remembered 
that while the diameters at the inlet of the pelvis 
may be increased, the outlet is correspondingly 
narrowed, due both to the projection of the tip of 
the sacrum forward and to the inclination of the 
iliac bones still further to the inside owing to the 
oblique axis of the posterior articulations. 

The application of these principles to labor 
should be apparent. The diameters of the inlet 
and the outlet can be controlled and modified 
within a certain range, and the muscular force 
for expulsion can be preserved if the displace- 
ment of the sacrum is not allowed to go on so 
far as to develop real pelvic instability. 

To control the position of the sacrum most 
perfectly the best position for the patient is upon 
the side. If the displacement is too great, so 
that the head cannot properly engage, or so that 
marked pelvic instability with imperfect mus- 
cular control results, the displacement can be over- 
come by pressure applied directly over the upper 
portion of the sacrum. If, on the other hand, it is 
desired to increase the diameters at the brim of 
the pelvis, it is possible in most cases to do so by 
pressing firmly over the end or tip of the sacrum, 
the force being applied upward and inward. By 
so doing, if there is even only the normal physio- 
logical relaxation present, the promontory on 
the upper part of the sacrum must be forced 
backward. 

This procedure would be of use naturally only 
during the descent of the head into the pelvis, 
and would, after that, if continued, be a disad- 
vantage, as the movement of the sacrum, which 
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enlarges the diameters at the brim, necessarily 
narrows the diameters below. After the head 
has descended, the pressure at the tip of the sa- 
crum should be discontinued. It should then 
be applied at the upper part of the sacrum and 
at the base of the spine. By so doing, the posi- 
tion of the sacrum and the size of the diameters 
is reversed. 

ErroLocy: The etiology of the pelvic joint 
conditions is not always clear, but there are many 
features of definite importance. At times the 
lesion apparently represents simply an excess of 
a normal physiological process. At other times 
trauma is a definite factor, “‘ sitting down hard,” 
or the ‘‘ giving way ” under severe strains, such 
as lifting, being the two most common forms of 
injury. Attitudes or postures are also of impor- 
tance in causing or predisposing to joint weakness 
or displacement. When once it is appreciated 
that motion in these articulations normally exists, 
it is easily understood that such attitudes as 
standing with extreme lordosis, or sitting with 
the lumbar curve reversed, as in lounging, must 
cause strain on the sacro-iliac articulations, which 
if continued will result in the same weakness and 
relaxation as is seen in any of the other joints 
under like conditions of strain. In stout persons, 
either men or women, the drag of the large abdo- 
men causes lordosis with resulting pelvic joint 
strain, and explains the frequency of the sacro- 
iliac weakness in this type of individual. In 
this connection undoubtedly the present so-called 
straight front corset, if tightly worn, must be 
harmful by causing an unnatural amount of 
lordosis, and by producing too great pressure 
upon the anterior portion of the iliac crests. 
The lordosis, by throwing the hips back, neces- 
sarily forces the iliac bones downward and for- 
ward at the top, and backward at the ischia. 
Since in this attitude the sacrum, on account of 
its spinal attachment, moves less freely, the ex- 
treme of the normal motion at the sacro-iliac 
articulations is soon reached. Finally, subluxa- 
tion of the bones, due to ligamentous relaxation, 
must occur. Here again are conditions all well 
recognized in the other joints. The pressure 
firmly applied at the anterior part of the crests 
of the ilia tends, as will be seen on studying the 
pelvis, to separate the lower portions of the sacro- 
iliac articulations. If this be continued it must 
also result in weakness of these joints. 

A mere general lack of physical tone naturally 
predisposes to trouble of this sort. The bones are 
held in place almost entirely by ligaments and it is 
not to be wondered at that these relax and cause 
trouble as do the ligaments of the knee or foot 
under similar conditions. 

In the cases in which definite disease is present 
the same elements which predispose to the special 
type of lesion in other joints naturally favor the 
occurrence of the same type in the articulations 
of the pelvis. 

Tuberculosis has long been known to occasion- 
ally develop in these joints. The infectious 
process in the infectious form of. arthritis may 
also extend to the pelvis in connection with the 





more general manifestation of the disease. The 
same thing is true of the atrophic or the hyper- 
trophic forms of arthritis, although the latter 
is by far the more common. It is in this hyper- 
trophic form that the joints at times become 
entirely fused (Figs. 3 and 4) and that the per- 
sistent sciaticas or leg*pains are so commonly 
seen. These referred pains are undoubtedly 
due to the pressure of the hypertrophic tissue 
upon the lumbo-sacral cord as it passes over the 
articulation. 

In some of the cases after all of these possible 
causes have been considered the condition 
remains unexplained, and it seems probable at 
times from the persistence of the trouble under 
the most careful treatment that there may be 
some developmental peculiarity which definitely 
lessens the pelvic stability. 

SYMPTOMATOLOGY: Clinically as the cases are 
studied, there is a wide variation in the mobility 
of these joints and in the symptomatology. In 
several of the cases, and in all of these pregnancy 
was either far advanced or the confinement was 
of recent occurrence, the relaxation was so marked 
that the pelvic bones could be moved about freely, 
with, at the same time, wide separation at the 
symphysis. In many of the cases, although the 
amount of motion was much less than in this 
extreme type, it has nevertheless been possible 
to clearly demonstrate an amount that would be 
in excess of normal. In some of the cases the 
abnormal mobility could not be demonstrated, 
but the symptoms clearly pointed to some lesion 
of these articulations, and the treatment, which 
consisted in support of these joints, gave relief. 
It is probable, therefore, that in certain cases, 
especially those in which the hips are large, mak- 
ing palpation of the bones difficult, the diagnosis 
must be made upon the other symptoms rather 
than upon the actual demonstration of the motion. 
In certain of the cases, and in most of these a 
definite hypertrophic arthritic (osteo-arthritic) 
process existed, not only was no motion demon- 
strable, but in all probability as the result of the 
disease the bones had become fused. 

The disability or discomfort in disease or weak- 
ness of these articulations also varied consider- 
ably. In the severe cases it is very great. Any 
motion in which the trunk or thigh muscles are 
used, whatever the position of the body, neces- 
sarily causes the bones to slip about or the joint 
to be strained. In the severest cases standing 
or walking is impossible, the patients describing 
the sensation as ‘‘ breaking apart in the middle,” 
or as the body “ settling down into the thighs.” 
With some the upright position and even walking 
is possible for a few minutes, the bones appar- 
ently being held by strong muscular effort, but 
as soon as this relaxes, either from fatigue or in 
unexpected motion, the helplessness at once 
returns. In the mildest cases the symptoms have 
been so vague that the exact nature of the diffi- 
culty has been appreciated only by a most careful 
process of elimination. 

Of the symptoms which have been associated 
with this condition there is apparently quite a 
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wide range. In the most extreme degree of 
relaxation or disease the helplessness is profound, 
nothing but recumbency being possible, and the 
slightest motion, such as raising the knee or 
moving the foot, being associated with definite 
movement of the pelvic joints with consequent 
pain and discomfort. «When perfectly quiet 
there is little pain other than backache, and this 
is worse after sleep, during which the spinal 
muscles become relaxed and the joint strain is in- 
creased. All three of the pelvic articulations may 
be tender to pressure, and the abnormal mobility 
may be easily demonstrable. In some of the cases 
sitting is impossible unless the weight of the body 
is supported, usually by placing the elbows on the 
knees or by holding the seat of the chair with the 
hands. On walking, the movement of the but- 
tocks up and down may be quite evident. 

In the cases in which the relaxation or disease 
is less marked the symptoms vary more, both as 
to the nature of the special symptoms, and as 
to their constancy. At times, only at the men- 
strual period is there any trouble or are the 
symptoms severe enough to cause much incon- 
venience. 

Probably the most common complaint is of 
backache, referred at times definitely to the sacro- 
iliac articulations, but often simply to the sacral 
region. This is usually worse on lying upon the 
back or with any back straining exercise or occu- 
pation carried to the point of fatigue. When 
lying upon the back, the flattening of the lumbar 
spine necessarily strains the sacro-iliac ligaments 
and is evidently the cause of the backache. As 
this takes place only when the muscles are re- 
laxed, it explains the pain developing during 
sleep, the patient often being wakened with the 
severe suffering. This is usually relieved by 
stretching or by some other change of position 
in which the lumbar spine and the sacrum are 
drawn up. The backache which develops 
when the patient is up and about may be brought 
on by any posture which causes strain on the sac- 
ral ligaments, such as lounging, sitting with the 
lumbar spine thrown back, or prolonged standing 
and walking. At times the backache is produced 
by a jar or by some sudden misstep in which the 
muscles are taken off their guard. At such 
times there is, as a rule, a distinct sensation of 
slipping or giving out, and the leg may actually 
“« give way ”’ just as the knee joint locks or “ gives 
way” if caught with a loose cartilage. The 
pain or backache may be referred to one syn- 
chondrosis or both, and with this there may be 
discomfort referred to the symphysis. In the 
cases in which the pain has been referred at first 
to one synchondrosis there has nearly always 
developed sooner or later a similar condition 
upon the other side, although frequently of less 
severity. 

Referred pains are quite common, and are 
probably due to the pressure or pull upon the 
nerves in the sacral region. The lumbo-sacral 
cord passes directly over the upper part of the 
sacro-iliac articulation (Fig. 5), and it is easy 
to see that a slight displacement or the thicken- 





ing or nodes resulting from disease might cause 
pressure upon this nerve trunk. Undoubtedly 
the pressure or irritation of the nerve received 
in this way causes many of the pains referred to 
leg. They may be referred to any part below 
the seat of the trouble, to the thigh, the hip, 
the calf, or down the back of the leg following 
the sciatic distribution. These pains are prac- 
tically always more upon one side than the other, 
but usually both sides are somewhat affected, 
and this, together with the fluctuation in the 
character of the pain, suddenly coming on or 
passing off, is of importance in differentiating 
between this condition and other conditions in 
which leg pains occur. That the nerves are 
pressed upon or irritated is not to be wondered 
at when the anatomy is considered. In fact, 
in any displacement which may occur, or in the 
hypertrophic arthritic thickening, the edge of 
the bone is so exposed that pressure or irritation 
of the nerve is almost to be expected. The 
severity of the pain is at times very great. In 
two of the patients it was so intense that lying 
down was impossible and the nights were spent 
pillowed up in chairs. 

OBJECTIVE SymproMs: The objective symp- 
toms are such as would be expected from our 
knowledge of the condition. The motions which 
would bring strain upon the weak part are 
guarded, in the severe cases this reflex guarding 
leading to great disability. It may be impossible 
without assistance to get up or to lie down. 
Stooping is always made guardedly and in the 
severe cases this may be impossible unless the 
knees are flexed and the spasm of the hamstring 
muscles released. On standing, if the sacrum 
is at all displaced, the lumbar curve of the spine 
may be obliterated (Fig. 6) or even reversed; 
the whole attitude being suggestively peculiar. If 
one side is more involved than the other,a marked 
lateral deviation of the body may be present 
(Fig. 7), this always being away from the affected 
joint. A slight degree of this lateral deviation 
is very common. 

Forward bending, if attempted when standing 
with the knees straight, is limited, but is always 
more free if the knees are flexed, as when sitting. 
In the first position the hamstring muscles 
which are attached at the tuberosity of the 
ischium are made tense, and by causing strain 
upon the sacro-iliac articulations develop the 
muscular spasm. When the knees are flexed 
the hamstring muscles are relaxed and the 
spinal motions can be made more freely. 

Lateral bending is usually somewhat guarded, 
and if one side is more involved than the other 
the motion will vary accordingly, always being 
most guarded when the side chiefly affected is 
most strained. 

It will be found that when the pelvis is firmly 
held all of the motions are much more free, espe- 
cially if they are made passively so that the 
muscular pull upon the bones involved in these 
articulations is relieved. This is of considerable 
importance in differentiating the limitation of 
motion due to an hypertrophic arthritic (osteo- 
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arthritic) spinal process, in which there may be 
referred pains. In the latter the limitation 
would be constant and would not change notice- 
ably with change of position or change of support. 

The hip motions are free, except as the motion 
causes strain upon the pelvic articulations. In 
the severe cases this may mean marked limita- 
tion, and in the mild ones scarcely any may be 
present. Abduction with the thigh flexed is 
likely to develop pain, and raising the leg with 
the knee straight is almost always somewhat 
limited. In the extreme cases, with the knee 
straight it may not be possible to flex the thigh 
at all, the limitation in this being due to the spasm 
of the hamstring muscles. This same feature 
was noted in testing the spinal motions. there 
the spine was moved upon the thigh; here the 
leg is moved upon the body. This hamstring 
spasm also gives rise to a peculiarity in gait, 
which at times is quite striking. In taking the 
step the knee can be drawn up without difficulty, 
but as the leg straightens the spasm develops and 
the foot is drawn or almost jerked backward, so 
that in the extreme cases the foot may strike the 
ground little in advance of its position when the 
step began. 

If the symptoms are due to an hypertrophic 
arthritic (osteo-arthritic) process or some of the 
inflammatory processes in the sacro-iliac articu- 
lations, the lessened use together with the constant 
nerve irritation may result in muscular atrophy 
of the buttock and leg, which can be both felt 
and measured. 

The tenderness over the affected articulation 
is usually present and in the cases of simple re- 
laxation commonly all three articulations present 
this feature. 

The demonstration of the mobility of the 
affected joints is possible in several ways. Forced 
hyperextension of the thighs, one at a time, thus 
moving the ilia away from the sacrum, may be 
sufficient. At other times with the patient 
standing, one hand is held over the sacrum while 
the pubic bones are held between the thumb and 
finger of the other hand. If the patient now 
raises first one knee and then the other, the 
motion is often quite distinct. If the crests of 
the ilia are grasped with the two hands, the 
thumbs resting upon the sacrum, and the patient 
raises the legs as above, the mobility is also often 
apparent. Another method is to have the pa- 
tient lie down and raise first one leg and then 
the other with the knee straight. In doing this 
there is usually enough motion to be apparent 
to the patient or to be felt at the symphysis. At 
times it is not, of course, possible to demonstrate 
motion, but in these cases the fact that there is 
some lesion of the joint can usually be deter- 
mined by some of these movements causing strain 
of the joints and developing pain at the seat of 
the lesion. 

The demonstration of disease of any one of 
the joints can usually be determined by the pain 
produced by strain of that joint, by the atrophy 
of the muscles adjacent to or below the diseased 
joint, by the attitude in standing or walking, 





by the limitation of motion, and by the local 
tenderness or swelling which may be palpated 
in the back over the articulation or anteriorly 
through the rectum or vagina. The character 
of the disease will be determined by the general 
appearance of the patient and the appearance 
locally; that is, the presence or absence of an 
abscess, the presence or absence of a tumor, 
suggesting a new growth, and the presence or 
absence of the same disease in other joints. In 
the hypertrophic arthritic process, which is by 
far the most common form of disease seen in the 
sacro-iliac articulations, there almost always is 
at the same time disease of the spine with the 
limitation of motion and other symptoms char- 
acteristic of the disease in that region. 

TREATMENT: The treatment of these conditions 
consists essentially in protection of the joints, 
with previous replacement of the bones should 
subluxations exist. In the severe cases complete 
immobilization with relief from all strain is nec- 
essary, while in the mild cases restriction of mo- 
tion or lessening of the strain may be all that is 
required. In tubercular disease and _ osteo- 
myelitis it is sometimes necessary to remove 
portions of the diseased bone, but with these 
exceptions operations are not apparently required 
in these pelvic joint lesions. In planning the 
treatment it is to be remembered that the in- 
volvement of the symphysis pubis, with the ex- 
ception of a few very rare inflammatory condi- 
tions, is to be considered as secondary to the 
relaxation or disease of the sacro-iliac articula- 
tions, and the treatment for the anterior joint 
is distinctly secondary to the treatment of the 
joints at the back. 

The treatment of the given case depends, of 
course, upon the extent of the lesion and the 
nature of its pathology. If, as is seen frequently 
in the traumatic or relaxed cases, the bones are 
not in correct apposition, this should, of course, 
be corrected. The malposition which has been 
most commonly seen is a true backward subluxa- 
tion of the upper part of the sacrum. In a few 
cases the deformity and the position of the bones 
suggest either a unilateral subluxation of the 
sacrum backward away from the ilium or, as has 
seemed probable in one or two cases, a displace- 
ment backward and also downward. 

The correction of the subluxation may be 
brought about in several ways. At times simply 
hyperextending the spine considerably by having 
the patient lie with a firm pillow under the ‘“‘ hol- 
low of the back,” may, by raising the lumbar 
spine, draw the sacrum into place. At other 
times the same thing may be accomplished by 
having the patient lie face downward with the 
thighs and legs supported upon one table, the 
head and shoulders upon another, the body 
hanging entirely unsupported between. In this 
position the weight of the body drags the spine 
forward, which favors the replacement of the 
sacrum. If this is successful the plaster jacket 
which is to hold the spine and the pelvic joints 
may be applied before the patient is moved. 

At times more definite pressure over the sacrum 
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apparently is needed, and for this the frame 
(Fig. 8) which is in use for the application of 
plaster of Paris jackets in cases of Pott’s disease 
works admirably. In using this the flexible rods 
(Fig. 8a) should be bent with a sharp curve low 
down, so that the greatest pressure is upon the 
upper part of the sacrum and the low lumbar 
spine. In this position the weight of the body 
tends to force the sacrum forward, with usually 
sudden marked relief as the bones slip into place. 
While in this position the plaster of Paris jacket 
should be applied, the steels being incorporated 
and removed when the jacket is thoroughly hard. 

Occasionally suspension or hyperextension of 
the spine while standing may correct the position, 
and in one instance ether was given to obtain 
sufficient muscular relaxation to force the sacrum 
into place. 

After the bones are once in place in these cases, 
they should be held there by means of some 
fixed support, and for this purpose the plaster 
of Paris jacket is probably the best. This should 
be fitted well down over the buttocks and the 
anterior part of the thigh, so that the pelvic bones 
are really held. At the top, the jacket should 
be carried well up the thorax in order to hold 
the spine hyperextended, and at the same time 
to prevent the lower part of the jacket from 
riding up and releasing its hold upon the pelvis. 

If the bones cannot be held by the jacket alone 
the plaster dressing should be carried down the 
thigh, making a spica bandage, and in the ex- 
treme cases including both thighs. During this 
period the patient should, of course, be kept in 
bed. 

If the case is one of recent injury the principles 
of treatment are the same as those applicable 
to sprain of any of the other joints, except that 
from the shape of the pelvic articulations the 
period of complete fixation must be longer. Rest 
or complete fixation is necessary for three or 
four weeks, and during this time whether the 
patient remain in bed or is allowed up in a jacket 
must be determined by the symptoms. After 
this a removable jacket or some form of support 
should be worn for two or three months, consider- 
able attention being paid during the latter part 
of the period to exercises and massage in order to 
have the muscles of sufficient strength when the 
supports are removed. 

If the case be one of extreme relaxation of the 
ligaments, recumbency in a jacket or some equiva- 
lent support may be necessary. This is particu- 
larly apt to be needed in stout women in whom 
it is hard to adequately support the bones when 
they are about. 

The majority of cases do not need actual re- 
cumbency. In the joint strains or the relaxa- 
tions without displacement of the bones which 
represent the large proportion of the total number 
of the cases some form.of support is all that is 
necessary, and frequently there need be little 
interruption in the usual routine of life. 

Of the various forms of support which have 
been used to relieve the strain upon these joints, 
without question in the most severe cases the 





plaster of Paris or the stiffened leather jackets 
are the most satisfactory, although in very stout 
cases accurate pressure upon the pelvic bones is 
difficult to obtain. If a jacket is used it should 
be fitted well down over the trochanters, so that 
the pelvis is really held. Ordinarily the best 
position for the application of the jacket is with 
the patient standing and the arms raised about 
shoulder high, the hands holding some support, 
the lumbar spine being at the same time moder- 
ately hyperextended. 

In case these are not considered advisable, a 
spring steel back brace may be sufficient (Fig. 9), 
the uprights being fitted in well at the bottom 
so that firm pressure is made over the upper part 
of the sacrum. 

At other times in women a wide webbing belt 
attached to the base of the corsets, and kept from 
wrinkling by the insertion of light steels, gives 
enough pelvic support to relieve symptoms. In 
men the same principle can be used by making a 
low corset out of the webbing used for the belt. 
Such belts can be made more efficacious by attach- 
ing a firm pad in the back so as to make pressure 
over the upper part of the sacrum. 

In many of the cases much relief has been ob- 
tained by using woven elastic trunks, fitted about 
each thigh, and then about the buttocks (Fig. 10). 
These are laced or buckled, so that the pressure 
may be controlled, and represent one of the most 
reliable of the various supports. 

Another support and one which has probably 
been more satisfactory than any other, except 
possibly the elastic trunks, has been devised 
(Osgood), and is pictured in Fig. 11. It consists 
of a sacral pad to which a spring steel crib is 
attached. The ends of the crib curve backward, 
and to these wide webbing belts are attached, 
which, when fastened in front, because of the curve 
in the crib part of the brace, crowd the sacral 
pad firmly against the upper half of the sacrum. 
The brace is kept in place by attaching it to the 
corsets by means of steels, as shown in the figure, 
and these not only hold the brace down, but, 
by steadying the lumbar spine, at the same time 
lessen the tendency to strain the sacro-iliac joints. 
In order to keep the brace in place when sitting 
a narrow strap is attached at the base of the crib, 
which is tightened when the thighs are flexed 
and prevents the brace from springing away 
from the body. This brace, in connection with 
the elastic trunks in the severe cases, has given 
relief when either alone was not satisfactory. 

In certain cases, and naturally these are the 
cases of acute strain or injury, strapping of the 
back with strips of adhesive plaster gives much 
relief. The strips should extend from the ante- 
rior part of the ilium on one side to a similar 
point upon the other side, and these should be 
carried up and down until the buttock and the 
lower part of the lumbar spine are covered. The 
dressing at times is more satisfactory if a pad of 
felt is put under it to make pressure over the 
sacrum. If such a dressing is used it should be 
reapplied after four or five days. 

In planning relief for these patients it is to be 
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Fic. 2. Saero-iliae articulations with the sacrum slightly 
tilted showing the separation of the iliae at the pubis as well as 


Sacro-iliae articulations with bones in place. at the back. 





Fic. 3. Hypertrophic arthritis of spine and_ sacro-iliac 
articulations with fusion of both of these pelvic joints. 

















Fic. 4. Hypertrophic arthritis, showing the fusion of one sacro-iliac articulation, the 
other one (the left) being freely movable. 










Pic. 5. Articulated pelvis with the sacrum tilted backward 
at the top the normal amount, showing the ex; osed edge of the 
iliac portion of the articulation over which the lumbo-saecral 
cord passes 
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remembered that some form of support for the 
bones during recumbency is of quite as much 
importance as that for ambulatory use, the night 
pain being often the most severe. For this pur- 
pose a firm pillow under the hollow of the back 
is frequently sufficient, and this should be used 
under the side if the position is changed from 
the back. The strain upon the back is also 
lessened, because of the effect upon the ham- 
string muscles, by using a small pillow under the 
knees. 

At other times the elastic webbing trunks give 
great relief for night support, while in some of 
the extreme cases plaster of Paris beds, fitted so 
that the back, sacrum, buttocks, and thighs, are 
all supported, are used. 

Considering the fact that in women the sub- 
luxation of the joints has been so much associated 
with conditions of congestion of the pelvic organs, 
such as menstruation and pregnancy, it was 
considered advisable in certain persistent trouble- 
some cases to have existing pathological pelvic 
conditions corrected before the joint lesion was 
treated. In one of these a fibroid tumor of the 
uterus was removed at the Massachusetts General 
Hospital. In another a plastic operation was 
performed by Dr. Edward Reynolds upon the 
cervix and perineum, hoping that in the better 
subinvolution, the pelvic joints would also be- 
come more firm. In both of these cases improve- 
ment of the joint condition seemed to develop 
more rapidly than before the operation, but so 
few cases can, of course, only be suggestive. Such 
a procedure, however, seems reasonable to the 
writers, and that this or any other form of treat- 
ment which serves to bring about more normal 
conditions of the pelvic circulation should be 
tried for the definite purpose of at the same time 
improving the circulation in the pelvic articula- 
tions and consequently adding to their stability. 

The length of time required for treatment in 
a given case depends upon many things. In a 
wrench or strain without much displacement of 
the bones, strapping for three or four weeks fol- 
lowed by a corset belt for a few weeks longer may 
be all that is necessary. If the condition still 
represents an injury, only more severe, the treat- 
ment must be kept up for a longer period, the 
duration and the completeness of the fixation 
depending upon the severity of the injury. It 
should always be remembered in such cases that 
as the sacrum and ilia are held in place almost 
entirely by ligaments without bone sockets or 
other supports, the treatment in lesions of these 
joints should be continued for a considerably 
longer time than in other articulations where 
the ligamentous support is less important. 

In the cases in which the symptoms are due 
to hypertrophic arthritis, tuberculosis, or inflam- 
matory processes, the condition in these articu- 
lations should be treated in the same manner 
as a like condition in any other joints. 

In the relaxed cases associated with pregnancy 
the patient may be allowed up with the support 
on three weeks after delivery, and the support 
should be worn until two or three menstrual 





periods, if the mother is not nursing, have passed 
without trouble. If nursing prevents the menstru- 
ation, the support should be worn for at least 
three months. 

In some of the relaxed cases associated with 
menstruation without pregnancy or which are 
part of a general relaxation it may be necessary 
to wear some form of support for an indefinite 
period. 

In the cases in which the weakness has been asso- 
ciated with menstruation, or in which the weak- 
ness has followed pregnancy and gone on un- 
treated, it seems probable that in case pregnancy 
should occur and the bones were properly sup- 
ported during that period, that benefit rather than 
injury would result. The acute congestion of 
the joints occurring at such a time should act, 
as acute congestion in other chronic joint condi- 
tions acts, to stimulate more complete and more 
rapid repair. 

The following cases are reported as illustrative 
of different types of pelvic joint disease, and their 
behavior under treatment. 


(Illustrative cases will follow in the next number.) 
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A CASE OF FOREIGN BODY IN THE 
ESOPHAGUS.* 
BY A. COOLIDGE, JR., M.D., BOSTON. 
THE following case is briefly reported as show- 
ing a unique expedient adopted in connection 


with Killian’s straight tubes for the removal of 
a safety pin from the esophagus. 





M. H., a woman, twenty years old, was admitted to 
the Massachusetts General Hospital Nov. 10, 1904, 
from the Convalescent Home, where she had been 
under observation for hysteria. Dr. Beach, in whose 
service she was admitted, kindly turned the case over 
tome. Fourteen hours before admission she had acci- 
dentally swallowed a large safety pin. She com- 
plained of a “ sticking pain,” especially on deep inspira- 
tion, in the region of the thoracic vertebra. X-ray 
showed the pin open, point up, about 4 cm. above the 
transmammary line, a little to the left of the median 
line on the same level as the pain in the back. The 
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patient was etherized and although the pin was seen 
through the esophagoscope and seized by the head, 
the point was firmly pinned into the esophageal wall. 
The operation was abandoned, as the patient did not 
take ether well and I was afraid of pushing the pin into 
the stomach with the incomplete set of instruments on 
hand. Two days later she was again etherized and put 
into the Rose position. With Kirstein’s autoscope, 
the pyriform sinus was brought into view. A tube 
made in the meantime after Killian’s pattern, and 13 


*Read before the New England Otological and Laryngological 
Society, March 17, 1905. 
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cm. in diameter was threaded on to an esophageal gum 
elastic bougie. The bougie was passed under control 
of sight into the esophagus, the tube was passed over 
it, the bougie withdrawn and the end of the tube carried 
ten inches from the teeth into the esophagus. The 
head of the pin then came into view, and during inspira- 
tion the walls of the esophagus opened up momentarily 
showing the whole pin. The head of the pin was seized 
with Killian’s forceps through the tube. The point 
was firmly imbedded, and it was detached by push- 
ing the whole pin downwards, but on attempts at 
removal, the point immediately caught in the esopha- 
geal wall. Before the operation, Dr. Mosher had sug- 
gested and made an ingenious device for closing the 
pin in situ. This consisted of a metal ring, 13 em. in 
diameter, attached by the border at a right angle to a 
stiff wire shaft. This was passed down the esophagus 
outside the tube, and the ring passed over the hinge 
of the safety pin. The pin was then forcibly pushed 
down into the ring and was thereby shut up, the point 
and head being brought nearly together. The pin 
was then extracted engaged in the ring. The light 
used was at first the electric head lamp, but as this 
became hot it was discarded, and reflected light with 
a head mirror substituted. The patient complained 
of pain in swallowing for a few days, but this soon 
disappeared and she was discharged well on Noy. 19, 
and is well at the present time. 


In my experience the passing of Killian’s tubes 
into the trachea and esophagus presents no great 
difficulties. With Nirstein’s autoscope the aryte- 
noids and pyriform sinus are brought into view, 
and the tube passed into the larynx cr esophagus 
under direct inspection of the eye. I have found 
the older model of autoscope with a hood to press 
back upon the upper teeth and lip convenient 
and easily handled. When the tube has entered 
the trachea or esophaous the hood is removed 
and the autoscope withdrawn. As the trachea 
and bronchi stand open the field may be seen for 
a considerable distance ahead of the tube. In 
the esophagus the walls are collapsed and care 
must be taken not to push the tube by the foreign 
body without seeing it. During inspiration, 
however, a certain amount of air enters through 
the tube and the walls of the esophagus momen- 
tarily separate, enough to aid materially in the 
search. The illumination may be either by 
reflected light from a head mirror or by a special 
electric lamp on the forehead, or attached to the 
upper end of the tube, or carried down the tube 
to its farther end. The former is easier to obtain 
and generally gives a more even light. Its 
great disadvantage lies in the necessity of adjust- 
ing it for every movement. The electric lights 
require apparatus liable to get out of order and 
to become hot, but when they work well they 
are very satisfactory. 

It is important to have proper instruments 
at hand to extract the foreign body after it is 
found. Nothing is more tantalizing than to have 
your quarry in full sight and not be able to reach 
it or hold it. I have used the extracting forceps 
of Killian successfully, but I have been struck 
by the difficulty in controlling the movements 
of the grasping blades. I have, therefore, devised 
a similar instrument in which the operator’s 
hand is out of the line of the axis of vision. 





Limiting myself to the esophagus, I believe 
that few foreign bodies, unless they have become 
very firmly attached to the walls, will fail to be 
found by these tubes and removed if they can be 
grasped. Not only for foreign bodies but for 
other conditions which suggest themselves the 
esophagoscope is applicable. 

A general anesthetic is not necessarily required. 
The whole length of the esophagus may some- 
times be explored with no more discomfort to 
the patient than is involved in passing a large 
probang. If a general anesthetic is used it 
is well to give atropia subcutaneously and to 
cocainize the pharynx. This is important in 
case the trachea is to be explored, to diminish 
the danger of respiratory shock. Secretions 
may be removed by absorbent cotton on a carrier 
through the tube or by a special pump. 


_ 
> 





CONSERVATIVE OPERATION ON THE OVARIES 
AND TUBES: ANALYSIS OF NINETY CASES. 
PRY R. G. WADSWORTH, M.D., BOSTON, 

Assistant Surgeon to Out-Patients, Free Hospital for Women. 

THAT conservatism in the treatment of disease 
of the ovaries and tubes is now firmly established 
and widely practised is amply shown by the ever- 
increasing amount of literature on the subject 
which has appeared in the last few years. Many 
convineing papers have been published showing 
the vastly better results which have been attained 
by an effort to save to the patient not only healthy 
organs which were formerly sacrificed but even 
healthy fragments of partially diseased ovaries 
and tubes. It is, therefore, not my purpose to 
offer an argument in favor of conservatism. But 
even if a certain operation or operative policy 
is firmly established, the collection and classifying 
of the after-histories in large series of cases cannot 
be too often repeated as it is only by the study of 
results obtained by many different operators in 
a very large number of cases that a true idea of 
its merits and defects can be obtained, and it is 
the purpose of this paper to add such a collection 
to the many which have already appeared. 

Of the cases who have undergone conservative 
operation on the ovaries or tubes at the Free 
Hospital for Women, I have been able to obtain 
the after-histories in ninety. The work of many 
different surgeons and in consequence some minor 
differences in technique are represented in this 
series, and for that reason it offers a broader basis 
for conclusions than would be the case were the 
work of only one operator represented. All 
cases on whom any operation on the ovaries and 
tubes was performed, short of their complete 
removal, have been taken, and all grades of plastic 
surgery are included. Under the term “ resection 
of the ovary ” I have included puncture of cystic 
follicles with or without suture. 

One ovary was resected in 22 cases, one ovary 
removed in 42, one ovary removed and the other 
resected in 12, both ovaries resected in 8, one or 
both ovaries suspended in 5. One tube was 
resected in 5 cases, one tube removed in 23, one 
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tube removed and other resected in 4, both tubes 
resected in 1, and one or both tubes simply freed 
from adhesions in 12. In 52 cases the uterus 
was retroverted and was replaced by ventral 
suspension in 40, and by intra-abdominal short- 
ening of the round ligaments in 12. In 19 cases 
laceration of the cervix or perineum was repaired. 

In only 3 cases was there a definite history of 
gonorrhea. In 7 others the history and findings 
at operation were suggestive of such a previous 
condition, but there was no definite statement 
to that effect. In the remaining 80 cases this 
element was entirely lacking. 

The average age is a little over thirty years, 
the youngest being eighteen and the oldest fifty. 
Twenty-four were single and 66 married, and of 
the latter, 55 had borne one or more children 
previous to operation. 

The interval since operation varies from one to 
fourteen years. The series could have been con- 
siderably increased had cases who have been heard 
from less than a year but more than six months 
after operation been included, but I have been 
unwilling to do this, believing that a fair estimate 
of results in such operations cannot be obtained 
in less than one year. 

The after-histories have been obtained with a 
very few exceptions by means of a set of questions 
which the patients have answered through the 
mail. For this reason I am unable to report the 
anatomical results except in those cases who 
have undergone secondary operation; but other- 
wise a fairly accurate idea of the end result has, 
I believe, been obtained. 

In the classification of symptomatic results I 
have grouped the cases under three heads: cured, 
relieved and not relieved. Under the first are 
included only those cases who have reported 
complete relief of all symptoms without qualifi- 
cation, and under the third, those cases who have 
reported no relief of any kind. The cases which 
have been grouped under the head of relieved 
vary very considerably in the amount of relief 
obtained, but all consider themselves better than 
before operation. In regard to these it should 
be remembered that, as the data have been ob- 
tained only through the written statements of 
the patients, it has been impossible to allow for 
the personal equation. It is, therefore, probable 
that there are many cases in whom everything 
that could be reasonably expected of the operation 
has been accomplished but in whom the necessity 
of returning to work too soon or the existence of 
worries and cares at home or a neurasthenic 
temperament have been responsible for the lack 
of complete relief. 

Taking the series as a whole, 51% have been 
cured, 35.5% relieved and 13.5% not relieved. 
In 52 of the 90 cases, however, retroversion of 
the uterus was corrected and in many of them 
lacerations repaired. These cases should be 
considered as a separate group since in them the 
symptomatic result is only in part due to the 
operations on the appendages. Of these 52 cases 
then, 48% have been cured, 36.5% relieved, and 
15.5% not relieved; while of the remaining 38 





cases, in whom the appendages only were diseased, 
55.5% have been cured, 34% relieved and 10.5% 
not relieved. 


That the cases in whom multiple operations 
are necessary should show a higher percentage 
of failure is to be expected in view of the more 
extensive surgical interference to which they are 
subjected, and to the fact that in these cases 
the symptomatology is usually of longer duration 
and of greater severity. 

Of the 12 cases in whom there was no relief, 5 
were operated a second time, four months to two 
years later. These I shall speak of again. 


Of the seven remaining cases, the first, thirty-two 
years old and unmarried, had complained of dysmenor- 
rhea, backache and menorrhagia for eighteen months. 
Dudley’s operation for anteflexion, although anatomi- 
cally successful, gave no relief, and eight months later 
the abdomen was opened for enlargement of the left 
ovary, which was not present at the time of the first 
operation. The ovary was found to be cystic and was re- 
sected. Three small uterine fibroids and the appendix, 
which, however, appeared to be normal, were also 
removed. One year later there was no relief. 

The second case, twenty-five years old and unmarried, 
had suffered from severe pelvic symptoms for sixteen 
months, coming on without apparent cause and also 
severe dysmenorrhea since the periods began. The 
uterus was retroverted but the ovaries and tubes were 
normal except for a slight cyst in the right ovary. 
This was punctured but not sutured and the uterus 
suspended. Six and one-half years later, she reports 
no improvement. She has been married but has not 
become pregnant. 

The third case, twenty-nine years old and unmarried, 
had had severe backache and right sided pain for four 
years, which kept her from work. The utero-sacral 
ligaments having been stretched under ether five 
months before without relief, the left ligament was 
divided through the vagina, and the abdomen then 
opened. The right ovary was prolapsed and was re- 
placed by puckering the ovarian ligament, the uterus 
being suspended to the anterior wall. Two years later 
there was no improvement and examination showed 
that the right ovary was again prolapsed, the uterus, 
however, being in good position and the left appendages 
normal. 

The fourth case, twenty-nine years old and married, 
had complained of increasing pelvic pain for ten years. 
Operation showed adhesions about the left ovary and 
tube. These were broken up and the ovary resected, 
retroversion being corrected by shortening the round 
ligaments. The right ovary and tube were normal. 
Five years later, she considers herself, if anything, 
worse than before operation. 

In the fifth case, the symptoms dated from a mis- 
carriage, evidently followed by infection, seven years 
before. Both ovaries and tubes were adherent behind 
the uterus. The left ovary was cystic and was removed 
with its tube, and the uterus replaced by shortening 
the round ligaments. The right ovary and tube were 
normal. Three years later she reports no relief, her 
present symptoms being evidently due to adhesions. 

The sixth case, nineteen years old and unmarried, 
had had severe pelvic pain for only four weeks. Opera- 
tion was performed through the posterior vaginal 
vault. The left appendages were normal. On the 
right the ovary and tube were buried in a mass of adhe- 
sions. This was tied off with catgut and removed 
en bloc and the wound drained with iodoform gauze. 
The convalescence was delayed by the necessity of 
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draining a necrotic cicatrix behind the cervix. A year 
and a half later the patient reports herself worse than 
before. If the appendix was the origin of the inflam- 
matory condition in this case, which is suggested by 
the fact that the symptoms had been present only four 
weeks and that the right side of the pelvis only was 
involved, the continued presence of this organ, which 
it was of course impossible to remove through the 
vagina, would account for the persistence of symptoms. 
Had the abdominal route been chosen, it is at least 
probable that a better result would have been obtained. 

The last case had had severe backache and left-sided 
pain for eight years following instrumental delivery 
of her first and only child. The uterus was retroverted 
and adherent; there being also extensive adhesions 
about the ovaries and tubes. These were separated, 
a cyst in the left ovary punctured and the uterus 
replaced by shortening the round ligaments. She 
was discharged as cured in about three weeks, but two 
weeks later died at the Frost Hospital in Chelsea. The 
diagnosis was general peritonitis. Inquiry at the 
hospital shows that no history was obtained as the 
patient was comatose when brought in, and died in a 
few hours. There was no autopsy, but it seems prob- 
able that the gut had been injured during the separa- 
tion of adhesions and that perforation occurred. 


The frequency with which a secondary opera- 
tion becomes necessary after the conservative 
treatment of ovarian or tubal disease has been 
variously estimated by different observers. Po- 
lak found that secondary operation was necessary 
in 13% in a series of 161 cases. Coe found it 
necessary in over 5%, but does not give the 
number of cases on which his conclusion is based. 
Manton, in 53 patients, performed a second opera- 
tion in 3, about 6%. Burrage reports 4 secon- 
dary operations in a series of 85 cases but in 4 
more a second operation would have been done 
had the patients consented, so that his percent- 
age should be reckoned at 9.5%. It is to be 
regretted that Palmer Dudley, in his analysis of 
2,168 cases, published about a year ago, gives 
no figures on this point, as this is by far the largest 
series that has yet been reported. 

In this series, 15 cases, or 168%, have had a 
second operation. In 13 of these there was 
recurrence of cystic disease in a resected ovary 
or its appearance in the ovary which was normal 
at the time of the removal of the other for cystic 
disease. In 5 of these 13 cases, however, retro- 
version which had been corrected at the first 
operation had recurred and formed one of the 
indications for operation. In the other two 
cases, tubal disease which had not been present 
at the first operation, had developed. 

A review of these cases shows that in 2, one 
ovary was normal and the other was resected. 
The second operation was performed fifteen 
months and five years later, respectively, and in 
each case both ovaries were found to be cystic. 

In six cases one ovary was removed for cystic 
degeneration, the other being normal. In all 
of them the remaining ovary was found to be 
cystic, at the second operation which was per- 
formed nine months to five years later. One 
of these cases is worthy of reporting. A dermoid 
cyst of the right ovary was removed and the 
round ligaments shortened for retroversion. 





The condition of the left ovary was not recorded 
at this time. Nine months later, the retroversion 
having recurred, the round ligaments were again 
shortened, and several cysts in the remaining 
ovary were punctured. Six months after this, 
the retroversion having again recurred, the abdo- 
men was opened for the third time. The ovary 
was again cystic and was resected and sutured 
with catgut, the uterus being suspended. Two 
years later a ten-pound baby was born. This 
case is a good example of the benefit of conser- 
vatism. 

In 5 cases, both ovaries being cystic, one was 
removed and the other resected. The second 
operation was performed nine months to three 
and one-half years later and in each case the 
remaining ovary was cystic. In 4 of these 5 
cases, there was very slight and temporary or no 
relief after the first operation. In two of them 
extensive adhesions had been divided and had 
recurred. One case considered herself cured for 
two and one-half years, when she was kicked in 
the abdomen by a horse. This accident was 
immediately followed by bloody diarrhea for 
three days, recurring every two or three weeks 
for a year, when the second operation was per- 
formed. Extensive intestinal adhesions were 
divided and the remaining ovary, which was 
considerably enlarged, resected. In view of the 
fact that this patient had been free from symp- 
toms for over two years after the first operation, 
it may well be that the recurrence of the cystic 
degeneration was directly dependent on the dis- 
turbance in the nutrition of the ovary from the 
adhesions about it and that had the accident not 
occurred, no further trouble would have been 
experienced. 

Of the 2 remaining cases, in one, both ovaries 
were cystic, but only one was removed, the other 
being let alone. The round ligaments were 
shortened for retroversion. Four months later, 
she was operated on at the Massachusetts General 
Hospital, the remaining ovary being removed 
and the uterus suspended. 

In the other case the uterus was retroverted 
and both ovaries and tubes prolapsed and adherent 
behind the fundus. The adhesions were sepa- 
rated and the left tube resected, leaving about two 
inches, the right tube not being interfered with, 
although it was somewhat thickened. The uterus 
was replaced by puckering the round ligaments. 
The condition of the ovaries was not recorded. 
For six months there was relief, but then the 
same symptoms recurred. The second operation, 
just a year after the first, showed retroversion, 
right hydrosalpinx and a cystic right ovary. 
The right tube and ovary were removed, adhe- 
sions about the stump of the left tube and ovary 
separated, and the uterus suspended. This 
patient gave a history of exposure to infection 
before the first operation, and it is very probable 
that the necessity for a second operation finds 
its cause in a similar exposure. I have been 
unable to obtain any subsequent history. 

It is of interest to consider those cases in 
whom secondary operation was necessitated by 
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the reappearance of cystic disease in the ovaries 
in connection with the other cases in whom 
similar pathological conditions in the ovaries 
were present. 

Thus in 64 cases in whom one ovary was normal 
and the other was either resected or removed 
for cystic disease, 7 or 11 % have come to second 
operation, while in 20 cases in whom both ovaries 
were cystic, and part of one or both were saved, 
6 or 30 % have had a second operation. 

In regard to the occurrence of pregnancy after 
operation, several factors must be considered as 
in themselves precluding the possibility of such 
an occurrence. Thus, those cases in whom sub- 
sequent oophorectomy or hysterectomy was per- 
formed, as also those who have become widows 
or have remained single must be excluded. More- 
over, in patients over forty-five years of age, 
pregnancy is so unlikely to occur that they may 
also be excluded. On the other hand, those who 
have married since operation must be added. 

Allowing then, for the cases to whom these 
factors apply, there are 64 in whom there was a 
possibility of future pregnancy. Of these, 17 
or 26.5% have become pregnant, 13 or 20% 
having a normal delivery at term, and 4 one or 
more miscarriages. 

In 12 of the 17 cases, one normal ovary and 
tube was left, while the other ovary was either 
_resected or removed. In three of them retro- 
version of the uterus was also corrected and in 
one the cervix and perineum repaired. Of these 
12 cases, 2 have been married since operation, and 
one had been married two years but had not been 
pregnant. The other 9 had all had children 
before operation. 

In 3 of the remaining 5 cases, one ovary was 
removed and the other resected. All had had 
children before operation. 

One of them is the case already described as 
having had a dermoid cyst of one ovary removed 
and the other resected twice. 

In the second case, the uterus was curetted 
and the cervix and perineum removed. The 
right ovary was then removed, numerous cysts 
in the other punctured and the ovary sutured to 
the fundus, the round ligament being shortened 
for retroversion. Normal delivery occurred three 
years later. 

The third case is of especial interest. One 
Ovary was removed with its tube and a large cyst 
excised from the other, the remaining tube being 
normal. Five years later, well developed twins, 
weighing 8 and 9 pounds, were born. 

Of the remaining two cases, one was delivered 
at term, sixteen months after both ovaries had 
been resected and the uterus suspended. In 
this case the pregnancy began about seven months 
after operation. 

The last case gave a history of gonorrhea four 
years before operation. The uterus was retro- 
verted and adherent, the right tube being pro- 
lapsed and adherent behind it. This tube was 
removed, the right ovary sutured to the fundus 
and the uterus suspended. The condition of 
the left ovary and tube was not stated. Two and 





one-half years later the patient was delivered at 
term. 

In considering these cases of subsequent preg- 
nancy it is worthy of note that of those who had 
borne children before operation 28% became 
pregnant afterwards, while of those married 
women who had been sterile before operation, less 
than 10% became pregnant. 

A summary of the results embodied in this 
report may be stated as follows: 

Considering the cases together without regard 
to the extent or multiplicity of operation, partial 
or complete symptomatic relief has been obtained 
in 86.5%. Multiple operations give less good 
results as a whole than operations on the appen- 
dages alone, there being half again as large a 
percentage of failures in the former class. 

When both ovaries are cystic and part of one 
or both are saved, the chance of secondary opera- 
tion for recurrence of cystic disease is nearly three 
times as great as in those cases where one normal 
Ovary is present. 

Subsequent pregnancy has occurred in 26.5%. 
In estimating the likelihood of this occurrence in 
any given case, it may be stated that the fact 
that the patient has borne children before opera- 
tion nearly triples the chance of subsequent 
pregnancy. 
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A NEW TUBE FORCEPS AND A NEW COTTON 
CARRIER. 


BY A. COOLIDGE, JR., BOSTON. 
TUBE FORCEPS. 


In the forceps devised by Killian in connection 
with his straight tubes for the extraction of for- 
eign bodies from the bronchi and esophagus, 
the handle is in direct line with the shaft so that 
either the operator’s hand is between his eye and 
the speculum or the shaft of the forceps is bowed, 
making it difficult to control the grasping end. 
To overcome this I have had a forceps made in 








which the handle is attached at right angles to 
the central shaft, carrying the blades. The 
barrel or tube surrounding the central shaft is 
pushed down on to and closes the blades by the 
action of a trigger operated by the forefinger, 
the rest of the hand maintaining a firm hold of 
the handle. The operator is thus able to look 
along the shaft of the instrument without bend- 
ing it, and to control the farther end under direct 
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inspection. The central shaft is screwed into 
the handle so that it can be adjusted to open in 
any direction, and as the blades are closed by 
pushing the barrel on to them, not by pulling them 
into the barrel, they do not draw away from the 
object to be seized, at the moment of grasping. 
I have with this instrument by lower bronchos- 
copy removed a prune stone firmly impacted in 
the right bronchus. 


COTTON CARRIER. 


In the esophagus the detachment from the 
carrier of the cotton used in sponging is of no 
great importance, but in a bronchus it might be 
very serious. I have seen the cotton come out 
of Killian’s carrier, in which the blades are held 
together by a ring pushed down upon them. In 
order to lock the cotton securely I have had made 


S— . 


instead of the ring, which is pushed down to shut 
the blades, a section of tube two inches long. 
On the shaft of the carrier, about two inches from 
the end, is a collar, cut with a screw thread. The 
lower part of the barrel being of a larger caliber 
slides over the collar, but the upper part engages 
in the screw. The carrier is firmly locked upon 
the cotton by a half-dozen to a dozen revolutions 
of the barrel, screwing it downwards upon the 
blades. 

Both of these instruments were made by Cod- 
man & Shurtleff, Boston. 
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Clinical Department. 


CARCINOMA OF THE FALLOPIAN TUBES. 


BY C. H. HARE, M.D., BOSTON, 


Gynecologist to Boston Dispensary and to Woman’s Charity Club 
Hospital and to Out-Patients at Carney Hospital and St. Elizabeth’s 
Hospital. 





THE writer’s part in this case is short and very 
ordinary. The entire interest is in Dr. Leary’s 
pathological report and his review of the literature. 


Mrs. 3321 entered St. Elizabeth’s Hospital in April, 
1904. Age twenty-nine; married four years. The 
family history including four sisters was negative. 
Menstruation began at fourteen and had always been 
regular every four weeks save an amenorrhea of eight 
or nine months when she came from Ireland to America 
at the age of sixteen. So far as she could remember 
she had always flowed two or three days using five or 
six napkins, then stopping two or three days and then 
again flowing from three to seven days using two or 
three napkins daily. Dysmenorrhea was bad from 
the first menstruation and had kept her in bed a day 
or two when convenient, but for a year there had been 
no dysmenorrhea. Never had any leucorrhea, never 
any bloody staining between catamenia; micturition 
four or five times by day and for six or eight months 
once or twice by night. Never had dysuria. Consti- 
pated. No pain anywhere at present, though about 
three years ago she was treated in the City Hospital 
Out-Patient for pain in the right iliac region at which 
time operation was advised but refused. Weight, 145 
pounds and unchanged. Sterility was her only com- 
plaint and for this alone she entered the hospital. 

This history seems of necessity incomplete, yet it 





was not the hasty story of an unknown case, but all 
that the writer could obtain by much questioning after 
he knew the pathological diagnosis. 

The urine, heart and lungs were normal, and the 
writer first operated April 14, 1904, supposing it to be 
the ordinary case of chronic tubes and retroversion. 
The uterine canal was three inches deep. Curetting 
yielded a scant amount of curettings, but an unusual 
bleeding. On opening the abdomen there were solid 
adhesions everywhere. The omentum was adherent 
to the bladder, to the anterior abdominal wall in the 
right lower quadrant and to everything under it in 
this region and torn pieces were removed. Tubes, 
ovaries, uterus, intestines, cecum and appendix were 
matted to whatever each touched in the pelvis, but 
were freed by good luck without tearing intestine. 
The left ovary was fair after pricking a few cysts and 
was not removed. The right ovary was enlarged by 
small cysts to three times normal size and was resected, 
leaving a small piece; each tube was thumb size at 
the fimbriated ends, but the balance, pencil size and 
hard, and both were removed entire by taking a wedge- 
shaped piece out of the uterine cornu. A small appen- 
dix buried with adhesion was removed. Ventral 
suspension was done. She was filled with salt solution 
with the hope of lessening pelvic adhesions and closed 
in layers. Iodized catgut was used for all the work, 
save kangaroo for the suspension and abdominal 
fascia and silkworm gut for the skin, which were re- 
moved on the tenth day. She had an unusually easy 
convalescence, the temperature never being recorded 
above 100° and pulse never over 90 after leaving the 
operating room. 

The pathological report, Primary Carcinoma of the 
Fallopian Tube’ by Dr. Leary was a total surprise to 
me. The writer did the second celiotomy April 29, 
or fifteen days after the first, going through the same 
abdominal incision. The fundus was solidly attached 
to the abdominal wall. Adhesions were solid every- 
where and between everything touching. The general 
oozing was most troublesome. Uterus, ovaries and a 
piece of the omentum were removed. Three slight 
tears of the intestine were all seen when made and at 
once closed. The vaginal vault was closed and she 
was then filled with salt solution and the abdominal 
wall closed in layers without drainage. Iodized catgut 
was used for all work, save kangaroo in the fascia and 
silkworm gut in the skin, which were removed on the 
eighth day. The operation seemed well borne, but 
moderate shock followed. Convalescence was normal. 
Pulse was never above 90 after the fourth day. She 
sat up on the eighteenth day and went home May 24, 
apparently perfectly well and without complaints. 

The patient was examined to-day and nothing ab- 
normal found. Since September she has done her 
home work except the washing. She has gained four 
pounds in the last two months. She has had four or 
five attacks of rectal pain lasting twelve to twenty-four 
hours. An occasional pain in the right iliac region. 
These occurred when especially constipated and are 
her only complaints. 
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A CASE OF FOREIGN BODY IN THE LARYNX; 
REMOVAL; RECOVERY. 


BY THOS. T. PERKINS, M.D., CLIFTONDALE, MASS. 


On the morning of Jan. 21, 1904, I examined 
a patient’s throat, who sent word that she had 
swallowed a fish bone or tack while eating bread, 
and that she had suffered severe pain in her 
throat since. 


1 The full pathological report will be published by Dr. Leary. 























a 














Vou, CLII, No. 21] 


BOSTON MEDICAL AND SURGICAL JOURNAL 607 





The patient was a strong, well-developed washer- 
woman, forty-seven years of age. She was lying on a 
lounge apparently suffering severe pain. She gave 
the following history: On the preceding Monday, 
Jan. 18, she bought a loaf of baker’s bread and later 
while eating some of it felt a sharp prick in her throat 
which developed into a severe pain when she tried to 
swallow. This pain became a constant, dull ache, in 
a few hours. On the following day, Tuesday, one of 
the city physicians sent her to the Lynn Hospital for 
treatment. The house officers examined her throat 
for a foreign body, presumably a pin or tack, but failed 
to find anything pathological there. They gave her a 
drink of water which seemed to relieve her completely 
for the time being, and told her to come back Friday 
if she had any further trouble in swallowing. As soon 
as she got home, the pricking pain recurred and kept 
growing worse. She felt chilly and sick all day Wednes- 
day and Thursday. 

When I saw her Friday morning she complained of 
feeling chilly, and had been unable to sleep for three 
days and nights on account of pain. She could swallow 
no solid food and had been obiiged to live on small 
amounts of raw egg and milk. Whenever she at- 
tempted to swallow, the pain became excruciating. 
She said “ her throat felt as though she had a thorn in 
it that pricked her severely.” 

External examination showed no swelling of the 
throat. Palpation revealed a tender spot on the left 
side of the neck, opposite the upper border of the 
cricoid cartilage. She complained of moderate tender- 
ness over the entire cartilage, in fact. On internal 
examination, with poor illumination aided by head 
and larygneal mirrors, I could find no foreign body 
in the mouth, tonsils, supratonsillar fosse, nor at 
the base of the tongue in the glosso-epiglottic fosse. 
Nor could anything be found in the region behind the 
posterior pillars of the fauces, nor in the oro-pharynx. 
Examination of the larynx, with the head tilted well 
back, revealed a foreign body sticking straight up from 
the left ventricular band, directly behind the cartilage 
of Wrisberg. It was white in color and not more than 
one-eighth of an inch of it was visible above the ven- 
tricular band. What appeared to be the blunt end of 
a fish bone was sharply outlined against the pink, 
swollen mucous membrane that covered the arytenoid 
cartilages. 
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Fic. 1. 


The vocal cords were normal in color and their 
movements were unimpaired in adduction and abduc- 
tion. The patient’s voice was slightly husky. I was 
thoroughly satisfied that she needed immediate relief, 
but the difficulties to be overcome where she was were 
too great. It was impossible to relieve her without 
good illumination, cocaine and proper throat forceps. 

Later at my office, her throat was first thoroughly 





anesthetized with a 2% solution of cocaine; then 
sprayed with an adrenalin chloride solution, strength 
1-1000. By use of a twenty-six candle power 
incandescent light an attempt was then made to re- 
move the foreign body by aid of McKenzie throat 
forceps. 

The bone was siezed and an attempt was made to 
lift it out of its position, but it was so firmly imbedded 
it refused to yield, and the whole larynx was lifted 
with the bone up toward the base of the tongue. Three 
or four subsequent attempts gave the same result ; then 
as there was slight bleeding, it became necessary to 
spray the larynx with adrenalin and anesthetize again 
with cocaine. Several following attempts merely 
succeeded in raising the bone a short distance and in 
loosening it a little in its bed, where it seemed lodged 
almost as firmly as ever. The final successful effort 
came after the patient had had a few- minutes’ 
rest. Forceps were introduced and the bone was lifted 
vigorously upwards. The moment the bone began to 
move from its bed, the patient jerked her head away 
and began retching and gagging violently. The bone, 
which had been freed, was knocked from the forceps, 





Fia. 2. 


but rested fortunately with one end against the poste- 
rior surface of the epiglottis, the other on the free 
surface of the ventricular band. The operator then 
introduced his right forefinger into the patient’s larynx 
and hooked out the bone. 

The bone proved to be an irregular sliver, presuma- 
ably from a beef bone, smooth on one side and corru- 
gated on the other. It was a trifle over 1, inches long 
and barely # of an inch wide at the broadest part. 

The larynx was again sprayed with adrenalin to 
check slight hemorrhage following the extraction of 
the bone. The patient was then given an oil spray, 
told to live on liquid diet and sent to her home. 

I saw her the next day. The pain in her throat had 
ceased and she was able to swallow without difficulty. 
The following day she came to my office and I had an 
opportunity to examine her larynx. The swelling had 
greatly subsided and the mucous membrane had as- 
sumed a nearly normal aspect. On external examina- 
tion there was no longer any tenderness over the cri- 
coid cartilage and her voice was unaffected. I did 
not have an opportunity to see her again, but learned 
from her sister that she made an uneventful recovery. 


The important lesson this case teaches is that 
the only safe rule to follow, when a patient be- 
lieves a foreign body has lodged in the throat, 
is to assume there is a foreign body there until 
the supposition has been disproved by a most 
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careful and painstaking search in every nook 
and corner of the mouth and throat. 

It also illustrates the remarkable tolerance 
of the human larynx, when it has once become 
accustomed to the presence of a foreign body 
lodged within its tissues. 

The baking of the bone in the loaf of bread 
probably rendered it sterile, thus accounting for 
the moderate amount of inflammatory reaction 
that had taken place in the ventricular band. 





Medical Progress. 
PROGRESS IN HYGIENE. 


BY CHARLES HARRINGTON, M.D., BOSTON, 


Assistant Professor of Hygiene Harvard Medical School; Secretary 
Massachusetts State Board of Health. 


THE PROTEID NEEDS OF THE BODY. 


THE most important contribution made during 
the past year to the subject of nutrition is from 
the laboratory of Prof. R. H. Chittenden,’ whose 
experiments, which extended over many months, 
show conclusively that the hitherto accepted 
requirement of 118 gm. of proteids daily is about 
twice what the body actually needs. The sub- 
jects of his experiments included men engaged 
in intellectual pursuits, soldiers of the United 
States army, and student athletes in training. 
Not only were they able to perform their regular 
work with the lessened allowance, but they 
performed it better and showed a marked gain 
in general excellence of condition. The dimin- 
ished intake of proteid involved no compensatory 
increase in carbohydrates and fats; indeed, it 
appeared that the accepted standards for these 
components of the diet also are too high. 


INTERCOMMUNICABILITY OF HUMAN AND BOVINE 
TUBERCULOSIS. 

Among the large number of papers on the vexed 
question of reciprocal infectivity of the bacilli of 
human and bovine tuberculosis, the most note- 
worthy are -the Interim Report of the Royal 
Commission and the findings of the German 
Tuberculosis Commission. The former concludes 
that the two diseases are identical, both in general 
features and in finer histological details. Seven 
of the twenty strains of human tuberculosis 
bacilli employed were found to be acutely infec- 
tive for cattle, and in some instances the disease 
was of remarkable severity. Some of the less 
virulent strains gained greatly in virulence on 
reinoculation from one animal into another. 
The German commission tested thirty-nine cul- 
tures of human origin and found four that pro- 
duced general tuberculosis in calves; but these 
were derived frum children, and it was claimed 
that they must have been of bovine origin, the 
children having become infected through the 
milk of tuberculous cows. Thus, in attempting 
to explain the infectivity of human bacilli for 
the bovine species, it became necessary to admit 
the possibility of human infection from bovine 
sources. 


From an experience with several thousand 





cases of tuberculosis within the past few years, 
Raw ? concludes that man is subject to two kinds 
of tuberculosis: the pulmonary form, rare in 
young children and due to bacilli of human 
origin; and other forms, as tubercular joints, 
tubercular meningitis, and abdominal tubercu- 
losis, rare in adults and due to bacilli of bovine 
origin. Of nearly 300 cases of tabes mesenterica 
seen by him in twelve years, not one of the sub- 
jects was a breast-fed child. 

According to Heller Wagner found, in the 
course of 600 autopsies at Kiel, 76 cases of pri- 
mary tuberculosis of the intestines and mesen- 
teric glands, and Hof found, in 15,000, nearly 
2,500 with primary tuberculosis of the digestive 
tract and no lesions in the lungs. He explains 
that, while in Berlin it is the rule that milk is 
boiled before use, in the country about Kiel it 
is commonly consumed without treatment. 


IDENTITY OF MEAT POISONING AND PARATYPHOID. 


In the course of a study of an outbreak of 
meat poisoning at Diisseldorf, Trautmann ‘ 
isolated a bacillus, which he compared with 
cultures of the organisms which were proved to 
have been the exciting causes of a number of ex- 
tensive outbreaks in other parts of Germany, and 
also with various strains of paratyphoid bacilli. 
His observations led him to conclude that while 
they all offer slight differences in morphology 
and cultural peculiarities, they show no funda- 
mental difference and are actually varieties of 
a single organism. It seems probable that the 
differences in the character, severity and order 
of appearance of symptoms in meat poisoning, 
other than botulism, and in paratyphoid depend 
upon the slight racial differences in the bacteria 
and upon the degree of virulence and individual 
susceptibility. Not a few outbreaks of meat 
poisoning have been indistinguishable from para- 
typhoid and some of severe form have been 
mistaken for true typhoid. The typical meat 
poisoning is believed by Trautmann to be the 
hyperacute, and paratyphoid to be the subacute, 
manifestation of an etiologically similar disturb- 
ance due to different varieties of an organism 
for which he proposes the name Bacillus para- 
typhosus. 


THREE CASES OF BOTULISM, WITH RECOVERY. 


Three interesting cases of botulism in which 
the symptoms were the same in kind, but different 
in degree, are reported by Pelzl.6 The persons 
affected were young vigorous men of about the 
same age. The first to present himself on Febru- 
ary 13 had the usual symptoms — double vision, 
dryness of the mouth and fauces, dysphagia, 
difficult micturition and constipation. He could 
think of nothing suspicious that he had eaten, 
but two days later he recalled that on February 
7, he and two companions had eaten a smoked 
home-made sausage weighing about a pound. 
He had felt a slight burning sensation in the 
stomach during the night, but felt perfectly well 
on the day following. On February 9, he had 
some pain in the stomach, but the appetite was 
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good and he ate heartily. Then he had a liquid 
stool and vomited. On the following day, he had 
double vision. Three days later, he presented 
himself for treatment with the symptoms above- 
mentioned. Swallowing became impossible two 
days later and he was fed by the stomach tube, 
which was introduced with no resistance, the 
whole passage being paralyzed. In a few days, 
he began to improve, but it was two months 
before he fully recovered. The other victims 
did not seek medical aid until nearly two weeks 
after eating of the sausage, although they had had 
some disturbances of thesame nature. Their 
condition was practically the same and they 
made the same slow but complete recovery. 


POISONING BY MUSSELS. 


Two cases of poisoning by mussels taken from 
water known to be polluted are reported by 
Rolfe.6 The mussels were washed and then 
cooked in several changes of water. Four hours 
after they were eaten, the victims, sailors, past 
middle life, were seized with giddiness and soon 
were unable to stand, or, indeed, to sit up in bed. 
One of them vomited several times. The symp- 
toms included slight abdominal pain, mental 
excitement, and a condition resembling the early 
stages of alcoholism. The pulse was full and 
bounding; temperature normal. There was 
numbness of the extremities, especially of the 
hands, and sensation was much diminished. 
The elbow and knee reflexes were not exagger- 
ated. The pupils were dilated, but reacted to 
light. The abdomen was distended and tympani- 
tic and there was slight tenderness.in the epigas- 
trium. At the end of another hour, both began 
to feel a dryness in the throat and constriction 
in the neck, and the younger of the two suddenly 
had an attack of syncope and died. The survivor 
grew gradually worse, with increasing distention 
of the abdomen, slight delirium, syncopal attacks, 
and difficulty of breathing, which was much 
relieved by cold compresses applied to the neck. 
Doses of hot strong coffee, which were swallowed 
with difficulty, produced marked, but transient, 
effects; but small doses of aromatic spirits of 
ammonia, well diluted, made matters worse and 
caused choking and syncopal attacks. After 
repeated enemata of soap and water, which were 
productive of the desired results, the patient 
began to make rapid improvement. The tongue 
cleared up, restlessness disappeared, and he fell 
asleep; but on awakening he had dizziness and 
headache, which persisted two days. Recovery 
was complete after some days, but there was 
slight albuminuria, which may have existed before. 
It is interesting that the one who vomited several 
times died, while the elder, a man of seventy, 
who did not vomit and who had presumably an 
old lesion of the kidneys, recovered. 


ACTION OF BORON PRESERVATIVES ON THE SYSTEM. 


The results of his extensive investigation of 
the effeets of boric acid and borax in foods on the 
human system were communicated by Dr. H. W. 
Wiley, on Nov. 17, 1904, in an address before the 





New York Academy of Medicine. They demon- 
strate that borated foods cause diminished elimi- 
nation of nitrogen (interference with metabolism), 
increased excretion of phosphoric acid (disinte- 
gration of bony structures), and increased physio- 
logic albuminuria. Of the total amount of the 
boron compounds ingested, 80% was found to 
be eliminated by the kidneys. 

The experiments of the reviewer ’? show that, in 
cats, the continued ingestion of borax causes, in 
the kidneys, lesions which, while not conform- 
ing to any definite type, are analogous to those 
found in subacute and chronic nephritis in human 
beings. These changes were observed in the 
kidneys of every one of six cats fed on borated 
meat for nineteen weeks, while those of six other 
cats kept under similar conditions, but fed on 
non-borated meat for the same period, showed 
no lesions whatever. 


MILK HYGIENE. 


According to the experiments of Kolle,’ raw 
milk has a distinct bactericidal effect on cholera 
organisms, but not on other pathogenic bacteria, 
and this is independent of acid formation. It 
is lessened by heating to 140° F. and destroyed 
by boiling. Against the dysentery organisms, raw 
milk possesses a slight inhibitive power, which 
is destroyed at 158° F. But a temperature of 
140° F. was found to be high enough for the de- 
struction in ten minutes of the bacteria of typhoid, 
paratyphoid, meat poisoning, dysentery and 
cholera. 

In the decomposition of milk at ordinary 
temperatures, various forms of lactic acid are 
produced, the optically active form always being 
present and appearing before the optically in- 
active variety. According to Thiele,® the former 
appears at 98.6° F., but soon goes over into the 
latter. The chief excitant of fermentation is 
Kozai’s B. acidi paralaticic, which appears to be 
able to split the optically inactive acid and to 
affect injuriously the levo-rotatory modification. 
Lowenstein ” asserts that the slowness with which 
rennet acts upon milk to which formalin has been 
added is due to changes produced in the casein 
and not to the destruction of the enzymes, for 
watery solutions of the latter are very resistant 
to formalin, although in the form of powder, they 
are killed by long exposure to formaldehyde gas. 
According to Kolle," the addition of small amounts 
of formalin causes the inhibition of the lactic 
acid bacteria, while other forms multiply with- 
out producing any curdling. In milk treated 
according to Behring’s plan with formalin, added 
pathogenic bacteria were found after three to 
five days. 

Vaughn * has shown that even one part of 
formaldehyde in 50,000 of milk inhibits the growth 
of the lactic acid bacilli and prevents souring, 
but has little influence on the colon bacillus. 


EPIDEMICS SPREAD BY MILK. 


Scarlet fever. — Robertson reports that a 
sudden outbreak of scarlet fever led him at the 
end of three days to conclude that it was being 
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spread by the milk of a certain retail shop, which 
place he found to be in a scrupulously clean con- 
dition. At the time of the visit, two children 
were noticed playing about, and the condition 
of one of them was such as to arouse suspicion. 
Both were sent away, and three days later were 
sent to hospital with scarlet fever. When visited, 
the mother had red swollen tonsils, but other 
persons who handled the milk showed nothing 
abnormal. After the children had been sent 
away, the whole shop and contents and the ad- 
joining rooms were disinfected with formalde- 
hyde, and all the vessels were steamed. Cases 
continued to be reported, and six days after the 
children were sent away, the selling of milk in 
the shop was stopped, but distribution continued 
from the cowshed. The mother’s throat being 
worse, she was sent to hospital to be with her 
children, and the outbreak suddenly declined. 
More than forty cases had been notified. The 
children slept with the mother, whose sore throat 
antedated their illness by a week. She sought 
the comfort of the kitchen, and being advised 
not to go out, she let her shop girl go away for a 
few days and served the milk herself as called for. 
Typhoid fever. — Stokes“ describes an out- 
break of typhoid fever among factory hands who 
were served at noon with a light luncheon, which 
included a glass of milk. The employees of the 
factory included 1,500 women and girls, and 400 
men, whose luncheon included beer instead of 
milk and among whom no cases occurred. As 
many as 200 women were absent at one time 
from all causes. The milk supply came from a 
dairy where unsanitary conditions prevailed. 
Bacteriological examination showed 4,500,000 
bacteria per centimeter, and colon bacilli were 
demonstrated in yoo ec. samples. The milk 
was cooled in close proximity to a box full of 
liquid fecal matter, much visited by flies which had 
access also to the milk room. The milk supply 
was shut off and the outbreak ceased at once. 
Septic sore throat. — About 250 cases of septic 
sore throat were traced by Pierce * to the milk 
of a herd of 20 cows, 4 of which had garget, with 
pus and streptococci in their milk. The out- 
break ceased when the milk was cut off. In 
many instances whole families were seized, and 
in one house there were 12 cases in 13 inmates. 
Before the cases developed among the patrons 
of the diary, the farmer, his wife, and his four 
children were severely sick. In most of the cases, 
there was considerable constitutional disturbance 
and marked involvement of the submaxillary 
and posterior cervical glands, which were en- 
larged for a long time. A number of the victims 
suffered pain and tenderness of the joints in addi- 
tion to the throat symptoms. In five cases, 
severe erysipelas supervened, one of which 
terminated in a mastoid abscess and death. 


TYPHOID FEVER SPREAD BY DIRECT INFECTION. 


A sudden outbreak of typhoid fever in a public 
institution was investigated by Herbert * who 
records it as one of direct infection through 
salads and other foods prepared by a woman 





who had become infected by contact with the 
stools of the original case. Of the 98 inmates 
seized, 59 came down within three days. 

Another, much larger and more important, 
outbreak due to direct infection is described by 
Noetel.” It occurred in seven small communities 
in East Prussia, near Russian Poland, with a 
total population of about 65,000, mostly Polish 
and very largely coal miners. Among these 
people there were 927 cases, 84 of which resulted 
fatally. The water supply, milk and other foods, 
and the method of sewage disposal were investi- 
gated and held blameless; and the spread of the 
disease was attributed to the filthy habits of 
an ignorant, though industrious, people, who 
dwelt in overcrowded houses, in which fecal 
contamination was not regarded with disfavor. 
Only by vigorous action on the part of the public 
health authorities was the epidemic held in check; 
all discharges were disinfected, there was a general 
cleaning up, and all ambulant cases were looked 
for and isolated. Noetel advocates in all cases 
of such epidemics among ignorant, uncleanly 
populations, the removal of all the sick to isola- 
tion hospitals, where their discharges can be 
properly disinfected. 


VIABILITY OF THE TYPHOID ORGANISM IN WATER. 


The results of an investigation conducted by 
Jordan, Russell and Zeit ® to determine the length 
of life of typhoid bacilli in drinking water differ 
very materially from those obtained by some 
other experimenters, notably Konradi,’® who 
kept infected tap water at room temperature 
and found the bacilli as late as the four hundred 
and ninety-ninth day. They placed the organ- 
isms in water, under conditions approaching as 
nearly as possible for successful experimentation 
those which exist naturally. Sacks of celloidin or 
parchment, two and a half inches in diameter 
and holding from 200 cc. to 300 cc., were em- 
ployed as containers. These were suspended in 
the water of Lake Michigan, in that of the Illinois 
River at Averyville, in that of the Chicago River, 
and in that of the Sanitary Canal. By employing 
the sacks, the bacilli were kept from being dis- 
seminated in the water to whose influence they 
were exposed, and at the same time their excre- 
tory products, which might act upon themselves, 
could escape. At short intervals, tests were 
made of the contents of the sacks to determine 
the presence of living organisms. In tap water 
containing 150 or fewer bacteria per cubic cen- 
timeter and sown with 1,750,000 typhoid bacilli, 
the organisms could not be found after the sixth 
day, and in polluted water containing 2,500,000 
organisms per cubic centimeter, not after the 
third. They conclude that, under conditions 
probably closely simulating natural conditions, 
the vast majority of typhoid bacilli introduced 
into the several waters studied perished within 
four days; that while it is theoretically possible 
that specially resistant bacilli may exist and 
withstand for a longer time the hostile influences 
evidently present in water, they must be few in 
number and constitute but a small proportion 
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of those introduced; but it is not’ intended to 
claim that the behavior of the bacilli under the 
conditions described is representative of all con- 
ditions obtaining in all natural bodies of water. 

The experiments of Hewlett ” yielded results 
which were more in agreement with those of the 
Chicago observers, yet disagreeing, than with 
those of Konradi. He introduced large numbers 
of the bacilli into sterilized tap water of the 
New River Company and into Thames water from 
near Waterloo Bridge, and found that in the 
former they lived up to three weeks after inocu- 
lation, but not after four weeks; and that, in 
the latter, they lived up to two weeks and rarely 
longer. Thus, they lived longer in the purer 
water; and this is in accord with the assertion 
made by many that, in competition with other 
species, they tend to die out. 

In spite of all that has been written on the 
subject of competition with other forms of bac- 
terial life, it would appear that, under certain 
conditions, the typhoid organism may resist what, 
theoretically, should be inimical influences. Thus 
it is stated by Springfeld, Graeve and Bruns”! 
that in a part of the town of Haspe, 4% of the 
population were seized with typhoid fever. Part 
of the watershed had been dressed with manure 
which contained typhoid excreta, and the mud 
from the bottom of the reservoir yielded bacilli 
which gave microscopic, cultural and aggluti- 
native proof that they were B. typhosus. 


THE SCOURGE OF UNCINARIASIS. 


The report of Drs. Ashford, King, and Igara- 
videz on the so-called anemia of Porto Rico” 
is a most valuable contribution to the literature 
of uncinariasis. From their painstaking inves- 
tigation they conclude that the disease known 
as ‘‘ anemia ” in Porto Rico is asymptom of some 
definite pathologic entity, or a consequence of 
some aberration of physiologic processes, caused 
by improper diet, unhygienic surroundings, 
ete.; that it is due in the great majority of cases 
to uncinariasis; that the parasitic worm gains 
entrance to the subject, generally by penetration 
of the larva through the skin; that the disease 
is marked by profound anemia and degeneration 
of vital organs, leading to chronic invalidism, 
and often results in death; that about 90% of 
the rural population in all parts of the island are 
affected; that the affection is curable in the great 
majority of cases and is susceptible to restriction 
or elimination in proportion to the observance 
of elementary hygienic laws and the treatment 
and cure of those already afflicted; and that the 
few cases in which anemia is symptomatic of 
other disease or condition are the same as in other 
countries and are produced by the same causes. 

Illustrative of the now well-known prevalence 
of the disease in tbe South may be cited the re- 
sults of an examination by Warfield ** of the 60 
inmates of an orphanage near Savannah, 48 of 
whom were found to be infested with the para- 
sites; and in connection with the assertion of 
the Porto Rican investigators that the channel 
of infection is the skin, it is interesting to note 





that 45 of these 48 had a history of ground-itch, 
and that Dr. C. A. Smith * has proved it experi- 
mentally by binding earth containing the larvee 
to a man’s wrist for an hour and finding the eggs 
in his stools in the middle of the seventh week 
thereafter. That ground-itch is the most impor- 
tant factor in the transmission of the disease, is 
the opinion also of Nicholson and Rankin * who 
observe that where there is no ground-itch there 
is little or no uncinariasis, and that where the 
one is common, the other is also. Nearly all of 
a large number of cases investigated by them gave 
a history of ground-itch. 

In Westphalia, according to Bruns,” preven- 
tive measures and medical treatment reduced 
the number of cases in 86 mines, employing 70,000 
men, from 13,621 to 3,663 within a period of nine 
months. The people are instructed by lectures, 
pamphlets and pictures, and for their use are 
provided, above ground, extensive model sani- 
tary bathhouses and waterclosets, while under 
ground, in the mines, receptacles for stools are 
provided in great numbers. Attempts to dis- 
infect the mines were abandoned as futile. The 
expense and practical impossibility of ridding a 
mine of the parasite make preventive measures 
of the utmost importance. In Great Britain, 
the Committee ot the British Association” has 
advised that the main roads underground and 
the pit’s mouth be provided with proper sanitary 
accommodations; that regulations be adopted 
and enforced to prevent pollution of the pit 
by human excreta; that workmen from infected 
places be subject to a brief period of quarantine; 
and that the disease be included in the list of 
those notifiable to the authorities. 


FORMALDEHYDE DISINFECTION. 


The influence of temperature in formaldehyde 
disinfection is, according to Bonhoff,” under- 
estimated, and it would appear that, in cold 
weather, raising the temperature is of more im- 
portance than increasing the amount of the 
disinfectant. He believes that 2.5 gm. of the 
agent to the cubic meter of air is altogether too 
small, and that in ordinary cases this amount 
should be doubled, and, with unfavorable condi- 
tions, quadrupled. 

A simple method of generating the gas without 
the use of apparatus or lamps is suggested by 
Evans and Russell,” based upon the fact that 
when formalin is brought in contact with pow- 
dered potassium permanganate a violent reaction 
occurs with the evolution of much heat. They 
reckoned experimentally that for each pint of 
formalin used, 6.5 oz. of the powdered crystals 
are needed. It is necessary only to place the 
latter in a suitable receptacle and pour the for- 
malin directly upon it, the operator leaving the 
room as quickly as possible thereafter. The 
receptacle recommended is made of tin and con- 
sists of a cylindrical base, eight inches in height 
and ten inches in diameter, with a flaring top, 
which at the height of 154 in. from the bottom 
of the vessel is 174 in. in diameter. It was 
found that 81% of the formalin is vaporized 
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within five minutes of the beginning of the re- 
action, so great is the heat evolved. Salmon *” 
asserts that Evans and Russell’s proportions 
are wrong; that 6 oz. of formalin require 5 oz. 
of permanganate, and that by the method above 
described, but little more than a quarter of the 
available gas is liberated. Salmon would use 
20 oz. of formalin and 16% oz. of permanganate 
for each thousand cubic feet of space to be dis- 
infected. 
INDUSTRIAL HYGIENE. 


Lead workers.—According to Dr. Lewin,” women 
are more commonly victims of industrial lead- 
poisoning than men. Of the operatives in the 
type foundries of Vienna, 26.4% of the women 
and but 6.9% of the men are affected; and of 
the women engaged in making lead capsules, 
no less than 80% show some evidence of poison- 
ing. The influence of lead on fecundity is very 
marked. As an instance, he cites the history 
of seven couples with a record of 32 pregnancies, 
11 miscarriages, 16 deaths before the completion of 
the third year and 3 more shortly after reaching 
that age. Eighty-one other women with a record 
of 123 pregnancies had but 14 living children. 

Rubber manufacture. —It is not generally 
known that the use of carbon disulphide in the 
manufacture of rubber goods leads sometimes 
to more than a temporary disturbance of the 
nervous system, which disturbance usually dis- 
appears with change in occupation. Koster * 
states that chronic poisoning is very common 
among the women employed in the rubber fac- 
tories in and about Leipzig, and he gives the 
details of several cases. 
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Tue Memorial Institute for Infectious Diseases of 
Chicago has established, according to the Medical 
Record, a Serum Division as a branch of its scientific 
and experimental work. This division will undertake 
the preparation of various sera and will also prosecute 
investigation into some of the problems of immunity 
and serumtherapy. Prof. Edwin O. Jordan of the 
University of Chicago has been placed in charge of the 
Serum Division, and preparations for the new work 
are now well under way. 
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fieports of Aocieties. 


THE OBSTETRICAL SOCIETY OF BOSTON. 
MALCOLM Storer, M.D., Secretary. 


MEETING of November 22, 1904. The President, 
Dr. J. B. Swirr, in the chair. 


Dr. C. H. Hare and, by invitation, Dr. T. Leary 
reported 


A CASE OF PRIMARY CARCINOMA OF THE FALLOPIAN 
TURE.’ 
Dr. R. G. Wapswortn, by invitation, read a paper 
entitled: 


CONSERVATIVE OPERATIONS UPON THE TUBES AND 
OVARIES: AN ANALYSIS OF 90 CASES.” 


Dr. ALFRED WorcesTER: I had hoped that the 
reader would make some statement as to the supposed 
mental and nervous advantages of conservative opera- 
tions. Ido not know whether such data are obtainable 
in a report based on correspondence, but if they could 
be obtained they would be very valuable. As far as 
my own somewhat limited experience goes, I have 
never had reason to feel that patients who have had 
their ovaries entirely removed suffer under any dis- 
advantages as conipared with those who having had 
one ovary removed have the possibility of a second 
operation hanging over them. In my experience 
the knowledge that a woman can have no more trouble 
helps build her up after an operation much more than 
the knowledge that she has a bit of ovarian tissue left. 

Dr. G. H. Wasusurn: I am rather surprised at the 
low percentage of pregnancies following conservative 
operations that the reader has reported. I should 
have expected that it would have proved to be dis- 
tinctly higher. It is my experience that the relief to 
nervous symptoms is much greater when portions of 
the ovary are preserved. As to recurrence, while I 
have not tabulated my cases, I am quite sure that it 
has been less than 10%. I think the tendency to pre- 
serve organs is one in the right direction; it is cer- 
tainly much better than the wholesale removal that 
used to be in vogue. Perhaps the pendulum has swung 
too far the other way, but I am not convinced of it. 

Dr. Epwarp Reynotps: While I began as a skeptic 
on the subject of conservative surgery, I have lived to 
go far to the other side. In considering this subject 
we must first ask in a given case whether the indications 
for conservative work are present and secondly whether 
it is possible to do it. I think we should be guided by 
many factors such as the mental make-up of the woman, 
her age and her social condition. In women well on 
to forty, especially if they are single, it is surgical folly 
to take the chance of a secondary operation for the 
sake of saving a portion of an ovary, while with women 
at the other extreme, at the beginning of childbearing 
life, it is surely cruelty to remove the ovaries entirely 
unless it is absolutely necessary. I think the matter 
is one that should be thoroughly talked out beforehand 
with the patient. 

As regards nervous conditions, the removal of the 
ovaries in women near the menopause sometimes, 
though rarely, causes disturbances. The younger the 
woman the greater is the chance of bad results. On 
the other hand, very little disturbance follows conser- 
vative operations as a rule. As regards the question 
of the possibility of doing conservative work, we must 
discriminate as to what kind of an ovary we are dealing 
with. If it is studded with a large number of little 
cysts it is a dangerous ovary to resect. If, on the other 


1 See page 606 of the JocRNAL. 
2See page 602 of the JouRNAL. 
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hand, the ovary contains only a few even very well 
developed cysts we may sometimes resect them with 
very great success. I have not analyzed my cases but 
1 have done quite a number of them and I have noticed 
that not one of the private cases has come to a secon- 
dary operation. This is because I have been able to 
follow them much more carefully than is possible with 
hospital cases and I feel that the question of secondary 
operation is largely dependent on proper care after the 
first one. It will be noticed that in most of the cases 
in which a secondary operation is threatened the pa- 
tient is much worse at the menstrual period. It is 
my custom, in such cases, to insist that for several 
months great care be taken during the menstrual 
period. I am very apt to keep up local depletion 
with glycerine suppositories before and actually during 
the menstrual period, with rest in bed while flowing. 
There is much still to be learned about this question of 
conservatism but I feel that the tendency will be to 
save more and more. 

Dr. CHARLES M. GREEN: I agree that our attitude 
should be towards conservatism. Much depends on 
the patient’s age and previous obstetrical experience 
and also on what is her own attitude towards the ques- 
tion. In young women we should take chances. It 
is certainly a great comfort to a woman to know that 
she has not been deprived of the possibility of child- 
bearing. Of course, in such cases one sometimes has 
to do a secondary operation. I have under my care 
at present two cases in which a secondary operation 
is needed. In one a two-inch cyst has developed in a 
resected ovary. But even with such cases in view we 
should not be too hasty about removing ovaries entirely 
during the childbearing period. 

Dr. M. H. Ricnarpson: The move towards conser- 
vatism is certainly a most healthy one. My difficulty, 
and it is one that I think most men will have, is to tell 
whether a given ovary as we see it at operation is really 
one that should be removed or not. There are often 
bilateral conditions in which an apparently healthy 
ovary should be sacrificed; for instance, a true ovarian 
tumor of one ovary with nothing but a tiny cyst of 
apparently innocuous nature in the other; yet we can 
be sure that if that second ovary is left further trouble 
will develop. Iam strongly impressed by the fact that 
most women do not like to be unsexed, and I think 
their wishes should be respected when possible. I see 
many cases where both ovaries have been removed and 
a good percentage of them are wrecks who would give 
anything to have their ovaries back. We must not, 
however, carry the conservative principle too far. 

I have no great belief in the value of plastic work on 
tubes. If a plastic operation is done on a diseased 
tube there is almost certain to be more trouble later. 

Dr. G. WALKER: As a general rule my practice is 
radical as regards tubes and conservative as regards 
ovaries. I have seen a number of cases of secondary 
operation following conservative operations on the 
tubes, and agree with the last speaker that trouble is 
almost sure to follow such operations. 

Dr. J. G. Buaxe: Did the reader in getting at his 
percentage of subsequent pregnancies take into account 
the question of whether any precautions had been 
taken to prevent pregnancy? 

Dr. WapswortH: It did not seem quite advisubie 
to go into that matter in an investigation conducted 
by correspondence. 

Dr. J. B. Swirr: My experience has not been such 
as to give me any great belief in success following 
resecting of the ovaries. I have done a number of 
secondary operations and show here a pair of ovaries 
I recently removed from a patient who had had them 
resected a year previously. They are now, as you see, 
the size of a large horse-chestnut shell. 





Dr. E. H. Stevens: I should like to ask what is 
the practice of members of the Society as regards 
leaving ovaries when the tubes have been removed. 

Dr. RicHarDson: Speaking for myself I would say 
that I always leave the ovaries if they are healthy 
chiefly on account of the effect on the general system 
that the ovaries are supposed to have. 

Dr. Stevens: I have removed by secondary opera- 
tion a number of such ovaries which later became a 
source of annoyance. 

Dr. Swirt: The leaving of an ovary in such cases 
is supposed to prevent the premature menopause. 

Dr. WorcEsTER: Statistics will always be vitiated 
by the fact that fragments of an ovary are very apt 
to be left unintentionally. 

Dr. M. Storer: I am rather surprised at the skepti- 
cism that has been expressed to-night regarding con- 
servative work upon the tubes. I have not tabulated 
iny cases, but out of quite a number of tubal plastics 
I can recall four that have subsequently become preg- 
nant. In two of these cases that had a child there was 
no later trouble from the tube. I know nothing of 
the third case except that she had a child. The fourth 
is now having a secondary operation in a New York 
hospital but she has sent me word that she regards 
that as a very cheap price to pay for her baby. 

As regards conservative ovarian work we must be 
guided by the peculiarities of the given ovary, but I 
am so strongly convinced of the benefit of leaving at 
least a portion of an ovary that I always do so if I 
possibly can. I feel that hastening the menopause 
even in a woman who is pretty near it in years is to be 
deprecated. 





os 
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Recent Diterature. 





The Nervous Affections of the Heart. Being the 
Morison Lectures delivered before the Royal 
College of Physicans of Edinburgh in 1902 and 
1903. By GrorGE ALEXANDER Gipson, M.D., 


D.Se., F.R.C.P. Edin., F.R.S.E. Edinburgh 
and London: Young J. Pentland. 1904. 


For convenience of description the subject is 
divided into two sections under which are con- 
sidered, respectively, Sensory Disturbances and 
Motor Disturbances, the sensory disturbance 
par excellence being angina pectoris. The first 
section is devoted to this condition which is 
discussed under the separate heads of clinical, 
pathological and therapeutical. Strong, almost 
violent, exception is taken to further use of the 
term pseudo-angina, which ‘“ ought to be rele- 
gated to the limbo of archaic notions, as an entire 
anachronism in the twentieth century of our 
era.”’ Instead of such classification, the division 
into organic types and inorganic varieties is pre- 
ferred. Under pathology is given an intricate 
study of the nervous supply of the heart and its 
relation to the spinal segments, tracing, thereby, 
the association of pain and sensitiveness in super- 
ficial distributions. Under therapeutical consid- 
erations, as was to have been expected, nothing 
new is evolved; and again, the lectures devoted 
to the motor disturbances may be described 
rather as a lucid exposition of existing knowledge 
than as the demonstration of anything essen- 
tially fresh. 
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PLAGUE AND DISTRIBUTION OF RATS. 

THE investigation, which is now being devoted 
in various parts of the world to the general sub- 
ject of plague, gives ground for hope that before 
many years this disease also will be placed in the 
category of those wholly preventable. No doubt 
the most important facts learned during the past 
decade are those in relation to rats as direct or 
indirect carriers of the infection. Bearing on 
this matter Lieut.-Col. Bruce Skinner publishes 
in the British Medical Journal for May 6 an 
interesting series of facts and observations relat- 
ing to the geographical distribution of rats and 
their relation to plague. From this study it 
appears that certain localities have been long 
designated as “ endemic areas ” of plague. Among 
these are a certain district in Arabia on the east- 
ern shore of the Red Sea, parts of Mesopotamia 
and Persia, certain provinces of India and China 
and East and Central Africa. Toward the end 
of the seventeenth century epidemics in Europe 
were devastating in their results, but from that 
time to the present the disease has gradually 
disappeared from that continent, the cessation 
occurring from west to east. For example, the 
last epidemic in England was in 1679, the last in 
France in 1722, and the last in Turkey in 1841. 
In Southern Russia the disease appeared as late 
as 1879. In 1896, the disease again showed a 
tendency to spread, and the northern part of 
Africa, parts of Europe, Mexico, California and 
Brazil were invaded. 

In connection with these facts an investigation 
of the rat tribe becomes of importance, since its 
relationship to the disease has been definitely 
established, particularly in India and China. The 
English or long-tailed rat probably appeared in 











Europe in the thirteenth century and is world- 
wide in its distribution. The brown or Norway 
rat is of another species and is supposed to have 
come from Asia in 1726, later appearing both in 
Ingland and France. In 1775, this rat appeared 
in North America and other countries of the 
Western Hemisphere. This Norway rat is larger 
and stronger than the long-tailed variety and has 
gradually driven the latter rat into a subordinate 
position throughout Europe. If the Norway rat 
did not appear in England until 1730, it is clear 
that it had no relation with the plague of the pre- 
vious century, nor did it appear in other countries 
until after the last plague epidemic had subsided. 
This rat is known to live on shipboard and, there- 
fore, to be transported to distant places, but there 
is no evidence to show that it has been a trans- 
mitter of the disease. It is, therefore, suggested 
that the Norway rat may be immune to plague, 
and that its natural antagonism to the long-tailed 
rat may have been at least one of the preventives 
of dissemination. In Europe the long-tailed rat 
has practically given place to the Norway variety, 
and it is thought that if the Norway rat were given 
an opportunity it would before long overcome 
the variety of rat found in Egypt. 

As a general result of these interesting sugges- 
tions, Lieut.-Col. Skinner sees a possibility of 
exterminating plague through the introduction 
of an immune species of rat which is stronger 
than the existing varieties, known to propagate 
the disease. The matter evidently needs further 
investigation, and it is suggested that further 
experimental study be made of the behavior 
of the Norway rat in plague-infected areas. 
In this connection the question which the flea 
as a parasite of rats plays in the propagation 
of the disease, as brought out by certain recent 
investigations, should receive careful attention. 
It would, for example, be interesting to know 
whether the Norway rat harbors fleas, or fleas 
of the same variety as other species. The work- 
ing out of the problem with the data at hand 
should not be difficult. 

In a recent report of the Bureau of Govern- 
ent Laboratories at Manila, Dr. Maximilian 
Herzog discusses the question as to whether latent 
or dormant plague exists where the disease is 
endemic. His investigation was excited by a 
communication, made by Mr. H. A. Blake, gover- 
nor of Hongkong, in which he asserted that there 
was danger of the spread of the disease by animals 
of the most varied kind, and also that the bacilli 
might exist in the circulating blood in spite of the 
absence of all clinical signs of the disease. This 
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he calls “latent plague,” and regards as an im- 
portant factor in the spread of the infection. Dr. 
Herzog has set himself the task of determining the 
correctness of this assumption of latent plague by 
cultural methods rather than by mere examina- 
tion of the blood. As a result of this carefully 
conducted investigation on 245 native Filipinos 
and Chinese he concludes that this condition of 
so-called latent plague does not exist in Manila, 
and presumably does not exist in Hongkong. 
The claims made were not borne out by the 
methods of bacterial investigation used, and 
Herzog is inclined to the opinion that the assump- 
tion made is without adequate foundation. For 
example, in not one instance of 245 examinations 
of persons, many of whom had been much ex- 
posed to the disease, was the slightest evidence 
found of the existence of plague bacilli in the 
blood. The situation at Hongkong appears to 
be that the city is in so bad a sanitary condition 
that plague has never been completely eradicated, 
and cannot be under the existing conditions. 


oe 
> 


STUDY AND PREVENTION 
TUBERCULOSIS. 

Wits the conclusion of the annual meeting of 
the National Association for the Study and 
Prevention of Tuberculosis at Washington it 
would seem as if all that could be advantageously 
said on these subjects at the present time had 
been said. Of course there may be much reit- 
eration, but the ground has been pretty well 
cleared, and the various points of view thoroughly 
presented by laymen and physicians. 

In the Sociological Section papers were pre- 
sented by Mr. Homer Folks of New York on 
Health as an Investment; by Mr Baldwin of 
Washington on the Progress of the Sanatorium 
Movement; by Dr. Bracken of Minneapolis on 
Infection of Transportation; and Mr. Devine 
of New York laid down a working program for 
associations for the prevention of tuberculosis, 
national, state and local. These gentlemen all 
speak with a measure of authority from the 
positions which they occupy and from past or 
present experience and investigation. According 
to Mr. Folks, Secretary of the New York State 
Charities Aid Association and ex-Commissioner 
of Public Charities of New York City, with 
the text of Health as an Investment, the 
question which inevitably presents itself to a 
layman is this: If tuberculosis is a preventable 
disease, why is it not prevented? After due 
reflection he is forced to the conclusion that 





THE OF 





“all the reasons for the continued prevalence of 
this preventable disease may be resolved into 
one, namely, that we do not realize the value of 
public health as an investment; that we are not 
yet ready to devote sufficient means to the saving 
of human life, even when the opportunity is 
placed squarely before us. Which of the ten 
measures set forth by Dr. Biggs in the paper 
already referred to is fully carried into effect, even 
in the city of New York? A few of them, requir- 
ing comparatively little expenditure, are probably 
as effective as the present willingness of the medi- 
cal profession to co-operate will permit. But 
in all the very important measures, which involve 
the expenditure of large sums of money, it is only 
too evident that our present provision is very 
ineffective and incomplete, and in some very 
important directions almost grotesquely inade- 
quate. Whenever you push the inquiry as to 
the occasion of this inadequacy, you almost 
immediately come back to the underlying cause, 
the lack of adequate means. If money is the 
sinews of war, it certainly is the sinews of this 
warfare in which we are engaged. We have the 
greatest possible respect for the efficiency, the 
expertness and the devotion to the public well- 
being of our health authorities, but they and we 
must admit that the sums of money placed at 
their disposal, or at the disposal of any of their 
co-operating agencies, are woefully inadequate 
for the performance of the tasks which we all 
know are essential in checking this disease. . . .” 

The practical question then is, shall we as a com- 
munity, knowing how to restrict ‘ effectively 
this terrible scourge, be satisfied with the piece- 
meal method, advancing slowly, a step here and 
a step there, wheedling a few additional thou- 
sands of dollars year by year from our city author- 
ities and from the pockets of the well-to-do; or 
shall we recognize the extraordinary nature of 
the situation created by our recent discoveries, 
make the largest possible use of our precious, 
recently acquired knowledge, and by large ex- 
penditures accomplish the greatest result in the 
shortest time?” 

Mr. Folks is of the opinion that from every 
point of view no American city at the present 
time can find a more appropriate subject for 
permanent investment, yielding larger returns, 
than in carrying into effect the measures set 
forth by those who addressed the Association. 

Mr. Edward T. Devine, General Secretary of 
the New York Charity Organization Society, and 
Professor of Social Economy at Columbia Univer- 
sity, in offering a working program for associa- 
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tions considers that, ‘‘ the problem for laymen, 
for legislators and public officials, for the public 
press and other instruments for the molding 
of public opinion, in relation to the scourge of 
tuberculosis, as in relation to any other great 
epidemic, may be defined to be the centering of 
complete responsibility upon the medical pro- 
fession. This, however, cannot be done merely 
by logical demonstration as to what their duty 
is, by hypercritical fault-finding as to the manner 
in which it is being discharged, or by eloquent 
exhortation to physicians to attend to the matter. 
Responsibility can be devolved upon the medical 
profession only by meeting the conditions which 
authoritative medical opinion prescribes as es- 
sential. 

“For example, when it has been shown that 
hospitals and sanatoria are necessary, it is no 
more the duty of physicians than of others to 
secure their establishment. Physicians must do 
their part, according to their abilities, like other 
citizens; but the only way in which the complete 
responsibility for procuring results can be placed 
squarely upon the shoulders of the medical pro- 
fession as such, is for the state, the municipality, 
or private philanthropy to provide the hospitals 
and the sanatoria which authoritative medical 
opinion has declared to be indispensable. Again, 
when appropriations for sanitary inspection, 
for the enforcement of anti-spitting ordinances, 
or for special investigations are demanded, upon 
reasonable and conservative grounds, it is only 
by making the appropriations and paying the 
taxes which they necessitate that the community 
transfers to the medical profession responsibility 
for results. It is clearly the duty of representa- 
tive medical men not to demand the impossible, 
but to subject to rigid professional criticism the 
actions of officials or experts who are using such 
appropriations, and to see that expenditures are 
made in such a manner as to insure maximum 
results.” 

Mr. Devine sums up the specific tasks as follows: 


The movement for the prevention of tuberculosis is 
one which already enlists the enthusiasm of a larger 
number than all who marched in the crusades of old, 
which already commands greater capital than would 
provide a modern navy for a first-class power, which 
has already won a hearing at the awakened conscience 
of mankind, and which is, nevertheless, as yet, in its 
feeble beginnings, with comparatively few lives length- 
ened, comparatively little pain mitigated, compara- 
tively few families saved from unnecessary dependence. 

The elementary undertaking is the creation of a sound 
public opinion, midway between indifference and 
phthisiophobia, an enlightened public opinion in 








which every one is frightened just enough to act sensi- 
bly, and not enough to act foolishly; just enough to in- 
sure necessary public appropriations and private 
donations, but not enough to make it difficult for a 
cured and educated consumptive to find a job; just 
enough to cause the railways to disinfect the hangings 
of a sleeping car and the cushions of a day coach, but 
not enough to cause them to refuse to an indigent con- 
sumptive girl, on her way to a sanatorium, the chari- 
table reduction which is given to other indigent persons; 
just enough to cause the city to build a sanatorium, but 
not enough to induce the legislature to permit local pre- 
judice to close county after county to the urgently 
needed sanatorium, except on a bribe to the county 
commissioners and the township trustees. 


Mr. Baldwin of Washington gave a good résumé 
of the progress of the sanatorium movement in 
America, in the course of which he affirms that the 
task of caring for consumptives ‘is one which 
belongs to society as a whole, not only on grounds 
of humanity, but of self-preservation and social 
economy. In approaching it, it seems clear that 
each state ought to do its part by providing at 
least one sanatorium for incipient cases. The 
political units by which the poor are now cared 
for are too small to build and properly maintain 
establishments for the purpose in the present 
state of knowledge on the subject, and it would 
be impossible to find a proper location for such 
a sanatorium in each, though it may be found in 
the larger choice which every state affords. The 
public welfare demands that the state shall make 
provision for tuberculous patients just as it does 
for the insane, the epileptic or others who require 
a care for which counties and town cannot prop- 
erly arrange. The objection made by Governor 
Pennypacker to the Pennsylvania bill that it 
opened the door for the care by the state of small- 
pox, bubonic plague and other dangerous diseases 
is the only one not well taken; for all other con- 
tagious diseases reach a crisis promptly while 
consumption demands long-continued care and 
support if the danger to the community is to be 
avoided. .. . 

“It is, however, quite proper that the state, 
having provided a sanatorium, should not be 
asked to bear the expense or all the expenses of 
supporting the people in it. As in Massachusetts 
and New York the patients who are able should 
pay at least part of the cost of maintenance, and 
if they are not able the local authorities in the 
place from which they come should pay it for 
them.” 

Dr. H. M. Bracken, Secretary of the Minnesota 
Board of Health, presented the subject of infec- 
tion in transportation in a long paper. This 
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subject had previously been traversed by the 
Secretary of the Public Health Association in 
1903. Dr. Bracken thinks that there should be 
no danger of possible tubercular infection while 
traveling in public conveyances. After a con- 
sideration of the facts he admits that there is a 
real, but unnecessary danger of infection with 
tuberculosis during transportation in many of 
the cars operated by city railway companies, by 
railroad companies, and by the Pullman Car 
Company. The greatest danger is in the sleeping 
car, and the methods of the Pullman Company in 
actual practice leave much to be desired. 


_ 
—— 


CAMBRIDGE SCHOOL OF NURSING. 

THAT nursing is hereafter to be regarded 
as a prafession is shown by many recent events. 
In popular parlance the term “ trained nurse ”’ 
is apparently giving way to the designation 
‘professional nurse,’ and the general trend of 
opinion appears to be toward exalting the work 
of nursing to the rank of a so-called liberal pro- 
fession. We have on various occasions com- 
mented on this tendency and expressed a degree 
of skepticism regarding this expansion of the 
work of nursing. It matters, however, very 
little whether nurses bind themselves together in 
a profession or not, provided they best fulfil the 
function for which they exist. In the minds of 
those promoting the further education of nurses 
it is clear that greater efficiency is to be attained 
by the new methods than by the old. We have 
no desire to express an opinion on this point, but 
we are convinced that the success of the new 
movement cannot be assured until many years of 
experience have passed. 

We are in receipt of a circular relating to a 
movement now on foot to establish what is to be 
called the Cambridge School of Nursing, the pur- 
pose of which is to provide both for the education 
and the training of young women for nursing. It 
is noticeable that the educational side of the 
matter is given the place of prominence. The 
course is to be divided into four years, and the 
students during the first year of instruction are 
to be housed in the home of the school much, we 
take it, as they would be at a boarding school 
or college. Later, the students will be assigned 
to service in the wards of hospitals, to district 
visiting, and to home nursing, which will be 
carried further in the last year of the course. 
For the instruction given very considerable fees 
will be charged, namely, $150 for the first year, 
and for the three subsequent years $75 each. 








The details of the work do not particularly con- 
cern us, but we are glad to call attention to the 
fact as marking one more step in what must 
inevitably bring about a distinct change in the 
relationship between patient, nurse and physician. 
In the words of the president of the school, “ It 
is the plan of the trustees to make a course so 
broad that it will be a distinctly educating force 
in the life of any woman who takes it, even though 
circumstances after graduation should prevent 
her from following nursing as an occupation.” 


aii 
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MEDICAL NOTES. 


MENINGITIS IN GERMANY. — The North German 
Gazette reports 1,935 cases of cerebrospinal menin- 
gitis in Prussia with 994 deaths, and 1,814 cases 
in Silesia with 932 deaths since the end of April. 


HEATH CONDITIONS AT THE ISTHMUS OF PAN- 
AMA. — Mr. Barrett, formerly American Minister 
to Panama, on his recent arrival in New York, is 
reported to have stated that sanitation and the 
preservation of health is the one great problem 
which confronts the American authorities at the 
Canal Zone. It is unquestionably the funda- 
mental problem. This statement cannot be, 
and is not likely to be, repeated too often. The 
death of the supervising architect from yellow 
fever was followed by that of the head of the 
auditor’s department from the same disease, and 
these deaths were followed by a good deal of 
demoralization among employees. That Colonel 
Gorgas should be the acting governor at the 
Canal Zone is a reassuring factor, and he now 
reports no yellow fever on the Isthmus. including 
Panama, Colon and the Zone. 

General Davis, the returning governor, is con- 
fident that by August 1, yellow fever will be per- 
manently eradicated from Panama and _ this by 
the completion of an adequate water works sys- 
tem, and the consequent killing off of house-bred 
mosquitoes. In regard to malaria, General Davis 
takes a much less optimistic view, and admits 
that there probably will always be malaria in 
Panama. 





BOSTON AND NEW ENGLAND. 


Acute Inrectious DiIsEasEs IN Boston. — 
For the week ending at noon, May 24, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 28, scarlatina 24, typhoid fever 10, 
measles 22, tuberculosis 37, smallpox 0. 

The death-rate of the reported deaths for the 
week ending May 24, 1905, was 16.56. 
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Boston Mortauity Statistics. — The total 
number of deaths reported to the Board of Health 
for the week ending Saturday, May 20, 1905, 
was 198, against 203 the corresponding week of 
last year, showing a decrease of 5 deaths, and 
making the death-rate for the week 16.81. Of 
this number 95 were males and 103 were females; 
190 were white and 8 colored; 126 were born in 
the United States, 68 in foreign countries, and 4 
unknown; 56 were of American parentage, 119 
of foreign parentage, and 23 unknown. The 
number of cases and deaths from infectious dis- 
eases reported this week is as follows: Diphtheria, 
12 cases and no deaths; scarlatina, 34 cases and 1 
death; typhoid fever, 10 cases and 1 death; 
measles, 27 cases and no deaths; tuberculosis, 47 
cases and 22 deaths; smallpox, no cases and no 
deaths. The deaths from pneumonia were 23, 
whooping cough, 1, heart disease 30, bron- 
chitis 7, and marasmus 0. There were 10 deaths 
from violent causes. The number of children 
who died under one year was 25; the number 
under five years, 34. The number of persons 
who died over sixty years of age was 47. The 
deaths in public institutions were 62. 

The number of cases reported for the week 
from cerebrospinal meningitis was 7. 


No New Epition or Mepicau REGISTER. — 
Dr. Francis H. Brown asks us to say once more 
that he has no present intention of putting forth 
another edition of the Medical Register. All 
statements to the contrary, the collection of 
information and the demand for the prepayment 
of money are without any authority from him. 
When prepared to enter the field again he will 
announce the fact over his own signature in this 
JOURNAL. 





East Boston Reuier Hospirau. — The pro- 
ject for the establishment of a relief hospital for 
Kast Boston, when presented to Mayor Collins, 
met with his disapproval. The Boston Board 
of Aldermen by a vote of eleven to two have, 
however, voted to pass the act authorizing the 
establishment of such an institution over the 
Mayor’s veto. The act which originally passed 
both branches of the City Council called for an 
appropriation of one hundred thousand dollars. 


ErnicaL ForcES IN THE PRACTICE OF MEDI- 
cINE. — A series of addresses is being given at 
Cambridge under the auspices of the Ethical 
Society of Harvard College. Dr. Richard C. 
Cabot delivered one, which is published in the 
last bulletin of the Harvard Medical Alumni 
Association, on “ Ethical Forces in the Practice 
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of Medicine.” In the same course Mr. L. D. 
Brandeis has addressed the Society on “‘ Oppor- 
tunity in the Law,” and Col. T. W. Higginson on 
‘“‘ Literature as a Pursuit.” 


New ENGLAND ASSOCIATION FOR THE Epuca- 
TION OF Nurses. — The first regular meeting of 
the New England Association for the Education 
of Nurses, of which Dr. Richard C. Cabot is presi- 
dent, is to be held at the Medical Library, Boston, 
Thursday, May 25, at four o’clock. Members of 
the medical profession, graduate nurses, superin- 
tendents, hospital trustees and managers and any 
others interested in the aims and objects of the As- 
sociation are invited to be present at this meeting. 


THe PorTLAND MEETING OF THE AMERICAN 
MepicaL AssocraTion. — The members of the 
A. M. A. Outing Club and of the New England 
delegation to the Portland, Ore., meeting, have 
planned to attend, traveling in special cars, via 
the C., M. & St. Paul Railway and Northern 
Pacific from Chicago, visiting Yellowstone Park 
en route, and returning via the Canadian Pacific 
to Montreal, making short stops at important 
points in the Canadian Rockies, and visiting the 
Canadian National Park. 

The railroad fare will be $78.50. Other 
necessary expenses, including sleeping car fare 
and trip through Yellowstone Park, should not 
exceed $150. The party contemplates leaving 
about June 27, for a trip of about four weeks. 
Drs. H. O. Marey, Boston, T. D. Crothers, Hart- 
ford, and E. R. Campbell, Bellows Falls, Vt., 
are the organizing committee. 


NEW YORK. 


WATER FOR THE BorouGH or RICHMOND. — 
The Board of Estimate and Apportionment has 
approved a ten-year contract with the Hudson 
County Water Company to supply the Borough 
of Richmond with water from the Passaic River, 
in New Jersey. 


MANAGEMENT OF STATE Hospitats. — The 
Governor has signed the bill passed by the recent 
legislature restoring the detail of management of 
the state hospitals for the insane to local boards, 
to be appointed by the governor and confirmed 
by the senate, consisting of seven managers, two 
at least of whom are to be women, each serving 
for seven years, with one term expiring annually. 
It will be remembered that much regret was felt 
at the abolition, on the recommendation of Gov- 
ernor Odell, of these local boards, which under the 
former régime were composed of men and women 
prominent in their communities and of wide 

















Vou. CLI, No. 21] 


BOSTON MEDICAL AND SURGICAL JOURNAL 


619 





experience in charitable work, serving without 
remuneration. By the same bill the salary of the 
medical inspector of the State Commission in 
Lunacy is increased from $3,500 to $5,000. The 
Governor has also signed a bill which gives the 
Commission in Lunacy power of inspection over 
private asylums for the insane. 


WaTeR Suppty Commission. — Mayor Mc- 
Clellan has approved the bill recently passed by 
the legislature providing for a water supply 
commission, although some unsatisfactory altera- 
tions were made in the act as originally introduced, 
and has requested the Chamber of Commerce, 
the Board of Fire Underwriters, and the Manu- 
facturers’ Association each to recommend three 
candidates, from whom he will select the mem- 
bers of the Commission. 


THE ONLY WoMAN IN THE OCEAN YacutT Race. 
— Miss Candace Stimson, daughter of Dr. Lewis 
A. Stimson, the well-known New York surgeon, 
who is the owner of the yacht Fleur de Lys, is 
the only woman on board a contestant in the 
race across the ocean for the Kaiser’s cup which 
commenced on May 17. 





@Obituarp. 
GEORG MEISSNER, M.D. 

THE death of Dr. Georg Meissner has recently 
been announced. He was born Nov. 29, 1829, in 
Hanover, and as a pupil of Johannes Miiller took 
particular interest in the broad general problems 
of physiology. He later studied under Wagner 
at Géttingen, also at Munich, finally taking his 
degree, in 1852, at Gottingen. He was succes- 
sively professor of anatomy and physiology in 
Basle, of physiology and zoology in Freiburg in 
Breisgau, and, in 1860, he became professor of 
physiology at Géttingen where he was associated 
with Wagner. In 1856, he became one of the 
editors with Henle of the Bericht wiber die Anatomie 
und Physiologie. The discoveries for which Meiss- 
ner is chiefly known were made in the early part 
of his scientific career. Among the best known 
is the so-called Meissner plexus lying in the sub- 
mucous coat of the intestinal tract. He is said to 
have burned many papers before his death and for 
the thirty years preceding he had published com- 
paratively little. He was a good teacher, a suc- 
cessful experimenter, and outside of his strictly 
professional work he took much pleasure in music. 
Meissner was succeeded a few years ago in the 
chair of physiology by Max Verworn, and has in 
general led a quiet and secluded life. 





RECORD OF MORTALITY 


FOR THE WEEK ENDING SATURDAY, May 13, 1905. 
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Deaths reported, 3,327; under five years of age, 914; princi- 
pal infectious diseases (smallpox, measles, cerebrospinal 
meningitis, diphtheria and croup, diarrheal diseases, whoop- 
ing cough, erysipelas, fevers and consumption) 839; acute 
lung diseases 510, consumption 429, scarlet fever 22, whooping 
cough 26, cerebrospinal meningitis 116, smallpox 2, erysipelas 
15, puerperal fever 15, measles 29, typhoid fever 35, diarrheal 
diseases 85, diphtheria and croup 65. 

From whooping cough, New York 8, Chicago 14, Philadel- 
phia 2, Baltimore 1, Cambridge 1. From scarlet fever, New 
York 13, Chicago 2, Philadelphia 2, Boston 4, Gloucester 1. 
From cerebrospinal meningitis, New York 88, Chicago 1, 
Philadelphia 2, Baltimore 1, Providence 2, Boston 3, Lowell 4, 
Lawrence 4, Fall River 2, Lynn 2, Cambridge, New Bedford, 
Somerville, Chicopee, Marlborough, Westfield and Watertown 
leach. From erysipelas, New York 12, Philadelphia 1, Boston 
2 From smallpox, New York 1, Chicago 1. 

In the seventy-six great towns of England and Wales, with an 
estimated population of 15,609,377, for the week ending May 
6, 1905, the death-rate was 15.4. Deaths reported 4,621; acute 
diseases of the respiratory organs (London) 122, whooping 
cough 132, diphtheria 47, measles 186, smallpox 4, scarlet 
fever 29. 

The death-rate ranged from 6.0 in Burton-on-Trent to 26.8 in 
Oldham; London 14.05, West Ham 14.7, Brighton 13.5, South- 
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ampten 14.1, Plymouth 15.3, Bristol] 14.5, Birmingham 16.7, 
Leicester 12.6, Nottingham 15.7, Birkenhead 13.9, Liverpool 
18.9, Wigan 15.7, Bolton 14.9, Manchester 17.4, Salford 15.3, 
Halifax 11.5, Bradford 20.7, Leeds 16.9, Hull 12.1, Sheffield 
18.2, Newcastle-on-Tyne 12.2, Cardift 15.6, Rhondda 21.3, 
Merthyr Tydfil 24.0, Hornsey 6.2, Middlesbrough 24.9. 





METEOROLOGICAL RECORD. 


For the week ending May 13, in Boston, according to 
observations furnished by Sergeant J. W. Smith of the United 
States Signal Corps: 
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*0O., cloudy; C., clear; F., fair; G., fog; H., hazy; S., smoky; 
R., rain; T., threatening; N., snow; —, below zero. ft Indicatestrace 
of rainfall. g@~ Means for week. 





CHANGES IN THE MEDICAL CORPS U. 
FOR THE WEEK ENDING MAY 

D. N. BARTOLETTE, medical director. Commissioned medi- 
cal director with rank of captain, from April 5, 1905. 

H. C. BEYER, medical inspector. Commissioned medical 
inspector with rank of commander, from April 5, 1905. 

C. M. DEVALIN, surgeon. Commissioned surgeon with 
rank of lieutenant commander, from Jan. 31, 1905. 

N.S. QUEsT, surgeon. Commissioned surgeon with rank of 
lieutenant-commander, from March 3, 1905. 

R. A. WARNER, P. R. STALNAKER, assistant surgeons. 
Commissioned assistant surgeons with rank of lieutenant 
(junior grade), from May 3, 1905. 

E. A. VICKERY, assistant surgeon. Detached from 
**Southery ” and ordered to the “* Franklin.” 

W.S. HOEN, assistant surgeon. Detached from the “Oregon” 
and ordered home. 


H. D. WILSON, surgeon. Commissioned surgeon with rank 
of lieutenant-commander, from March 31, 1905. 


H. A. DUNN, passed assistant surgeon. Commissioned 
passed assistant surgeon, with rank of lieutenant from June 7, 
1904. 


H. M. POLFREE, passed assistant surgeon. Commissioned 
passed assistant surgeon, with rank of lieutenant, from June 
14, 1904. 

U. R. WEBB, passed assistant surgeon. Commissioned 
passed assistant surgeon, with rank of lieutenant, from Oct. 
11, 1904. 


S. NAVY 
20, 1905. 


the 





SOCIETY NOTICES. 


AMERICAN NEUROLOGICAL ASSOCIATION.— The thirty- 
first annual meeting will be held at the College of Physicians, 
13th and Locust Streets, Philadelphia, on June 1, 2, 3. Ses- 
sions from 10 to 1 and from 2.30 to 5. 

GRAEME M. HAMMOND, M.D., Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTO- 
LOGICAL SociETY.— The eleventh annual meeting of the 
American Laryngological, Rhinological and Otological Society 
takes place in Boston, Mass., June 5, 6, 7, 1905. The sessions 
will be held in the Boston Medical Library, 8, The Fenway. 
The profession is cordially invited to attend. 

W. C. PHILLIPS, M.D., NEW York, Secretary. 
F. C. COBB, M.D., Boston, President. 





RECENT DEATHS. 


JacoB H. ASCH, M.D.,a prominent German physician of 
New York, died on May 19, at the age of sixty-five years. He 
was graduated from the University of Berlin in 1864, and came 
tothis country soon afterward. 














ROLLIN HORACE PHELPS, M.D., M.M.S.S., died in Pepperell, 
Jan. 28, 1905, aged seventy-one years. 


ALEXANDER W. ROGERS, M.D., the oldest physician of 
Paterson, N. J., and said to bethe oldest graduate of the 
College of Physicians and Surgeons, New York, died on May 14. 
He was born in Armagh, Ireland, in 1814, and received the 
degree of M.D. from the College of Physicians and Surgeons in 
1836. He founded the Passaic County Medical Society and was 
for many years chief physician of the Paterson General Hos- 
pital. Dr. Rogers wus also prominent in religious work, and 
personally supported a missionary in India. 





BOOKS AND PAMPHLETS RECEIVED. 


And We Shall Be Changed. 
Reprint. 


Recurrent Effusion into the Knee-Joint after Injury, with 
Especial Reference to Internal Derangement, commonly called 
Slipped Cartilage. An Analysis of 750 Cases. A Clinical Lecture 
delivered at St. George’s Hospital. By Sir William Bennett, 
K.C.V.O., F.R.C.S. Illustrated. Reprinted, after Revision, 
from The Lancet. London, New York and Bombay: Long- 
mans, Green & Co. 1905. 

The Physician’s Unpaid Debt to Youth. 
Holden, M.D. Reprint. 

Massage in Sprains, Bruises and Dislocations. 
Graham, M.D. Reprint. 


Dental Surgery for Medical Practitioners and Students of 
Medicine. By A. W. Barrett, M.B. (Lond.), M.R.C.S., 
L.D.S.E. Fourth Edition. Illustrated. Philadelphia: P. 
Blakiston’s Son & Co. 1905. 


Annual Report of The Boston Floating Hospital. Season of 
1904. 


By Groesbeck Walsh, M.D. 


By George Parker 


By Douglas 


** Papain.” 
Reprint. 


Sixth Annual Report of the State Board of Insanity of the 
Commonwealth of Massachusetts for the year ending Septem- 
ber 30, 1904. 


Report of the Commissioner of Education for the year 1903. 
Vol. I. Washington, 1905. 

The ** Specific Therapy of Tuberculosis.” 
son, A.M., M.D. Reprint. 


Outlines for the Home Care of Children who are Backward 
and Mentally Deficient. By Margaret Bancroft. Haddon- 
field, N. J.: Ware Bros. Co. 1905. 

Lo Sgombero degli ammalati e dei feritiin Guerra. Memoria 
dei dottori Luigi Bernardo, e Giuseppe Brezzi. Rome. 1905. 

Zur Friihbehandlung der Appendizitis. Von Dr. Theodor 
Zangger. 

Department of the Interior. Bureau of Government Labo- 
ratories. Biological Laboratory. Some Questions Relating to 
Virulence of Micro-organisms, with particular Reference to 


their Immunizing Powers. By Richard P. Strong, M.D. 
Manila. 1904. 


Department of the Interior. Bureau of Government Labo- 
ratories. Biological Laboratory. I. Does Latent or Dormant 
Plague exist where the Disease is Endemic. By Maximilian 
Herzog, M.D., and Charles B. Hare. Serum Laboratory. 
Broncho-Pneumonia of Cattle: its Association with B. Bori- 


Its Characters and Uses. By Dr. H. Huybertsz. 


By Charles Deni- 


septicus. By Paul G. Woolley, M.D., and Walter Sorrell, 
D.V.S. ILI. Report on Pinto (Pao Blanco). By Paul G. 


Woolley, M.D. Chemical Laboratory. IV. Notes on Analysis 
of the Water from the Manila Water Supply. By Charles L. 
Bliss. Serum Laboratory: V. Framboesia: its Occurrence in 
Natives of the Philippine Islands. By Paul G. Woolley, M.D. 
Manila. 1904. 

Prism Exercises —their Indications and Technique. 
Alexander Duane, M.D. Reprint. 


The Precise Measurement of the Primary and Secondary 
Deviation in Paralysis; with Remarks on the Regular Occur- 
rence of Secondary Deviation in Congenital Paralysis. By 
Alexander Duane, M.D. Reprint. 

Congenital Deficiency of Abduction, Associated with Im- 
pairment of Abduction, Retraction Movements, Contraction of 


the Palpebral Fissure, and Oblique Movements of the Eye. 
Reprint. 


Acute Contagious Diseases. By William M. Welch, M.D., 
and Jay F. Schamberg, A.B., M.D. Illustrated. Philadelphia 
and New York: Lea Brothers. 1905. 


A Nurse’s Guide for the Operating Room. Second Edition, 
Enlarged and Revised. By Nicholas Senn, M.D., Ph.D., 
LL.D., C.M. Illustrated. Chicago: W. T. Keener & Co. 
1905. 

The Historical Relations of Medicine and Surgery to the End 
of the Sixteenth Century. By T. Clifford Allbutt, M.A., M.D. 
London: Macmillan & Co., Ltd. New York: The Macmillan 
Company. 1905. 


The Results of the Examination of Throat Cultures for Diph 
theria. By Joseph Favil Biehn, A.M., M.D. Reprint. 


By 
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@riginal Articles. 


THE EXPERIENCE OF NINE YEARS IN THE 
TREATMENT OF DIPHTHERIA WITH 
ANTITOXIN.* 


BY JOHN H. MCCOLLOM, M.D., BOSTON, 


Physician for Infectious Diseases, Boston City Hospital; Resident 
Physician, South Department (Infectious Service); Assistant Pro- 
pend ¢ Contagious Diseases, Medical Department, Harvard 

niversity. 


In the study of any disease it is always well to 
take a glance at the earlier history of the malady 
in order to learn when it was first recognized, 
what were the theories regarding its causation, 
and the methods adopted for its treatment. The 
term “diphtheria” is of comparatively modern 
origin and was first used by Bretonneau in 1821. 

In the year a.p. 111 Aretzeus, a Greek Physician 
of Cappadocia, wrote regarding a disease of the 
air passages, which he termed the Egyptian ulcer. 
He described the train of symptoms which we 
now recognize as diphtheria. 

Hippocrates and Galen seem to have recog- 
nized this disease, particularly Galen, because he 
is said to have performed laryngotomy. From 
time to time epidemics of this disease have been 
the subject of medical essays, and early medical 
literature is full of theories regarding diphtheria 
and the proper treatment of it. It would take 
too much time even to allude to the earlier physi- 
cians who have recognized this condition. 

At different times in the early history of Boston 
there were epidemics of this disease, particularly 
in 1735 and 1736. At this time Dr. Douglass of 
Boston wrote a pamphlet on ‘“ Angina Uleus- 
culosa,’”’ which must have been diphtheria. The 
common name of the disease was “ Throat illness 
or a plague in the throat.” The epidemic was 
so general and caused so much alarm that the 
selectmen had a conference with the leading 
practitioners of that time regarding measures to 
prevent itsspread. The opinion of the physicians, 
as stated in a paper presented to the selectmen, 
was as follows: ‘‘ That the present prevailing 
Distemper appears to us to proceed from some 
Affection of the Air, and not from any personal 
infection received from the Sick or Goods in their 
neighborhood.” ! It is evident that these physi- 
cians knew very little about the etiology of 
diphtheria. 

In 1765 Francis Home, M.D., his Majesty’s 
physician, and F.R.S.P. in Edinburgh, published 
a pamphlet entitled ‘‘ An Inquiry into the Nature, 
Cause and Cure of Croup.” The word “ croup ” 
at that time was the term given to diphtheria, 
the Scotch word ‘ croup” meaning to croak or 
to speak with a harsh voice. Dr. Home gives an 
accurate description of twelve cases which, 
although he calls them croup, we should at this 
time give them the name of diphtheria. The 
account Dr. Home gives of the autopsies is ex- 
tremely interesting. For instance, he says in 
his account of one of the cases: ‘‘ When the 


*Read at a meeting of the Boston Medical Library, in conjunction 
with the Suffolk District Branch of The Massachusetts Medical 
Society, March 8, 1905. 

'‘ Memorial History of Boston, Vol. iv, p. 538. 





trachea was opened by Mr. Wood, the whole 
internal surface was covered with a membrane 
for three inches downwards from the glottis. 
This membrane was complete all around, did not 
adhere to the trachea, and came off in the shape 
of a hollow tube. The natural coats of the 
trachea seemed entire and not ulcered. The 
substance of the lungs was quite sound; but the 
vesicles of the left lobe were filled with yellow 
thick pus which sunk in water. The new-formed 
membrane had some degree of tenacity, and 
when steeped in milk-warm water for two days 
did not dissolve, but preserved some degree of 
cohesion. No fibers could be observed in it.” 
In this pamphlet there are many accounts of 
similar autopsies. 

In 1771 Dr. Samuel Bard of New York wrote 
an elaborate article on the “ Cause, Nature and 
Treatment of Suffocative Angina.” His de- 
scription of the disease which we know as diphthe- 
ria is extremely vivid, but his knowledge of the 
etiology is somewhat vague. 

In 1821 Bretonneau published his exhaustive 
paper on this disease. The work of Bretonneau 
apparently was not appreciated by the profession, 
and in many instances there was marked oppo- 
sition to the theories he advanced and to the 
deductions that he made therefrom. In the 
light of our present knowledge, however, Breton- 
neau’s work was a distinct advancement. Al- 
though his opinion regarding the etiology of the 
disease is not in accord with our present ideas, 
yet the careful manner in which he described 
the clinical symptoms makes his investigations 
of the greatest importance. 

In 1847 there was an outbreak of sore throat 
in England which was traced to Boulogne, and 
was known as the Boulogne sore throat. There 
is no doubt that this disease was diphtheria. 
Since that time diphtheria has been more care- 
fully studied and more generally recognized. 

The pamphlet of John Ware, M.D., entitled 
“Contributions to the History, Diagnosis and 
Treatment of Croup,’”? published in 1850, although 
written in 1842, is a valuable contribution to 
medical literature as far as the clinical appear- 
ances of what he termed membranous croup and 
what we should call diphtheria are concerned. 
Dr. Ware makes a careful distinction between 
membranous croup and spasmodic croup. 

It was not until 1859 that the term “ diph- 
theria’”’ was used in Boston, as far as we are able to 
learn from the death certificates. During this year 
nineteen deaths from this disease were reported in 
Boston. During the following year only one 
death from this disease is reported, although 
there must have been a great many cases that 
were not recognized. In 1861 the term “ diphthe- 
ria’? was very gradually recognized by the pro- 
fession, as is proved by a study of mortuary 
statistics. In 1863 and 1864 in Boston with a 
population of 186,526 there were 353 and 287 
deaths respectively. In 1904 in Boston, with 
a population of 614,522, there were 206 deaths 


2Contributions to the History, Diagnosis and Treatment of 
Croup. Boston Medical and Surgical Journal, 1850: Dr. John Ware. 
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from diphtheria. In other words, the ratio of 
mortality from this disease per 10,000 of the popu- 
lation was in 1863, 19, and in 1864, 15.38, as 
compared with 3.35 in 1904. 

Very many different theories have been ad- 
vanced regarding the etiology of the disease. 
Soil, moisture, sewage gas, imperfect drainage, 
poor hygienic surroundings, over-crowding, havg 
been supposed to be important factors in causing 
the disease. It is very doubtful, nay, it is abso- 
lutely certain, that, although these conditions 
may have a predisposing influence, they never 
of themselves can cause the disease. 

It was not until 1883 when Klebs demonstrated 
in the false membrane of diphtheria the existence 
of asmall bacillus, that the etiology of diphtheria 
was placed on a scientific basis. Loeffler in 1884 


isolated and cultivated this organism; hence 
the term “ Klebs-Leeffler bacillus.”” Darier in 1885 
independently arrived at similar results. Roux 


and Yersin found this bacillus in all 
diphtheria.* 

The importance of a bacteriological examina- 
tion in all cases of suspicious sore throat cannot 
be over-estimated. No matter how much expe- 
rience a man may have in the treatment of diph- 
theria, instances frequently occur where it is 
impossible for a correct diagnosis to be made 
without the aid of cultures. Much has been said 
regarding the inaccuracy of cultural diagnosis, 
and while possibly mistakes may be made in the 
laboratory the cuances of error are very much 
less in the cultural diagnosis than in the clinical 
diagnosis, particularly in the extremely mild 
attacks of diphtheria. One great source of error 
is the carelessness in taking the culture. The 
swab is simply put into the mouth and does not 
come in contact with the membrane; and again, 
if there is a patch of membrane the swab is placed 
in the center of the membrane instead of at its 
edge near its junction with the mucous membrane. 
Sometimes the swab is not rubbed sufficiently 
on the surface of the culture medium, and con- 
sequently there is no growth. These may seem 
trivial matters, but as accuracy of diagnosis is 
all important, it is well before criticising the 
work of the laboratory to be sure that the critic 
himself is not at fault. I have repeatedly taken 
cultures from a perfectly typical case of diphthe- 
ria in a careless way in order to demonstrate 
that, if proper care is not used in taking the 
culture, a negative result may be obtained. 

In nasal diphtheria of a mild type, a form of 
the disease which is responsible for many un- 
explained outbreaks, a culture is the only means 
we have of arriving at a correct diagnosis. The 
assistance that I have received from cultural 
diagnosis during the past nine years has been of 
immense value. During the past year two out- 
breaks of diphtheria in institutions have been 
stopped by means of the prompt recognition of 
diphtheria by cultural diagnosis, when if one had 
been obliged to depend on clinical diagnosis alone, 
diphtheria could not have been recognized and 
the outbreak would not have been stopped. In 


3E. Macé: Traité de Bactériologie. 


cases of 











laryngeal diphtheria, however, cultures may not 
be of any assistance because the membrane which 
may be very limited in extent is situated so far 
down that it cannot be reached with the swab. 
The diagnosis, however, of laryngeal diphtheria 
can in the majority of instances be made from 
the clinical symptoms. It has frequently hap- 
pened, during the past nine years, that a patient 
would be admitted to the hospital with charac- 
teristic symptoms of laryngeal diphtheria without 
any membrane to be seen on the tonsils, with 
negative cultures, who after being intubed would 
have a violent fit of coughing and who would 
expel not only the intubation tube, but a cast of 
the larynx. As bearing on this point the follow- 
ing case is of interest; that of an adult patient 
who had no membrane in the throat, no con- 
gestion of the mucous membrane, negative 
cultures, but who did have marked symptoms of 
laryngeal stenosis. He was intubed on entrance, 
and in three minutes expelled the intubation 


tube and a cast of the larynx, trachea, right and 
left bronchus. The dyspnea was relieved, and 


for three days there was no difficulty in his breath- 
ing. At the end of this time there were indica- 
tions of laryngeal stenosis, and he was intubed 
a second time. A second time he expelled the 
intubation tube and a second cast of the larynx 
and trachea. For the next ten days the patient 
was apparently doing well, but he finally died. 
At the autopsy there was found a broncho-pneu- 
monia and an old tubercular process in one lung. 
Cultures taken from the cast showed the pres- 
ence of the bacilli of diphtheria. In this case 
bacteriology cannot be considered at fault because 
there was no membrane in the throat and no in- 
dication of diphtheria except the peculiar char- 
acter of the dyspnea, which was entirely different 
in its clinical symptoms from the dyspnea of 
pneumonia and the dyspnea due to disease of 
the heart. Experience has taught me that where 
there is marked dyspnea with rigidity of the 
sterno-cleido-mastoid muscles with supra-clavi- 
cular and sub-sternal retraction excluding a 
retro-pharyngeal abscess, peritonsillar abscess 
and a tumor pressing on the larynx, we have to 
deal with a case of laryngeal diphtheria. Any 
one who has observed the edema caused by a 
small patch of diphtheritic membrane on the 
tonsils can readily understand that a very small 
patch of membrane on or below the vocal chords 
may cause edema of the glottis sufficient to 
interfere with respiration. The condition just 
mentioned explains why in many instances of 
laryngeal diphtheria we fail to see any membrane 
and that cultures are negative. It must be borne 
in mind, however, that in all of these cases of 
laryngeal diphtheria, although we have negative 
cultures from the throat, the cultures taken from 
the intubation tube are invariably positive. 
Before the discovery of the bacillus of diphthe- 
ria, the physician was always in doubt regarding 
the time when his patient should be discharged 
from isolation. With the aid of bacteriology 
we have a definite rule to guide us. Much has 
been said regarding the presence of the bacilli 
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of diphtheria in the throats of individuals per- 
fectly well. Much also has been said regarding 
the pseudo-diphtheria bacillus and much regard- 
ing other bacilli that might be mistaken for the 
bacillus of diphtheria. A great deal of the work 
that has been done in this line has been extremely 
inaccurate. While it must be conceded that in 
certain rare instances a bacillus resembling mor- 
phologically the bacillus of diphtheria may be 
found in the throats of well persons, yet, this 
occurs so rarely as not to be of any very great 
significance. Some years ago I examined bac- 
teriologically the throats of 150 individuals in 
whom there were no throat symptoms. In no 
instance did I find an organism that on careful 
examination could be mistaken for the bacillus 
of diphtheria. Within the past few years I have 
examined the throats of 60 nurses on duty in the 
diphtheria ward of the South Department, and 
in no instance was the bacillus of diphtheria found 
in the cultures. A positive culture during the 
incipient stage of diphtheria is very frequently 
obtained from the throat twenty-four or forty- 
cight hours before there is any membrane. This 
is not a theoretical statement, but is the result 
of personal experience. It therefore emphasizes 
the importance of taking cultures in every case 
of sore throat. 

It has been claimed that the period of isolation 
is prolonged by culture-taking. While this may 
be true in a small number of cases, yet in the 
long run it lessens the time of quarantine. Dr. 
Ii. W. Goodall,! Medical Superintendent of the 
astern Hospital, Homerton, London, in the 
Report of the Metropolitan Asylums Board for 
1903, makes the following statement: ‘ During 
the year no diphtheria patient has been dis- 
charged from the hospital until two consecutive 
bacteriological examinations of the fauces have 
proved negative. This practice I commenced 
on the Ist of November, 1902. I fully expected 
that in consequence the period of detention would 
be lengthened; but, as a matter of fact, it is 
shorter than in any year since 1899, when it was 
57.6 days. As in that year no bacteriological 
examinations for discharge were made, all one 
can say at present is that these examinations do 
not appear to lengthen the period of detention 
of diphtheria patients in hospital.” 

Six years ago it was my custom to require three 
consecutive negative cultures from the throat and 
from the nose, but I found by experience that a 
positive culture after there had been two con- 
secutive negative ones was extremely rare. I 
have, therefore, returned to the practice of having 
two consecutive negative cultures before dis- 
charge. In the extremely small number of return 
cases of diphtheria investigation has proved that 
the source of infection was not the patient who 
has been discharged from the hospital, but was 
either some other member of the family who 
had a mild attack of nasal diphtheria, or that 
the disease had been contracted in some other 
way. 

The investigation of Ehrlich regarding the 

* Report of the Metropolitan Asylums Board, London, p. 209. 





immunization of animals against the poison of 
certain plants, together with the discovery of 
the bacillus of diphtheria as the origin of the 
disease, was the foundation of the experiments 
which gave rise to the antitoxin of diphtheria. 

Behring, Roux, Martin, Chaillou and Yersin® 
experimented for a long time before arriving at 
definite conclusions regarding the effectivity of 
the serum of animals, rendered immune to diph- 
theria, by constantly increasing doses of the 
toxin, in the treatment of this disease. In the 
latter part of 1890, Behring made the statement 
that the serum of animals immune to diphtheria 
was an important remedial agent in the treatment 
of the disease. The first use of the serum on man 
was not particularly successful because the anti- 
toxin was not of sufficient strength. Later, 
however, Behring, Ehrlich, Roux and Martin 
increased the strength of the serum and had 
gratifying results. The most comprehensive 
account of the investigations on antitoxin was 
given by M. Roux at the International Congress 
of Hygiene and Demography at Budapest in 
1894. The statistics that he gave were remark- 
able. He stated that in certain hospitals where 
the death-rate from diphtheria had been 58% 
before antitoxin was known, since its advent the 
rate had fallen to 20%. It is a matter of common 
experience that, previous to 1894, every physi- 
cian in the country who had to deal with diphthe- 
ria felt that he had a hopeless problem to solve, 
and therefore the reports that came from the 
other side of the water of the beneficial results 
of the serum treatment were received with skep- 
ticism at first, then with partial belief, and later, 
when it was fully demonstrated that antitoxin 
was instrumental in decreasing the death-rate, 
with full belief in its efficacy. Bayeux in his 
monograph on diphtheria makes the following 
statement based upon an analysis of 230,000 
cases reported from all parts of the world, that 
the death-rate of diphtheria before antitoxin 
was used was 55%; that since the advent of the 
serum the death-rate has fallen to 16%. 

Boston has suffered more from diphtheria than 
any of the larger cities in this country. Why 
diphtheria has been more prevalent in Boston 
than in any other city has not been satisfactorily 
explained. The death-rate at the Boston City 
Hospital, proper, before antitoxin was used, from 
1888 to 1894 was 43.20%. The death-rate since 
1895, the latter part of which year the South 
Department was opened, and antitoxin was 
given to every patient ill with diphtheria, to 
1904, inclusive, was 11.84%. 

Chart A shows the per cent of mortality of 
diphtheria at the Boston City Hospital, proper, 
and at the South Department from 1888 to 1904, 
inclusive, with the per cent. of mortality of intu- 
bations for the same time. By following the 
full black line it will be seen that previous to 1895 
the death-rate varied from 46% in 1888 to 48% 
in 1893. In 1890 and in 1894 the death-rate was 
36% and 38%, respectively. In 1895 the latter 
part of which year the South Department was 

* Dr. L. Deutscher, Dr. C. Feistmantel: Die Impestoffe und Sera. 
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| 
opened, the death-rate fell to 14%. In the earlier | were treated with antitoxin, the death-rate from 
part of 1895 antitoxin was given to a certain | diphtheria was 10.18%. If in the same hospitals 
extent, and there was a very marked diminution | the death-rate from the tracheotomy cases for 
in the death-rate. In 1896 the death-rate was | 1903, which was 31.82%, is compared with the 
14%, and since that time it has diminished gradu- | death-rate of the intubation cases at the South 
ally to 9.50%. This diminution from 14% may | Department for the same year, which was 26.61, 
be explained by the administration of large doses | it will be seen that there is a diminution of 5% in 
of antitoxin to patients apparently moribund ; | the intubation cases at the South Department 
and also by the fact that now patients are ad-|as compared with the tracheotomy cases at the 
mitted to the hospital earlier in the course of the} London hospitals. In the London _ hospitals 
disease than during 1895 and 1896. It has been! there were 176 tracheotomies and at the South 
stated that the death-rate in 1904 was 9.50%,| Department there were 139 intubations during 








but it is of interest to note that if the deaths that | 
occurred within twenty-four hours of admission | 
are eliminated, of which there were forty, the | 


the year. 
The effect of antitoxin and hospital treatment 
on the death-rate of Boston is shown by Chart B, 


S\/876 


CuHart A. 


00 





Per cent. of mortality of diphtheria at the Boston City Hospital, and at, the South 


Department, from 1888 to 1904, inclusive. 

same time. 
Diphtheria 
Intubation ....... 





actual mortality of diphtheria amenable to treat- 
ment is found to be for the year 6.95%. In Chart 
A the broken line represents the mortality per- 
centage of intubation cases, and it will be found 
by looking at the chart that the mortality rate 
of intubation cases previous to the use of anti- 
toxin varied from 78% to 86%. On the other | 
hand, from 1895 to 1904 the mortality rate of | 
operative cases of laryngeal diphtheria varied 
from 64% to 26%. Since 1899 the death-rate | 
in the operative cases at the South Department 
has varied from 33% to 26%. In 1903 the death- 
rate was 26.61% and in 1904 it was 30% and a. 
large fraction. This diminution in the mortality 
rate can only be explained by the use of anti- 
toxin. Inthe Annual Report of the Metropolitan 
Asvlums Board of London for the year 1903, it 


1888 to 1894 antitoxin not used: 


Per cent. of mortality of intubations for the 
1895 to 1904 antitoxin used. 


which indicates the ratio of mortality of diphthe- 
ria per 10,000 of the population for thirty years, 
from 1875 to 1904 inclusive. It will be seen that 
for the twenty years from 1875 to 1894 before 
antitoxin was used, the rates of mortality ranged 
from 21.78 to 6.23, with an average for this 
time of 14.46 per 10,000 of the population. If 


_a comparison is made for these twenty years 
with the nine years commencing with 1896 and 
ending with 1904, it will be seen that in only one 
year of the twenty was the death-rate as low as 


it has been from 1896 to 1904, inclusive. The 
year 1895 is purposely omitted because the South 


Department was not in operation until the first 


of September of that year. Since 1896 when 


the ratio of mortality was 9.80 per 10,000 of the 


population, it has gradually fallen with the ex- 








is stated that at the eleven hospitals under the | ception of one year when it was 9.57, an epidemic 
jurisdiction of this board where 4,839 patients | year, to 3.35 per 10,000 of the population, the 
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rate for 1904. This reduction in the mortality 
rate is the legitimate result of the general admin- 
istration of antitoxin and hospital treatment. 
For the twenty years from 1875 to 1894 the 
average ratio of mortality per 10,000 of the 
population in Boston was 14.46, while that from 
1895 to 1904, inclusive, was 6.42, a diminution 
of more than one-half, 


& 





to 1904, inclusive, a period of twenty years. By 
following the full black line it will be seen that 
Boston suffered more from diphtheria from 1885 
to 1894 than any of the cities taken for compari- 
son. The average rate of mortality for this 
period in Boston was 11.80 per 10,000 of the 
population as compared with Philadelphia with 
a ratio of 6.55, New York with a ratio of 10.56, 





CHart B. 


Ratio of mortality of diphtheria per 10,000 of the population in Boston from 1875 to 


1904, inclusive. 


Chart C shows the per cent. of cases of diphthe- 
ria sent to the hospital with the per cent. of deaths 
from this disease to the population from 1888 to 
1904, inclusive. It will be seen from this chart 


diphtheria to the population was .15 of 1%, and 


tality was .18 of 1%, and the percentage of cases 
centage of cases sent to the hospital was 56, 


words, the greater the number of patients ill with 
diphtheria sent to the hospital the lower the 


percentage of deaths from diphtheria in the com-| 
munity. This is notably so in the years 1903, 


and 1904. 

It is always well to compare the mortuary 
statistics of a given disease in one city with those 
of other cities in the same country. Chart D 


shows the ratio of mortality of diphtheria per | 
10,000 of the population in Boston, New York | 


(old city), Philadelphia and Brooklyn from 1885 


and Brooklyn with a ratio of 10.10. It will be 
seen from this chart that in 1894 in Boston the 
ratio of mortality per 10,000 of the population 


was 18; that in 1895 when antitoxin commenced 
that in 1889 the percentage of mortality of) 


to be used there was a very marked diminution 


‘in the ratio. In the years 1902, 1903 and 1904 
that only 29% of the cases of diphtheria were | 
sent to the hospital. In 1894 the rate of mor-. 


the ratios are lower than any of the other cities 
except Philadelphia. By following the dotted 


‘line which indicates the ratio for New York 
sent to the hospital was 23. In 1899 the per-| 


(old city) it will be seen that New York did not 


‘suffer so much from diphtheria as Boston, and it 
while the mortality rate was .05 of 1% or, in other 


also can be comprehended at a glance that since 
1895 the reduction has not been so marked as 
in Boston. A similar remark holds good regard- 
ing Brooklyn, the ratios for which are indicated 
by the parallel lines. In Philadelphia, repre- 


‘sented by the broken line, the average ratio of 


diphtheria, per 10,000 of the population, for the 


‘ten years from 1885 to 1894 was 6.55, and that 


for the ten years from 1895, when antitoxin com- 
menced to be used in this country, the average 
death-rate is 6.21; practically, no diminution 
‘from the ratio between the years 1885 to 1894, 
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inclusive. It is evident from a study of this | tough, tenacious mucus it is evident that the 
chart that since 1895, when antitoxin was used, diphtheritic process is extending to the bronchi. 
the diminution in the mortality rate of diphtheria | This is the time when antitoxin should be given 
per 10,000 of the population has been more | in large doses, 20,000, 30,000, or 40,000 units may 
marked in Boston than in any of the cities taken| be administered with positive benefit in the 
for comparison. | majority of instances, and with no harm to the 
In laryngeal diphtheria the dyspnea in a cer-| patient. 

tain number of cases is relieved without operative! In the 1,553 intubations at the South Depart- 
interference by the use of the serum; this is more | ment since the first of September, 1895, extension 
apparent when the agent is given at the outset} of membrane to the bronchi was the cause of 
of the disease. In a patient who has that pecu-| death in only 78 instances, or 5.02%. 

liar brassy cough, rigidity of the sterno-cleido-| Of the 327 cases of tracheotomy performed at 
mastoid muscles and a limited amount of dyspnea,| the Boston City Hospital, proper, from 1864 to 
it is worse than useless to wait for the result of a| 1887, collated by Drs. Lovett and Munro,’ ex- 
culture. Antitoxin should be given at once in| tension of the diphtheritic process to the trachea 
doses of from 4,000 to 6,000 or even 8,000 units.|and bronchi was the cause of death in 101 in- 


seid spoon” 
In many of these cases a few hours after the in-| stances or a percentage of 30.88. It is evident 
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Per cent. of cases of diphtheria sent to the hospital with the per cent. of deaths to the 
population from 1888 to 1904, inclusive. 


Per cent. of cases sent to hospital 
Per cent. of deaths to population 





jection the physician will have the gratification| from the foregoing statistics that antitoxin cer- 
of finding an abatement in the severity of the} tainly had a beneficial effect in limiting the ex- 
symptoms, and the patient in twenty-four hours|tension of membrane in the operative cases. 
will pass from a condition of great danger to one| Bronchopneumonia is always a very important 
of comparative security. This effect of the|factor in increasing the death-rate of operative 
serum is so marked that it is almost beyond|cases of laryngeal diphtheria. Of the deaths 
belief. If I had not seen this occurrence so many | occurring in the 1,553 intubation cases at the 
times during the past few years I should not|South Department from Sept. 1, 1895, to Dee. 
speak so emphatically regarding it. 31, 1904, the per cent of deaths due to broncho- 
In the operative cases of laryngeal diphtheria| pneumonia was 17.06. 
antitoxin is of great use in preventing the ex-| It is beyond the scope of this paper to enter 
tension of the membrane, if ren = sufficiently ® A consideration of the results in 327 cases of tracheotomy per- 
large doses. When the intubation tube or the | formed at the Boston City Hospital from 1864 to 1887, by Robert W. 


. . Lovett, M.D., ; ,M.D., s at 
tracheotomy tube becomes clogged with a thick, | the Bical: and Sabet). Siuane, S55. Sarmnesty House suxgeone 2 
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into a long discussion regarding the advantages | proved in America, and finally was perfected in 
of intubation as compared with tracheotomy.) France. The latter statement must be taken 
In 1858 when Dr. Bouchut of Paris first conceived | with a certain amount of reservation. Much has 
the idea of introducing a tube into the larynx) been said regarding the causation of inhalation 
through the mouth the operation has had de-| pneumonia in an intubed child, but the danger 
voted adherents and bitter opponents. Trous-|of this is more theoretical than practical. Dr. 
seau strongly opposed this operation and for aj William P. Northrup® in the Transactions of 
time it was given up. In 1880 O’Dwyer com-| International Medical Congress at Washington, 
menced his experiments on intubation. For a/ 1887, says: 

long time the operation did not meet with ap-| ‘“‘. .. The experiment has been tried of in- 
proval by the profession at large. As time went | ducing ‘schluck pneumonie ’ by feeding the child 
on,however, due to the persistent work of O'Dwyer on milk and other fluids, having finely divided 
of New York and Waxham of Chicago, the opera- carbon in suspension. If this insoluble powder, 
tion met with marked recognition in this country,! having a contrasting color, were taken into the 
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Ratio of mortality of diphtheria per 10,000 of the population in Boston, New York, 
Philadelphia, Brooklyn, from 1885 to 1904, inclusive. 


Boston . New York 





and it is now the accepted operation of election | 


in laryngeal cases of diphtheria. In Paris, in 
the hospital wards named for Trousseau, as stated 
by Bayeux, intubation is performed in nearly all 
cases of laryngeal diphtheria. The French tubes 
are shorter than the American, but it is very 
doubtful if this is a distinct advantage. The 
idea is not to be conveyed that all cases of laryn- 
geal diphtheria are suitable for intubation, but 
it is a fact that in the vast majority of instances 
intubation is the better operation. Bayeux?’ 
says that intubation is the operation of election; 
that tracheotomy is the operation of necessity; 
that intubation originated in France, was im- 


7 La Diphtérie Avant et Depuis l’Année, 1894, par Raoul Bayeux. 
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lungs in elective regions, it would be possible to 
find it later. 

“In these experimental cases the powdered 
carbon (bone black) was given while the child 
was able to swallow fairly well, so as to make the 
test satisfactory, and for the same reason it was 
discontinued when the child became enfeebled 
and was about to die. 

‘“‘T may say that I have never found any evi- 
dence that milk or bone black had passed into the 
lungs of a child wearing a laryngeal tube. The 
smallest particle of milk, bathing the under 
surface of a swollen and insufficient epiglottis, 


8 Transactions International Medical Congress, Washington, D. C., 
1887, p. 511. 
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l 
would excite violent cough. It does so in laryn-| 
geal tuberculosis in the adult.” 

It would seem as if these experiments of 
Northrup should be effectual in removing the 
fear of inhalation pneumonia as occurring as an | 
accident in an intubed child. 

Jacobi, previous to 1895, says that out of 1,024 
operations of tracheotomy performed in various 
parts of the world, but principally in Europe, the 
percentage of mortality was 78.52. 

In the 327 tracheotomy cases at the Boston 
City Hospital from 1864 to 1887, the death-rate 
was 70.95% as given by Drs. Lovett and Munro. 

Dr. Max J. Stern of Philadelphia, in collating 
Bourdillat’s statistics, gives the percentage of 
mortality of tracheotomy as 73.60. 
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under two years of age was 97%; that Wax- 
ham’s mortality rate of intubation previous to 
antitoxin was 84.38%, while that of the South 
Department was 64.98%. Between the ages 
of two and two and one-half years the percentages 


were 88 for Bourdillat, 80.54 for Waxham, 


and 51.99 at the South Department. From 
two and one-half to three and one-half the rates 
in the same order are 83%, 70% and 39.97%. 
Between three and one-half and four and one- 
half years of age Bourdillat’s per cent. is 70, 
Waxham’s 67.35, and the South Department 
37.89. From four and one-half to five and 
one-half years Bourdillat’s per cent. is 65, Waxham 
66.08, and the South Department 36.99. Over 


five and one-half years, 61% in Bourdillat’s sta- 
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Percentage of mortality of tracheotomy cases and of intubation cases without anti- 
toxin, and of intubation cases with antitoxin. 


Bourdillat’s tracheotomy cases 
Waxham’s intubation cases ....... 
South Department intubation cases 








Waxham collected 1,072 cases of intubation 
performed in various parts of the United States, | 
and he gives the mortality per cent. as 73.23. | 

At the South Department from September, | 
1895, to Dec. 31, 1904, the death-rate of the. 
1,553 intubation cases was 44% as compared with | 
73.60% in Bourdillat’s tracheotomy statistics, 
or with 73.23% in Waxham’s intubation statistics. | 

As showing the relative advantages of intuba- 
tion with antitoxin as compared with tracheotomy 
without and intubation without, Chart E has’ 
been prepared. 

By following the full black line which repre- 
sents the tracheotomy mortality rate and the) 
broken black line which represents Waxham’s | 


_by numerous experiments in the laboratory. 


tistics, 56.67% in Waxham’s and 34.97% at the 
South Department. 

In order to derive the greatest possible advan- 
tage from antitoxin it should be given at the 


earliest possible moment in the course of the dis- 
ease, even before the membrane has commenced 
‘to form. 


It is at this time, when there is a 
certain amount of congestion of the mucous mem- 
brane of the throat, that a bacteriological exami- 
nation is of great use, because almost invariably 


at this stage a positive culture will be obtained. 
If antitoxin is given at once it will prevent the 
formation of membrane. 


This has been proved 


It 
has also been demonstrated by personal expe- 











intubations and the parallel lines which repre-|rience. Unfortunately, the physician, as a rule, 
sent the South Department intubations, it will|is not called until there is a certain amount of 
be seen that the mortality rate of tracheotomy |membrane in the throat, and therefore much 
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valuable time is lost. In the report of the State 
Board of Health for 1902 is an interesting table 
giving the fatality per cent. of diphtheria accord- 
ing to the day of the administration of antitoxin. 
In 1,433 cases in which antitoxin was given on 
the first day the mortality per cent. was 7.9; 
when the serum was given on the second day in 
3,284 cases the percentage was 6.2; when it was 
given on the third day in 2,654 cases the per- 
centage was 9; on the fourth day in 1,687 cases 
the percentage was 12.9; on the fifth day in 864 
cases the rate was 15.9%; on the sixth day and 
later in 1,242 cases the percentage was 17.6. It 
must be taken for granted that when it was 
stated that antitoxin was given on the first day 
of the disease, the chances are that in many in- 
stances the physician did not see the patient until 
the second day when the symptoms were pro- 
nounced; but even with this source of error the 
importance of the early administration of the 
serum is demonstrated; for instance, the fatality 
per cent. on the first day is given as 7.9, while 
that on the sixth day and later is 17.6. At the 
South Department there have been 190 cases of 
diphtheria among the doctors, nurses and em- 
ployees since Sept. 1, 1895, and there has not 
been a death, which is due unquestionably to 
the fact that antitoxin was administered in large 
doses at the outset of the attacks, even in many 
instances before there was any membrane appar- 
ent, but where the mucous membrane of the 
throat presented the peculiar congested appear- 
ance which is characteristic of the first stage of 
the disease. The question of the amount of 
serum to be given is a very important one, and 
the same rule holds good with antitoxin as with 
any other drug, namely, that the remedy should 
be given until the full therapeutical action is 
apparent. In the early stage of the disease from 
4,000 to 6,000 or even 8,000 units should be ad- 
ministered and this should be repeated every six 
or eight hours, depending upon the condition of 
the patient and the appearance of the membranc. 
In some instances four hours after the dose has 
been administered the membrane commences 
to roll up at its edges and seems to have lost its 
vitality. If there has been a marked septic odor, 
it is often not apparent after the first dose of anti- 
toxin. If, however, there is no improvement in 
the condition of the patient, both generally and 
locally, six or eight hours after the dose has been 
given, a second of from 4,000 to 8,000 units should 
be administered. This should be repeated until 
there is a decided improvement in the appear- 
ance of the throat and a relief of the general 
symptoms. It seems to me that no patient ill 
with diphtheria, unless actually moribund, should 
be considered in a hopeless state, for I have seen 
in the past nine years too many patients appar- 
ently moribund recover after very large doses of 
antitoxin. This statement is not based on theo- 
retical grounds, but is the result of personal ex- 
perience at the bedside of the patients. I feel 
very strongly on this point, because I am satis- 
fied in my own mind that many lives have been 
sacrificed from the failure of the physician to 





give sufficiently large doses of the serum from 
the fear, no doubt, of possible injurious effects 
following its heroic administration. 

As bearing on the point of large doses of anti- 
toxin a clinical history of three cases selected at 
random, where large doses of antitoxin were 
given, may be of interest. 


Case I. A man, nineteen years of age. He had been 
ill three days when admitted. On examination the 
following condition was found: enlarged cervical glands 
with great tenderness; a profuse nasal discharge; tonsils 
greatly enlarged, meeting in the median line, and cov- 
ered with thick diphtheritic membrane; uvula covered 
with membrane; profound prostration. Prognosis 
unfavorable. This patient had 90,000 units of anti- 
toxin in five days. The throat cleared in three days; 
the nasal discharge diminished; the offensive odor of 
the breath was not so marked. The patient was dis- 
charged well in thirty days. Albuminuria was not 
pronounced. There were no complications of serious 
import due to the use of antitoxin. Urticaria and 
arthralgia, although present, did not cause a great 
amount of discomfort. 

Case II. A girl, eleven years of age. 
had been ill two days when admitted. Her condition 
was as follows: Marked prostration, profuse nasal 
discharge, extensive membrane on the tonsils and 
uvula, a strong fetid odor, the action of the heart was 
irregular, and the sounds indistinct. In four days 
she received 52,000 units of antitoxin. Urticaria and 
arthralgia caused some considerable discomfort. No 
paralysis developed. The patient was discharged 
well in thirty-nine days. From the rapid spread of 
the membrane in the two days before admission to the 
hospital it is evident that this was an extremely viru- 
lent attack of diphtheria. The conclusion that the 
girl would have died if antitoxin had not been given in 
large doses is justifiable. 

Case III. A woman whose age was forty-eight 
years. She had been ill five days. On entrance the 
tonsils, posterior pharyngeal wall, uvula and _ soft 
palate were covered with a thick diphtheritic mem- 
brane. There was also a patch of membrane on the 
lower lip. The cervical glands were enlarged. The 
patient was aphonic; there were frequent attacks of 
dyspnea, so that at one time operative interference was 
imminent. She was unable to swallow and was, 
therefore, nourished by the rectum. The prostration 
was profound. In five days 48,000 units of antitoxin 
were given; 12,000 units being administered the first 
day. At the end of the fifth day the throat was prac- 
tically clear, the general condition of the patient much 
improved. The cervical glands suppurated. For 
two or three days the slightest possible trace of albu- 
min was found in the urine. Urticaria and arthralgia 
caused a certain amount of annoyance. There was 
no special heart complication, although at one time 
the action of the heart was irregular, as is always the 
case in severe attacks of diphtheria. Post-diphtheritic 
paralysis ensued, but was not sufficient at any time to 
cause great anxiety. If a less amount of antitoxin 
had been given, the patient would have died without 
doubt. She had a tedious convalescence, but was 
discharged well, and seven months after the date of 
the attack was in good health. It is of interest to note 
that four other members of this family had diphtheria, 
but as antitoxin was given early in the course of the 
disease, only small doses were required, 


This patient 


Many more cases might be cited in which large 
doses of antitoxin were given with satisfactory 
results, but enough has been said to prove that 
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small doses of antitoxin are of little avail in the 
treatment of grave types of the disease; that, in 
order to obtain the best results, the serum must 
be heroically administered. It is true that all 
of the patients to whom large doses of antitoxin 
have been given have not recovered, but so many 
of them have that one must be convinced that 
large doses are imperatively demanded in very 
severe cases. When death has occurred, it 
has been from nerve degeneration or from sepsis. 
In no instance was there any injurious effect 
produced by either the large or small doses of 
antitoxin. Albuminuria, although present in 
many cases, cannot be attributed to the serum, 
as albuminuria is one of the most frequent symp- 
toms in diphtheria. Heart complications of a 
serious nature have not been so frequent in the 
patients treated at the South Department, nearly 
15,000, as would have been the case in a like 
number treated without antitoxin. Paralysis, 
although occurring in the severer cases, has not 
been so frequent as it would have been in an equal 
number of cases treated without antitoxin. 
Urticaria and arthralgia are certainly very annoy- 
ing complications, but they do not imperil the 
life of the patient, and are, therefore, not worthy 
of being considered an argument against the use 
of the serum. It has been observed that the 
serum from certain horses caused a larger per 
cent of urticaria than that from others. There 
is no explanation of this fact. It is to be hoped 
that in the future there may be some way of 
eliminating this troublesome symptom. The 
time in which an urticaria may appear varies 
from ten minutes after the injection of antitoxin 
to five weeks. Abscesses after the injection 
should be of rare occurrence, and when they do 
appear are an indication of some error of technique 
in the sterilization of the syringe, or in the quality 
of the serum. 

The beneficial effects of antitoxin for immuni- 
zation have been demonstrated by the experience 
at the Children’s Hospital in this city and also 
at the Infants’ Hospital. Since 1887, according 
to Dr. Rotch, when immunization of every pa- 
tient was commenced at the Children’s Hospital, 
there has not been any outbreak of diphtheria 
among the patients. Previous to that time the 
wards were frequently closed on account of the 
prevalence of this disease. In February, 1900, 
immunization was commenced at the Infants’ 
Hospital, and since that time there has not been 
any outbreak of diphtheria. 

The immunization of patients in the scarlet 
fever wards at the South Department has been 
productive of much good, as there has been no 
outbreak of diphtheria in these wards since immu- 
nization was commenced. 

It is evident from the foregoing statistics: 
First, that antitoxin is a remedial agent of im- 
mense value in the treatment of diphtheria, and 
should be clased among the great medical dis- 
coveries of the nineteenth century. 

Second, that in order to obtain the best results it 
is important that the serum should be given at the 
earliest possible moment inthe course of thedisease. 





Third, that in attacks of diphtheria of a severe 
type antitoxin should be given in very large doses. 

Fourth, that in laryngeal diphtheria, in the 
majority of instances, intubation is the operation 
of election. 


> 





A DESCRIPTION OF “PFEIFFER’S DISEASE” 
(GLANDULAR FEVER), WITH A REPORT 
OF TWO CASES. 
BY A. H. WENTWORTH, M.D., BOSTON, 


Assistant Physician to the Children’s Hospital, and to the Thomas 
Morgan Rotch, Jr., Memorial Hospital for Infants, Boston. 


A NUMBER of cases of so-called “ Pfeiffer’s dis- 
ease ”’ have recently been observed in and about 
Boston. I have reason to believe that in many 
instances the condition has not been recognized. 
It is of practical importance to recognize the dis- 
sase ; inasmuch as a relatively mild and, so far as 
known, harmless affection may be regarded as 
serious and treated too radically. I will give a 
brief description of the disease together with the 
histories of two cases which I attended. The 
disease was first described by E. Pfeiffer in 1889 
and given the name of “ glandular fever ” (Drii- 
senfieber). Since then it has generally been 
referred to as ‘“‘ Pfeiffer’s disease.” 

Pfeiffer believed it to be an infectious disease, 
but left it to future investigation to determine 
whether it should be regarded as an entity or 
not. 

The disease is characterized by an elevated 
temperature lasting for a short time and by a 
rapid enlargement of lymph-nodes in the neck, 
especially those situated in the sides of the neck 
along the posterior border of the sterno-mastoid 
muscle in the region of the upper third. The 
disease is further characterized in most cases by 
the mildness of the symptoms and in all cases by 
the eventual subsidence of the swollen lymph- 
nodes without the occurrence of suppuration. 

Etiology.— The etiology is unknown. ‘The 
disease occurs most frequently between the ages 
of two and eight years, although infants and 
older children are not exempt. According to 
Pfeiffer it is of common occurrence. Its infec- 
tious character is suggested by the onset and 
course of the disease and by its occasional occur- 
rence in several members of a family within a 
short space of time. The disease is observed 
most frequently in fall and winter. A resem- 
blance to influenza is shown by the occurrence 
of muscular pains and symptoms of a mild 
catarrhal condition of the nose and throat. 

Symptoms. — The disease begins suddenly with 
elevated temperature, at times as high as 104°F. 
Older children may complain of pains in the body 
and extremities. In some cases there is pain in 
the abdomen in the median portion below the 
umbilicus. There is loss of appetite, malaise 
and, in some cases, vomiting. The tongue is 
coated and the bowels are constipated as a rule. 
There is some redness of the soft palate and 
pharynx and, in some cases, aslight discharge from 
the nose. The children complain of pain and 
tenderness in the neck. The pain is not often 
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spontaneous, but is caused by movements of the 
parts, or by handling. There is often some dis- 
comfort or slight pain on swallowing and there 
may be slight cough. These symptoms are not 
usually very marked. 

The enlargement of the lymph nodes in the 
neck can be detected by palpation very soon 
after the onset of the disease. The enlargement 
is most marked, within a day or two, in the pos- 
terior portions of the neck, especially along the 
border of the sterno-mastoid muscle about. its 
upper third. At this point the nodes are fre- 
quently visible as packets. In other parts of the 
neck they can be felt as discrete nodules. The 
skin over the lymph-nodes is normal. The nodes 
themselves are usually soft and movable and 
rather tender to the touch. As arule the enlarge- 
ment affects one side first and in some cases only 
one side is affected. In most cases the nodes are 
larger on one side than on the other. The axil- 
lary lymph-nodes remain unaffected. 

In mild cases the temperature is only slightly 
elevated, and the pains in the extremities may be 
entirely absent. In such cases the elevation of 
temperature may not last more than one day, 
but the enlarged lymph-nodes persist for several 
days. 

In moderately severe cases the temperature 
may last for two or three days and, in some cases, 
it may persist for eight or ten days. A varying 
degree of pallor and weakness is apt to remain for 
some time after the disappearance of the other 
symptoms. 

In severe cases it may be possible to detect en- 
largement of the spleen and liver by palpation 
during the acute stage of the disease. 

Heubner described the disease in an infant in 
which the lymph-nodes swelled up and subsided 
three times in four weeks. 

Complications. — Heubner noted the occur- 
rence of acute nephritis in two cases. Starck 
reported it in one case out of twelve cases which 
he had observed and Rauchfuss reported it in one 
case out of two. The character of the nephritis 
in these cases was similar to that after scarlet 
fever. A diminished quantity of urine, albu- 
minuria, hematuria, lymphoid cells and casts, 
and, occasionally, anarsarca. All of these cases 
terminated favorably without uremic symptoms. 

In one of Heubner’s cases of nephritis the lymph- 
nodes enlarged again on one side of the neck and 
suppurated. 

Diagnosis. — The diagnosis is not difficult if the 
sequence of symptoms is borne in mind. The 
acute onset and symptoms followed by swelling 
of lymph-nodes not previously enlarged, the 
presence of tenderness and the final disappear- 
ance of the enlargement within a short time pre- 
sent a characteristic picture. The location of 
the enlarged lymph-nodes in the sides and pos- 
terior portions of the neck and especially the 
marked enlargement at the upper third of the 
sterno-mastoid muscle serve to distinguish this 
condition from other swellings in the neck. The 
chief swelling is below the region of the parotid 
gland which will distinguish it from parotitis. 





Enlargement of lymph-nodes associated with 
inflammation in the tonsils can be excluded be- 
cause in Pfeiffer’s disease it is possible to determine 
by palpation that the enlargement is situated at 
some distance from the angle of the jaw. In 
tonsillar inflammation the lymph-nodes which 
are earliest affected are in the immediate vicinity 
of the angle of the jaw, and in such cases there 
would not be a general enlargement of lymph- 
nodes throughout the neck. In tubercular aden- 
itis the enlargement is never rapid and the con- 
sistency of the enlarged lymph-nodes is much 
firmer, and the characteristic onset and symp- 
toms of Pfeiffer’s disease would be absent. 

It is scarcely necessary to point out that the 
presence of an enlarged lymph-node here and 
there in a child’s neck does not warrant a diag- 
nosis of Pfeiffer’s disease. 

Prognosis. — The prognosis is always favorable. 
The swelling may subside in a few days, or a week. 
In other cases it persists for three or four weeks 
as the only remaining symptom. In the mild ~ 
cases the subjective symptoms often subside in 
one or two days, in severer cases in eight or ten 
days. A varying degree of pallor and weakness 
and loss of appetite may persist for some time 
afterward even in mild cases. 

Treatment. — The treatment is symptomatic 
and in many cases very little is required. The 
possibility of a complicating nephritis, although 
rare, should be borne in mind, and the urine 
should be examined both during the disease and 
after its termination. Tonic treatment may be 
needed to counteract the subsequent pallor and 
weakness. 

The chief importance of recognizing the disease, 
it seems to me, is to avoid confounding it with 
other diseases, such as parotitis, tuberculosis and 
septic infections. 

A diagnosis of parotitis in such a case might 
cause the family and patient much inconvenience 
as regards isolation, ete. . 

A diagnosis of tuberculosis or septic infec- 
tion would be a source of great anxiety to the 
family and might even lead to an injudicious 
operation. 

I have observed recently two cases of Pfeiffer’s 
disease, and have heard of several others in this 
vicinity. 

The disease must be relatively rare in this 
locality because I have been on the lookout for it 
in my hospital and private practice for at least 
ten years. 

My first case occurred in my own family, and 
this circumstance may account for the fact that 
I did not recognize the disease for several days, 
and only arrived at a diagnosis by exclusion. 

The patient is a child, three and a half vears old, 
whose health has always been good. He stated 
that his throat felt sore and his voice sounded a 
little thick. He had just recovered from a cold. 
His temperature was but slightly elevated. His 
throat was reddened and the tonsils looked a 
little larger than usual. He was rather pale and 
did not eat as well as usual, but he did not appear 
to be ill and so I dismissed the matter from my 
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mind. A few days later I observed a swelling 
on the right side of the neck about in the middle 
of the sterno-mastoid muscle. On _ palpation 
there was a good-sized packet of soft lymph-nodes 
on both sides of the sterno-mastoid muscle. In ad- 
dition there were numerous discrete lymph-nodes 
in the posterior and lower portion of the same side 
of the neck. The skin was normal and not adherent 
over the swelling and the lymph-nodes were mov- 
able. He complained of some pain when I pal- 
pated the neck or moved his head. The temper- 
ature was not elevated at. this time; the tongue 
was somewhat coated. The tonsils were slightly 
enlarged and clean and the mucous membrane of 
the soft palate and pharynx was reddened. A 
culture from the throat showed a growth on 
blood serum of streptococcus, but I could not 
reconcile the absence of symptoms with a strep- 
tococcic infection capable of producing enlarged 
lymph-nodes. In addition, the enlargement was 
not at the angle of the jaw, but there was a dis- 
tinct space between it and the enlarged packet of 
glands. Two or three days later the lymph-nodes 
enlarged on the left side of the neck, but not to 
the same extent. The character and location of 
the swelling were similar on both sides. After 
about a week the swelling subsided rapidly to a 
certain point and then diminished slowly, so that 
some enlargement could be detected at the end 
of four weeks. During this time the child was 
quite pale and became fatigued rather easily, 
otherwise he seemed to feel as usual. 

About one week later I was called to one of my 
patients, a boy seven years old, with a similar 
swelling on one side of his neck. His tempera- 
ture was 101° F. and he complained of tenderness 
in the neck when handled and of pain when he 
moved his head. Swallowing also caused some 
pain. These symptoms together with some 
maaise began on the day previous. The throat 
was slightly reddened. A culture on serum 
showed no pathogenic organisms. On the fol- 
lowing day his fever had subsided and the tender- 
ness was less marked. On the fourth day he 
was allowed to go out because he felt so much 
better. The swelling persisted for several days, 
but affected only one side. 

The mothers of two other patients of mine 
reported similar swellings in the neck, but the 
subjective symptoms were so slight that I was 
not asked to see them. Since then I have heard 
of several other cases in Boston and its vicinity. 
In two of these cases the disease was not of so 
mild a type as those which I have described. 
One of these children was confined to the house 
for two weeks and the fever persisted for several 
days. 

This brief description may be of assistance to 
those who are not familiar with the disease. 
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REPORT ON EARLY DIAGNOSIS OF 
TUBERCULOSIS.* 
BY DRS. A. C. KLEBS, CHICAGO; J. H. MUSSER, PHILADELPHIA; F. BIL- 


LINGS, CHICAGO, J.C. WILSON, PHILADELPHIA; H. R. M. LANDIS, 
PHILADELPHIA. 


THE diagnosis of phthisis, of that well-devel- 
oped stage of pulmonary tuberculosis, offers 
no difficulty whatever, the symptoms are well 
marked and typical, the pulmonary signs easily 
discoverable, the expectoration contains bacilli; 
the clinical picture is so typical that mistakes 
in diagnosis cannot well be made, even by the 
superficially trained observer. But this stage of 
pathological development in the great majority 
of cases is reached only after very long periods, 
during which all signs and symptoms are less 
typical, less marked from that time on when 
infection took place. During this time, which 
marks the true incipiency of the malady and 
which anatomically is characterized by the for- 
mation of few isolated tubercles in lymph glands 
or lung tissue, no or only vague general symp- 
toms exist, none on which to base a positive diag- 
nosis of the disease. Investigation has shown 
that such infections are of very frequent occur- 
rence, and that only in a comparatively small 
percentage of these cases does the disease develop 
further. However, this percentage is sufficiently 
large to make tuberculosis the most destructive 
of all diseases, and the demonstration of its fre- 
quent and spontaneous arrest and of its cura- 
bility by certain therapeutic measures at an early 
period of its development, must induce efforts of 
recognition long before the stage of phthisis is 
reached. 

The discovery of the tubercle bacillus in the 
sputum of patients suffering from the disease 
constitutes a diagnostic means of indisputable 
accuracy. However, the consideration alone of 
the fact, that tubercle bacilli can appear in the 
sputum only after the caseification and breaking 
down of a tubercle situated near a bronchus or 
bronchiolus makes it certain that tuberculous 
changes occur previous to the appearance of the 
bacillus in the sputum. This is borne out also 
by the clinical observation of a recognizable stage 
of tuberculous lung involvement, before bacilli 
are found in the sputum and the adoption of the 
term “ closed,” designating this stage, in oppo- 
sition to “ open,” 7. e., with bacilli found in the 
sputum, can be recommended for a more general 
introduction. 

From the therapeutic standpoint the diagnosis 
of pulmonary tuberculosis in its closed stage is of 
the utmost importance, the chances of permanent 
recovery diminishing proportionally with the 
postponement of rational therapeutic measures. 
These measures, being on the whole nothing but 
a radical change in the patient’s mode of life, will 
also interfere less with the patients usual occu- 
pations, the earlier the diagnosis is made. Hence, 
also, for this reason, the paramount importance 
of an early diagnosis. The physician who de- 
clines to make a positive diagnosis of tubercu- 


_ *Presented at the Second Annual Meeting of the National Asso- 
ciation for the Prevention and Study of Tuberculosis, Washington, 
D. C., May 18, 1905. 
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losis on account of the absence of the bacillus in 
the sputum only, assumes a very grave respon- 
sibility, and great caution in this respect cannot 
be urged sufficiently. Whenever certain signs 
and symptoms justify a suspicion of the disease, 
without there being positive evidence, it is wise 
to instruct the patient carefully as to his mode 
of life, to watch him closely and to repeat the 
examination at stated intervals. 

As regards the examination, it may be said in 
general that a close and careful investigation of 
constitutional as well as local manifestations by 
the simplest methods will often reveal sufficient 
evidence for a positive diagnosis. The search 
for bacilli in the sputum has unfortunately 
brought about a neglect of these methods. 

The history of the patient may or may not con- 
tain useful information; it ought to be carefully 
investigated in every case. Predisposing mo- 
ments, such as cases of tuberculosis in the family 
and among intimates or unhygienic mode of life, 
dusty and confining occupations, must all be 
taken into consideration, their absence in one case, 
on the other hand, must not discourage further 
examination. 

The symptoms of incipient tuberculosis will 
rarely offer anything typical. We may have a 
very early hoarseness or a condition resembling 
that of chlorosis or neurasthenia, of bronchitis or 
dyspepsia. Cough may, or may not, be present. 
Hemoptysis in the absence of other causes, among 
all the symptoms, which may be found in the 
history, is one of the greatest significance. Phy- 
sical signs are sometimes absent for weeks after 
the hemoptysis. Vague as all these symptoms 
may be and characteristic for various morbid 
conditions, they assume diagnostic value only 
when considered together with the results of a 
careful physical examination. 

Here inspection, first of all will have to reveal 
conditions of stature and physical development, 
which in their deficiencies we know to be indica- 
tive, if not of the disease itself, at least, of a 
predisposition to it. Length and weight of body, 
circumference and degree of expansion of chest, 
are data of importance, and in their correlation 
give indication of the bodily condition and state 
of nutrition. Still we must not depend on find- 
ing often the classical habitus phthisicus, the 
paralytic thorax, if we are to make an early diag- 
nosis of tuberculosis. However, these data as 
well as the determination of symptoms are of 
greatest value, if for nothing else but a guidance 
in subsequent examinations, and for that reason 
should not be neglected in any case. 

Of great importance is the temperature. Even 
a slight rise of temperature in the afternoon, if 
other causes can be excluded, ought to arouse 
invariably our suspicions. Very often this is 
overlooked, and to shield against such oversight 
great care in the measuring of the temperature 
is to be recommended. Whenever possible a 
two-hourly record for a period of several days 
ought to be taken, a good thermometer to be 
placed in the mouth with tightly closed lips and 
held there for at least five minutes, the patient 





in a room of even temperature. It will also have 
to be remembered that in some tuberculous pa- 
tients the rise of temperature appears only after 
some exercise, in women before and at the time 
of menstruation. 

The physical examination of the chest by 
inspection, palpation, percussion and ausculta- 
tion, if carefully and properly performed, will 
give more direct evidence than other methods. 
It may be said here that the newer methods of 
examination, notably that with the Roentgen 
rays, cannot, at least, in their present state of 
development, claim superiority over the results 
obtained by the above-mentioned methods. 

Attention shall be called here only to a few 
signs indicating limited lung involvement. On 
inspection very often a retardation in the respira- 
tory movements over the affected lung portion 
can be observed, especially over one apex. This 
retardation is more pronounced in a more recent 
involvement of the corresponding area of the 
lung. (Turban.) Foci of greater extent diminish 
the excursions of the diaphragm of the affected 
side. This can be demonstrated on the fluo- 
rescent screen, but equally well and without 
apparatus by the observation of the diaphrag- 
matic excursions by means of Litten’s shadow. 

The vocal fremitus in early pulmonary tuber- 
culosis gives little information. It may be 
increased or decreased over areas of pleural 
thickening; over pleuritic exudations it is always 
diminished. 

Painstaking percussion and auscultation of the 
chest, over all parts and always comparing the 
two sides, is of the greatest value. The use of 
the blue pencil for marking the border lines and 
determining the excursions of the lungs cannot 
too strongly be urged. Strong percussion, on 
the whole, should be avoided. Marked dullness 
is but rarely found over portions of the lungs in 
incipient tuberculosis; however, the percussion 
will elicit sometimes a significant retraction of one 
apex as compared with the other. 

In judging the results of the examination by 
auscultation, it should always be remembered 
that many of the signs are subject to considerable 
variation, depending on the time at which the 
examination is made. Rales which we can easily 
discover in the morning will regularly be absent 
during the afternoon. Also on damp and rainy 
days we will find them when they are absent in 
dryer weather. Also do we find in women pul- 
monary signs accentuated at the time of men- 
struation. 

All these circumstances must be considered 
before a final judgment of the case is given. 

Although every portion of the lung (including 
the lingula over the heart dullness) should be 
examined with the stethoscope, particular atten- 
tion will have to be paid to the upper portions of 
the lungs and also to the lower borders and the 
axillary regions. 

As the earliest auscultatory sign in early pul- 
monary tuberculosis we can regard the rough and 
the slightly diminished respiratory murmur. The 
former must not be confounded with the shar} 
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(puerile) respiratory murmur, which is more a 
sign of increased function than of swelling of the 
mucosa. Both are vesiculary sounds; the rough 
character is produced by a succession of murmurs, 
following each other too rapidly for aural differ- 
entiation. Is the succession less rapid, then we 
speak of an interrupted respiratory murmur, 
which suggests much coarser changes. Thus the 
rough murmur changes the character of the 
respiratory sound, it loses its “smooth ” quality 
and becomes “ impure and roughened.” (Sahli.) 
When these adventitious sounds become audible 
beside the vasicular murmur, then we can speak 
of rdles. The rough murmur is_ produced by 
slight inflammatory changes in the bronchioli, 
the air passing over an uneven surface and 
through a slightly narrowed lumen. It is princi- 
pally audible during inspiration over the apices 
and below the clavicles. This murmur precedes 
the appearance of rales (not the case, as a rule, 
with the puerile murmur), and thus is the earliest 
auscultatory manifestation of tubercular involve- 
ment of the air passages. Distinct attention 
should be paid to it therefore. The appearance 
of rAles over the apices (also in the axillary region) 
is next to it in importance. Rales indicate catar- 
rhal conditions; with them the intensity of the 
vesiculary murmur is usually diminished, which 
is also produced by the more pronounced swell- 
ing of the bronchial mucosa. In the earliest 
stages we hear usually fine crackling rales, they 
can often only be heard directly after the patient 
has coughed. 

Bronchial respiration we hear but rarely in 
early tuberculosis; when it appears, we have to 
deal with a more extensive process. By its locali- 
zation in the apices and together with other signs 
it is, of course, pathognomic of consolidation; 
the same may also be said as regards the other 
deviation from the normal respiratory murmurs, 
which are indicative of profound tissue changes, 
to discuss which does not come within the scope 
of this report. On the other hand pleuritic fric- 
tion is often heard at an early period, most fre- 
quently in or near the axillary line between the 
sixth and eighth ribs. 

Only passing mention can be made of other 
diagnostic methods, of which tuberculin is the 
most important. Although it is well understood 
that by injection of small doses of tuberculin and 
by the febrile reaction thus produced in tuber- 
culous individuals, we can diagnose early tuber- 
culosis, the method necessitates great care in its 
application and an apparatus too complicated 
for general use, so that it does not lend itself to 
a more general introduction. The dangers of the 
preparation in the hands of one well acquainted 
with the method are very slight, but by applying 
carefully the other means of observation and 
examination, a case will rarely be found in which 
it would add considerably to the information 
gained. 

The fact that certain salts, especially iodine 
salts, increase catarrhal symptoms and thus make 
them more perceptible to auscultation, has led 
to their administration for diagnostic purposes, 





For similar reasons as the above stated, a general 
introduction of this method cannot be recom- 
mended. 

The examination with x-rays has the draw- 
back of a complicated apparatus. Besides, its 
value over the other methods has not yet been 
satisfactorily demonstrated. 

Various other methods have been advocated for 
the early detection of tuberculosis, — inoscopy, 
sphygmography, sphygmomanometry, serum test, 
etc., all apt to increase our knowledge of the dis- 
ease, but of no practical advantage in the every- 
day diagnosis of so frequent a disease. The 
careful and painstaking application of the 
methods well taught and well understood, with 
the simplest apparatus, but applied with a broad 
conception of the pathogenesis of the disease, will 
bring about much earlier diagnoses than are 
usually made. 


~~ 
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A CONSIDERATION OF THE PELVIC ARTICU- 
LATIONS FROM AN ANATOMICAL, PATHO- 
LOGICAL AND CLINICAL STANDPOINT. 

BY JOEL E. GOLDTHWAIT, M.D., BOSTON, 
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ROBERT B. OSGOOD, M.D., BOSTON. 





(Concluded from No. 21, p. 601.) 


Case I. A patient of Dr. James M. Jackson, thirty 
years of age, was delivered of a still-born child in the 
early part of April, 1903. Two years previously a 
healthy child was born without special difficulty, 
though with high forceps. After the birth of the first 
child the patient had been perfectly well, except for 
an occasional attack of pain in the abdomen, due to 
a floating kidney. The first part of the recent preg- 
nancy was entirely uneventful. Four months before 
the child was born, there was an attack of pain due to 
the floating kidney, and it was necessary for her to 
remain in bed on her back for two weeks. On getting 
up she was very weak, especially in the lower part of 
the back. Walking was difficult, even about the room, 
and there was a sensation as if breaking down. Walk- 
ing any distance was practically impossible, because 
of the discomfort felt about the pelvis. From this 
time on until delivery, the patient remained quiet at 
home, and for the last three weeks of the time was 
kept in bed. The labor started normally. The cervix 
was taken up, but after this no progress was made. 
High forceps were tried, but the head was so placed 
that they could not be applied, and after waiting for 
some time, version was done, but the child was deliv- 
ered dead. At the time of the beginning of labor the 
child was alive, and at the autopsy there was no evi- 
dence of any form of disease. Soon after the delivery 
it was noticed that the symphysis pubes was much 
separated, so that the finger could be placed between 
the pubic bones, and when the patient attempted to 
move the legs or turn over in bed the pubic bones and 
also the bones at the sacro-iliac articulations moved 
about. Belts fastened tightly about the pelvis had 
been used by the attending physician without relief. 
At the time of the first consu!tation, no other sugges- 
tions were made, but another belt was fitted, and this 
was continued for a number of days, applied so tightly 
that the skin was bruised from pressure. A short 
time after this the patient was turned on her side, so 
that for the first time it was possible for a thorough 
examination. At that time the noticeable feature 
was the absolutely flat back, and instead of the sacrum 
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inclining forward upward toward the lumbar spine, 
it rested flat upon the bed, and the curve of the lum- 
bar spine was entirely obliterated. 

Thinking that in all probability the sacrum had been 
dislocated backward, a plaster of Paris jacket was 
applied with the patient in the horizontal position, 
steels being used to support the lumbar spine in its 
normal curve, and to force the sacrum forward into its 
proper position. It was not possible, with the jacket 
applied in this way, to make a perfect fit about the 
buttocks, but nevertheless, in spite of this fact, there 
was marked lessening of the slipping in the pelvic 
joints, even though the body was moved about con- 
siderably. The patient was kept in bed for a few 
weeks with steady improvement, and then feeling that 
the proper support of the sacrum was the key to the 
situation, another jacket was applied with the patient 
standing, the weight of the upper portion of the body 
being supported by crutches. In this position the 
lumbar spine was arched forward as much as possible, 
the sacrum pressed forward, and the jacket molded 
carefully to fit the buttocks and support the lumbar 
spine. Using this jacket as a model, a leather jacket 
was made, which when applied gave practically entire 
relief, so much, in fact, that within a week of the time 
the jacket was fitted the patient walked an eighth of 
a mile over comparatively rough ground with little, if 
any, discomfort. The noticeable thing to the patient 
was that even though the jacket was applied compara- 
tively loosely, the slipping was controlled. The jacket 
was continued for several months with comparatively 
little trouble, except that once or twice, either on 
account of the softening of the jacket or on account of 
the change in the figure, naturally resulting from 
increased activities, the support was not perfect. The 
discomfort was at once relieved in each instance by 
having the jacket refitted. After using the jacket 
for six months in all, an ordinary corset was worn, 
stiffened with additional steels, and with a belt at the 
base to give added support. After two or three months 
this was discontinued. Since then the patient has been 
well and has led an extremely active life. The joints 
have not troubled her except occasionally for a few 
days when overtired, and occasionally at the menstrual 
period, 

Case II. A well-developed woman, thirty-two years 
of age, was seen in consultation with Dr. W. F. Warren, 
of Groton, Nov. 11, 1904. At that time the pelvic 
articulations were much relaxed, so that the bones 
slipped about on slightest movement. The pelvic 
bones could be separated fully an inch, and this in- 
volved a relatively similar amount of instability in the 
sacro-iliac articulation. The disability resulting from 
this relaxation was naturally very great. 

Four weeks previous to the time of the first visit a 
healthy child was born, neither the labor nor the preg- 
nant period being in any way peculiar, except that 
three weeks ‘before the confinement walking became 
difficult, owing to the heavy “ settling down ”’ feeling. 
There had been two other pregnancies without trouble. 

The condition clearly represented the relaxation 
associated with pregnancy, and for treatment, a tight 
swathe was applied about the hips, with a pad over 
the upper part of the sacrum, and a pillow under the 
lumbar spine. A sacral brace was ordered and one 
week later it was applied and the patient allowed to 
get up for short intervals. 

The brace, when up, and the pillow under the back, 
when lying down, were continued for about two months, 
after which all symptoms of weakness having disap- 
peared the treatment was discontinued. 

This case represents what, in all probability, is to 
be expected in such conditions, if the condition is ree- 
ognized and properly treated at once. 





Case III. A strong, healthy woman, thirty-four 
years of age, gave the following history: 

Six years ago, after the birth of the fifth child, began, 
to have pain in the back referred to the region of the 
sacrum. At first this was only at night after sleeping, 
and was then quite severe, making sleep afterward 
difficult. Later on the pain was produced also by 
sudden movement or jar. Various measures were tried 
for the relief of the pain, including prolonged use of 
uterine supports, but the condition became more 
troublesome, and three years ago, an operation was 
performed in which the cervix and the perineum were 
repaired and the round ligaments shortened, all with 
absolutely no relief to the pain. 

Later another pregnancy started, and the child was 
born two years ago without difficulty. Following 
this, any movement in bed, especially trying to sit up, 
produced marked pain in the sacral region, and it was 
because of this pain that our advice was asked. It 
was suggested that during sleep a pillow be placed 
under the lumbar spine, extending down under the 
upper portion of the sacrum, and that during the day- 
time a corset be worn fitted well over the hips. Pre- 
vious to the use of the pillow the patient had found 
that the pain could be relieved by turning upon the 
face. With the use of the pillow and the corset the 
pain was relieved, and in a few weeks all symptoms of 
weakness disappeared. There was no further trouble 
until three months afterward, when in connection with 
an attack of rheumatism, she was kept in bed for several 
days upon the back. At this time the old pain returned, 
due evidently to the flattening of the lumbar spine 
from the long position in bed, and the consequent 
dragging back of the upper part of the sacrum. A 
return to the pillow and the corset at once relieved the 
symptoms. 

Case IV. A woman, thirty-eight years of age, was 
seen in April, 1904, because of pain referred definitely 
to the sacro-iliac articulations and the symphysis pubes. 

The patient had had three children, the youngest 
being nine years of age. With both of the last children 
during pregnancy and following it, there was much 
disability, walking being practically impossible, and it 
was several months after the birth of each child that 
the disability ceased. During this period there was 
marked indigestion. The looseness of the pelvic 
articulations was definitely recognized by the patient 
at that time, and by means of pillows she was able to 
control in some degree the discomfort. Until the 
present trouble, which had existed but a few weeks, 
the patient had been well and strong, fully able to take 
vigorous exercise without symptoms. 

About six weeks before being seen, the patient, who 
was very “soft” physically and very tired from a 
winter of much anxiety and nervous strain, began a 
series of violent exercises, one of which consisted of 
sitting upon the floor with the legs separated, the 
knees being straight, and bending forward so that the 
breast touched the floor between the knees. Another 
consisted of lying upon the floor, and, with the legs 
straight, flattening the lumbar spine so that the whole 
spine, buttocks, knees, and feet touched the floor. It 
will be seen at once that while the method of accom- 
plishment is different, the effect of these two exercises 
upon the position of the sacrum is exactly the same as 
the manipulations which have been previously de- 
scribed, in which the change in the position of the 
sacrum is definitely desired. 

After going on with these exercises for a few days, the 
mobility of the pelvic articulations which had been 
present at the pregnancies returned, with much result- 
ing disability. At the time of the examination the 
abnormal mobility of these articulations was clearly 
demonstrable. 
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For treatment, the exercises were discontinued, a 
support of pillows was arranged for the back at night 
and a corset was applied, with special steels in the 
back to hold the upper part of the sacrum forward, 
and with a wide webbing belt at the base to make 
lateral pressure over the iliac bones. After four weeks 
of such treatment the symptoms disappeared, and in 
performing the ordinary duties of life or in taking 
ordinary exercise no evidences of weakness were appar- 
ent. Asa precaution the belt and corset were continued 
for two months longer. 

The condition represents a definite relaxation of all 
three of the pelvic joints, due to acute strain, in a 
patient who had previously had a similar trouble 
associated with pregnancy. 

Case V. Well developed woman, thirty-nine years 
of age, was seen on the 22d of March of this year, 
because of troublesome backache with much leg pain 
which had been present off and on for some years. 
She had had three children with no special trouble 
except with the second, at which time there was con- 
siderable weakness noted at the symphysis pubis. 
The bones were said to have “ crunched ”’ on movement, 
and walking at that time was difficult. Ever since 
the backache was first noted it has been worse at the 
menstrual period. Two years previous to the time 
of the first visit an operation was performed for some 
gynecological difficulty, and immediately after that, 
while still in bed, for the first time an attack of what 
was called sciatica occurred in the right leg. Since 
then, whenever she is tired, or stands much, the pain 
in the leg returns, and there have been several periods 
when the pain has persisted, these periods being spoken 
of as attacks of sciatica. Two weeks previous to the 
first examination an attack of this sort started which 
it was not possible to control with any of the simple 
drugs. The pain has been almost entirely referred to 
the right leg. 

The examination showed a slender but strongly 
built woman, complaining of pain referred definitely 
to the right sacro-iliac articulation, and always devel- 
oped by pressure or strain which involved the use of 
that articulation. During the examination the motion 
at the articulation was definite, and on raising the leg 
with the knee straight the pain was increased. On 
standing there was a distinct list of the body to the 
left, and it was almost impossible for the patient to 
bear all the weight upon the right leg. 

The condition represented weak pelvic articulations, 
in which, following the profound anesthesia and the 
position upon the operating table, there had undoubt- 
edly been a partial displacement of the sacrum which 
was responsible for the sciatica. Since then, because 
of lack of support, this displacement had recurred. 

For treatment, woven elastic trunks were used with 
almost entire relief of the symptoms, the patient being 
able to walk about freely. With these a pillow under 
the back at night is used. 

Case VI. A very large, strongly-built woman, of 
thirty years of age, was seen for the first time March 
25 of this year, giving the history that ever since child- 
hood she had had backache, and that during childhood 
she was able to find relief by lying down and having 
her sister sit upon the low part of the back. The pain 
has increased with age, so that at the present time 
active exercise has been impossible, and anything 
which represented strain upon the back, such as much 
standing or lying down without back support, has 
‘aused intense suffering. At times there has been a 
distinct slip at the low back, so that for the moment 
it was impossible to move. There has also been some 
numbness at times in the legs associated with the pain. 

In the examination, the woman complained of all 
the pain in the region of the sacrum. She was very 





large, the hips unusually so, and all motions or posi- 
tions in which the sacro-iliac joints were strained 
caused an increase of the pain, which was of the same 
character as that from which she had suffered for so 
many years. 

The condition represented a relaxation of the pelvic 
articulations, the pain undoubtedly all being due to 
this condition. The pelvic examination which had 
been made with this patient was negative in its result 

Because of the large hips and the hollow over the 
sacrum, a sacral brace was applied, which gave almost 
immediate relief during the daytime, but the pain at 
night was not relieved until the woven elastic trunks 
were applied, which, together with the pillow under 
the hollow of the back relieved the symptoms. In 
this case, because of the weight of the patient and the 
long continued weakness, it will undoubtedly be neces- 
sary to use the supports for many months. 

Case VII. A woman, forty years of age, was seen 
in consultation with Dr. P. C. Edson March 3, 1905, 
because of severe back and leg pains associated with 
much disability. 

The history is as follows: She has had two children, 
and each labor was difficult, but there was no trouble 
afterwards. The first symptoms referred to the back 
began four years ago. At that time she had a severe 
attack of pain in the lower part of the back, chiefly 
upon the right side. The pain at times was intense, 
and varied with position and use. She was several 
weeks in bed, and then the attack gradually passed 
so that she was much better in from ten to twelve 
weeks. ‘The lameness in the right leg, however, has 
never entirely disappeared. Two years ago after a 
long walk the pain returned in all its intensity, and 
confinement to bed was necessary for between eight 
and ten weeks. The pain was present on motion, and 
at night, after sleep, was very severe, this being local- 
ized in the right hip and leg. 

On last Christmas Day the patient danced a little. 
This was followed by a return of the pain in the right 
hip, and she has been miserable ever since. She has 
tried to keep about, but walking has been difficult, it 
being necessary to drag the legs along. Going over 
the stairs or taking a step up has been very hard. After 
sitting for some time, or after lying down, it has been 
very hard to rise, and on attempting to lie down it has 
frequently been neccessary to have the legs raised to 
the bed or couch. 

The general health has been good. There has been 
no other joint lesion and no signs of paralysis. The 
menstruation has been regular, but at such times the 
back and leg pain has been worse. 

The examination showed a stout woman complain- 
ing at the time of backache referred definitely to the 
sacral region. From here the pain extended to the 
right leg. The spinal motions were fairly free, but 
upon forward bending when standing, the body was 
straightened with difficulty. Bending to the left 
saused definite pain in the right hip. There was 
tenderness over the sacro-iliac articulations, but none 
over the symphysis. The motions of the sacrum were 
abnormally free. 

The hip motions with the knee flexed were normal 
and without pain. With the knee straight, flexion of 
the left leg was not possible beyond 40°, while in the 
right 60° was possible. When this limit was reached 
the pain extending down the leg became severe. 

The condition represented a definite relaxation of 
the sacro-iliac articulations, with possibly an hyper- 
trophic arthritic lesion superimposed. 

For treatment, the sacral brace was fitted, and while 
this gave some relief, there was still so much pain, 
that considering weight and the size of the body about 
the buttocks, it was thought wise to put the patient 
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to bed in order to relieve the joints from as much strain 
as possible. Accordingly, a pair of elastic trunks was 
applied and the patient put to bed flat upon the back 
with a firm pad under the sacrum and a pillow under 
the lumbar spine. A pillow was also placed under 
the knees to relieve the tension of the hamstring 
muscles. 

For two days there was considerable pain and dis- 
comfort, but after that it ceased, and with the cessation 
the muscular spasm disappeared, so that the legs needed 
no support. After two weeks in bed the patient was 
allowed up for short intervals with the sacral brace 
and the webbing trunks applied. As the strength 
returned the amount of exercise was increased. 

In such a case the bed treatment to support the 
bones and relieve the joints from strain is undoubtedly 
desirable in the beginning, as in stout persons it is not 
possible to apply pressure to the hip and pelvis defi- 
nitely enough to prevent abnormal motion. After 
two or three weeks of recumbency, unless there is some 
active disease, it should be safe to allow the patient 
to get up with the support, provided there are definite 
rest periods of lying down at frequent intervals during 
the day. 

Case VIII. A young woman, twenty-one years of 
age, and a student at college, was seen first on Janu- 
ary 4 of this year, complaining of backache of six 
months’ duration. 

No cause was assigned for the trouble, except that 
she was very tired as the result of her college work. 
The pain or backache was worse upon long sitting, 
lying down or standing. Walking did not cause trouble 
unless carried to the point of fatigue. The discomfort 
at night was enough to keep her awake. No connec- 
tion between the symptoms and the menstrual period 
had been noted. 

The examination showed a slender girl of poor mus- 
cular tone. On standing or sitting the attitude was 
bad, the lumbar spine being curved backward rather 
than forward, the thickening of the skin over the spi- 
nous processes under the corsets showing plainly that 
the attitude was of long duration. 

The spine was flexible, and also the hip motions, 
except leg raising with the knees straight. The back- 
ache and the night pain was localized definitely to the 
sacro-iliae articulations, both being involved. There 
was distinct tenderness over these joints and also over 
the symphysis pubes. The motion in the pelvic joints 
was abnormally free, and when the pelvis was gripped 
firmly in both hands during the examination the patient 
exclaimed that it felt good. 

The case represented an over-tired girl, with muscles 
very much relaxed, the pelvic condition representing 
apparently part of the general relaxation. 

For treatment, the patient was taken out of college, 
and by means of tonics, with periods of both rest and 
exercise, everything done to improve her general 
health. For the local treatment, a sacral brace was 
applied. 

On March 30, 1905, the patient reported in much 
better general condition, complaining of almost no 
backache. The muscles were much firmer and the 
pelvic mobility was distinctly less. Patient was ad- 
vised to continue with all the treatment including the 
brace for at least two months longer. 

Case IX. A young woman, twenty-four years of 
age, for over a year previous to being seen, had pain 
referred to the back of the right hip which interfered 
seriously with walking, so that for a year she had been 
unable to work. Sitting was painful, and most of the 
time was spent lying down. Because of this pain and 
disability two operations were performed in that year, 
one suturing a loose kidney in place, the other the 
removal of the appendix and the right ovary. Neither 





aoe, changed the character of the pain in the 
east. 

At the time of the first examination the pain was 
referred definitely to the right sacro-iliac articulation, 
with no other symptoms except as this joint was 
strained or moved. 

For treatment, after some experimentation, a spring 
steel brace was applied, bent sharply forward in the 
lower part, and with this, which was worn for several 
months, the condition was relieved. 

The condition represents a definite weakness of the 
right sacro-iliae articulation, not due so far as it has 
been possible to determine to any disease, and not 
associated with pregnancy, starting probably with the 
relaxation of these articulations in menstruation. 

Case X. A strong, healthy man, while lifting a 
patient, felt something give way in the lower part of 
the back. The pain was quite severe, and this was not 
only referred to the lower back, but extended down the 
legs. The body was drawn forward and there was quite 
a perceptible tremor of the legs. 

After some effort the body was straightened and with 
this change of position the pain was partially relieved. 

The condition was not at the time recognized, but 
the patient, who was a physician, carefully guarded 
the motions which caused strain upon the lower back 
and sacrum, and in this, not only was the pain relieved, 
but the strain of the joint was gradually overcome. 
After about one month of guarded use the symp- 
toms ceased and there has been no further trouble. 

The condition represents an acute sprain of the sacro- 
iliac articulations, the so-called “ stitch in the back,” 
and the position of the body together with the pain 
in the legs was due to the slipping of the sacrum out 
of its normal position. 

Case XI. A man fifty-one years of age was seen in 
the Orthopedic Department of the Massachusetts 
General Hospital, because of pain in the lower back, 
with much disability. 

The history was that fifteen years before, when 
working at his trade of steam fitting, he strained his 
back, and after that, when lifting or doing any heavy 
work, he had pain always referred to the sacral region. 
There had been several acute attacks of pain when all 
of the symptoms were worse, and with these there was 
a gradual increase of the trouble. The back gradually 
grew stiff so that stooping has been difficult for some 
time. 

The examination showed a man of fair development, 
standing fairly straight, but with the anterior curve 
of the lumbar spine obliterated. Motions, such as 
forward and side bending, were limited, but the side 
bending to the right was less limited than to the left. 
The motions were practically the same, whether stand- 
ing with the knees straight or sitting with the knees 
flexed, and all of these motions increased the pain 
which was referred to the region of the sacrum. The 
hip motions were free, but raising the legs with the 
knees straight was much limited and caused a marked 
increase of pain which extended down the legs. 

The condition represented probably in the beginning 
a sprain of the sacro-iliac articulations with, as the 
result of the constant use and repeated strains, the 
development of an hypertrophic arthritic process, 
which had also involved the spine and explained the 
limitation of motion in that region. 

For treatment, the patient was much relieved by a 
low-fitting jacket, but in such a condition this must be 
continued for many months. 

Case XII. A man, thirty-four years of age, and a 
shoe cutter by trade, was first seen at the request of 
Dr. J. F. Young of Newburyport, Dec. 19, 1904, 
because of severe pain in left leg and back, of nine 
months’ duration. 
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The pain came on after an attack of grippe, at which 
time he was confined to the house for three days. At 
first the pain in the leg was referred indefinitely to the 
left knee and varied in intensity, never being bad 
enough to keep him from work until two weeks ago, when 


asharp pain developed, “ shooting ’” down the leg. At 
the same time the body was drawn to one side. During 


the few days previous to the examination the pain had 
been excruciating both night and day. 

At the time of the examination the body was drawn 
quite sharply to the right with some inclination for- 
ward. Motions of the spine were practically impossible 
in forward or back bending, but lateral bending 
was relatively quite free. The only position that was 
possible in lying down was upon the right side. There 
was tenderness over both sacro-iliac articulations, and 
anything that caused strain upon these joints produced 
acute pain. 

The condition apparently represented disease of the 
sacro-iliac articulations with partial subluxation of 
the sacrum upon one side explaining the attitude and 
the intense pain. 

For treatment the patient was put upon the frame 
used for hyperextending the spine in Pott’s disease, 
the steels being curved well forward so as to make firm 
pressure upon the upper part of the sacrum. At first 
the pain was intense, but in a few moments the legs 
straightened out, the patient relaxed, and he exclaimed 
to his friend that the pain had gone. In this position, 
the sacrum having been forced into place by the body 
weight, a plaster of Paris jacket was applied. 

The patient remained fairly comfortable for about 
ten days, after which, as the jacket softened, the pain 
recurred together with the subluxation. 

Kther was now given to full anesthesia, and while 
the body sagged between two tables redressing pressure 
was exerted over the articulations, the deviation 
corrected, and a tight low jacket applied. Complete 
relief resulted, and recumbency was maintained for 
ten days. A model was then taken in the same manner, 
but without an anesthetic, and the patient left the 
hospital wearing a leather jacket made from this and 
reinforced with steels. 

When seen one month later he was planning to 
return to work, though occasionally there was slight 
return of the leg pain in walking. With the jacket 
on he could assume any position in lying down with- 
out pain or discomfort. 

When last seen on May 18, he had been working two 
months and all subjective symptoms had disappeared. 
He was still wearing the leather jacket, but the back 
motions had markedly improved. 

The case undoubtedly represents one of some form 
of arthritis, probably an hypertrophic arthritis in- 
volving the lumbar spine and sacro-iliac articulation, 
with, in the acute attack, a definite subluxation of the 
sacrum. 

Case XIII. A man, thirty-five years of age, who 
had been previously well, was seen at the Massachusetts 
General Hospital in consultation with Dr. W. W. 
Gannett. Two weeks previous to the consultation 
he had had an attack of rheumatism (infectious arthri- 
tis) which had affected one elbow, both knees and 
several of the other joints. Shortly after admission 
to the hospital, pain developed in one hip and leg, so 
that moving about in bed or standing was difficult. 

On examination the exposed joints showed the char- 
acteristic appearances of a mild infectious arthritis, 
and the right sacro-iliac articulation was swollen and 
tender, the pain being increased by any motion which 
represented strain upon that joint. 

The condition represented a general infectious arthri- 
tis with the right sacro-iliac articulation involved in 
connection with the other joints. 





The general treatment, together with the support 
of the back so that the sacro-iliac joint could not be 
strained, was followed by rapid recovery, the sacro- 
iliac articulation being ready for use as soon as were 
the other joints. 

Case XIV. A boy, twelve years of age, was seen 
Nov. 30, 1904, in consultation with Dr. W. N. Swift of 
New Bedford, giving the following history: 

The boy, who had previously been well, without 
known cause developed an attack of what was called 
sciatic rheumatism, nine months ago. This consisted 
of severe pain extending up and down the back of the 
legs and buttocks. The pain fluctuated considerably, 
being much worse at times than at others. The child 
was kept in bed for eight weeks. There was then a 
gradual improvement, although the sensations in the 
legs recurred at times. Three months previous to the 
examination in November, the lumbar spine was noted 
to be prominent, and supposing this to be Pott’s dis- 
ease, a jacket was applied with the child lying upon a 
hammock. This did not relieve the pain, but rather 
increased it, and associated with this there was a 
marked tremor of the legs. At the time of the exami- 
nation the lumbar spine was distinctly more prominent, 
but there was no rigidity. There was slight psoas con- 
traction on one side, but nothing aside from this to 
indicate bone disease.. The knee reflexes were slightly 
increased, but there was no clonus or Babinski or other 
evidence of paralysis. 

A plaster of Paris jacket was applied with the spine 
considerably hyperextended, and this was followed by 
an almost immediate relief of the pain, so that the 
child was able to be about and play with the other 
children. 

He was seen again two months later, and at that 
time the sacro-iliac articulations were more carefully 
examined, showing tenderness and increase of the leg 
pain whenever these joints were strained. 

The condition represents a strain or some non-in- 
flammatory lesion in the sacro-iliae articulations, the 
symptoms undoubtedly being due to malposition of 
the sacrum with the consequent pressure upon the 
nerves. The prominence of the lumbar spine was 
simply a part of the deformity previously described in 
connection with the sacral displacements. 
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Clinical Department, 
A CASE OF HEMORRHAGIC DISEASE OF THE 
NEWBORN. 


BY CHARLES W. TOWNSEND, M.D., BOSTON. 


Tue following case of hemorrhagic disease of 
the newborn seems worth recording on account 
of the severity of the symptoms in a case that 
recovered, and on account of the interest attach- 
ing to the therapeutic use of gelatin. 
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A. B., a male infant weighing ten pounds, was born 
on Dec. 25, 1904, in the most favorable surrounding 
and with good inheritance. The labor had been short, 
the delivery easy with low forceps. A slight ecchy- 
mosis was noticed at birth on the middle finger of the 
right hand. On the following day the baby cried 
considerably and vomited some bloody mucus. An 
ecchymosis appeared under the chin and on the back 
of the neck. On the third day several more hemor- 
rhagic spots appeared and when the child was sixty 
hours old copious bleeding began from the base of the 
cord at the navel. At this same time also is passed a 
large, tarry stool made up of decomposed blood, it 
vomited fresh blood, bled slightly from the nose and 
from a minute scratch on the scrotum, and several 
more ecchymoses appeared on the body. The tem- 
perature was 101°. The child now presented a des- 
perate appearance, and the outlook was of the very 
worst. 

Nitrate of silver in the solid stick was applied to the 
bleeding points at the navel, and styptic iron was also 
used. Both had only a temporary effect, and the 
blood soon poured out again through the black clots. 
Continuous pressure with the thumb alone served to 
stop the bleeding. A heaping teaspoonful of gelatin 
dissolved in an ounce and a half of water was then 
given to the infant from a bottle, and was eagerly taken, 
and a 1 to 1,000 solution of adrenalin was applied to 
the navel. Pressure with the thumb was kept up from 
time to time. The same amount of gelatin was given 
twice more at intervals of two hours. The bleeding 
at the navel ceased after two hours, no more ecchymotic 
spots appeared, the bleeding from the nose and from 
the stomach did not recur, and at the end of twelve 
hours, after several tarry stools, a movement of normal 
color was passed. The temperature at this time had 
fallen to 99.6° and after.this became normal. Recovery 
was uninterrupted and the subsequent career of the 
infant has been normal. 


Hemorrhagic disease of the newborn is generally 
admitted to be an infectious, self-limited disease, 
tending to death or recovery in a few days, and 
generally, as in this case, accompanied with fever. 
Where the hemorrhages are so profuse and occur 
from so many different tissues the outlook is 
generally bad. How much of the good result 
can be attributed to the gelatin, it is impossible 
to say, but the prompt recovery after its use is 
certainly suggestive. The benefit from the local 
use of adrenalin is also worth noting. 





Medical Progress. 
PROGRESS IN GASTRO-INTESTINAL DISEASES. 
BY ELLIOTT P. JOSLIN, M.D., BOSTON. 
THE PATHOLOGY OF GASTRIC CANCER. 


Ta BORA ! reviews the cases of gastric cancer in 
the late Professor Riegel’s Clinic at Giessen in an 
instructive manner. We recommend those es- 
pecially interested in this subject to read the entire 
article. His opinions are based on a study of 
212 cases treated in the hospital during the last 
five years, and of some others seen transitorily. 
These cases came under observation as a rule at 
an unusually early stage on account of the in- 
fluence of Riegel. 


1 Deut. Med. Woch., 1905, p. 576. 





Most textbooks describe gastric cancer under 
one type —the pyloric cancer. Tumor, dila- 
tation, absence of hydrochloric acid, presence 
of lactic acid, coffee grounds vomit, continual 
loss of weight and cachexia are the symptoms 
portrayed, and are so typical that the diagnosis 
is made by the laity. But only an early diagnosis 
gives a therapeutic chance, and to arrive at such 
it must be remembered that gastric cancer pre- 
sents a picture in its early stages which is definite, 
and depends strictly upon its location. 

Two clinical types are to be distinguished — 
pyloric cancer and cancer of the lesser curvature. 
Contrary to the old view cancer is as common in 
the latter as in the former situation, and its char- 
acteristic symptomatology demands recognition. 

The symptoms of pyloric cancer also vary 
according to the mode of origin, whether it forms 
on the base of a simple ulcer or is primary. The 
carcinomatous ulcer is accompanied frequently 
from beginning to end with hyperacidity, con- 
tinuous or alimentary hypersecretion. Late if 
ever is there diminution in the acidity. Motor 
insufficiency develops early, while lactic acid 
appears late if at all. Pain is as a rule severe, 
and it is in this form of cancer that hemorrhage 
is most frequently profuse. 

The primary pyloric cancer, on the other hand, 
often presents but slight motor insufficiency at 
the start, but this seldom wholly fails. Free 
hydrochloric acid falls slowly and _ gradually 
as is shown by weekly tests. A relative acid 
insufficiency is present, which Gluzinski showed 
was an important sign of beginning cancer. He 
demonstrated this by testing the stomach “ fast- 
ing ”’; again, after an albumin test breakfast (two 
hard boiled, finely divided eggs and 100-200 ce. 
water); and third, after a test midday meal, all 
given on the same day. If hydrochloric acid was 
absent one or more times it was suggestive. 
Tabora considers this test most helpful. The 
test is less valuable for the ulcer type of cancer, 
because there hypersecretion is often present. 
The positive result of the test, therefore, speaks 
for cancer, but the negative is not against cancer. 
Slowness of secretion of hydrochloric acid is often 
manifest, and constitutes another peculiarity of 
gastric cancer, though not of so much value as 
the relative insufficiency of Gluzinski. The acid 
may form during the night, and so be found in 
the fasting stomach, and yet be absent even for 
one or two hours after a test meal. On account 
of the motor insufficiency and disturbed secre- 
tion lactic acid is formed. Hemorrhages are 
frequent, but less profuse than in carcinomatous 
ulcer and of the coffee ground variety. Pain is 
less severe, a palpable tumor fails generally at 
the start, which is the opposite of carcinomatous 
ulcer, in which a clear resistance in the pyloric 
region is more common. ‘This is due to the infil- 
trated margin of the ulcer, the adhesions and 
pyloric spasm. In both forms of pyloric cancer 
early loss of weight occurs on account of the 
early disturbance of motility, but cachexia may 
fail, especially in carcinomatous ulcer. 

Though it may be impossible to differentiate 
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between an ulcer and a cancer at the pylorus, in 
very many cases it is possible to distinguish 
between a beginning carcinomatous ulcer and a 
primary cancer of the pylorus. Hypersecretion, 
whether continuous or alimentary, is almost 
pathognomic of the former. In the late stages 
when the hydrochloric acid has decreased, sepa- 
ration may be difficult. A positive history of 
ulcer is of value, but a negative history is not, 
because it is so common for ulcer at the pylorus 
to be latent. The similarity of the symptoms 
in ulcer and carcinomatous ulcer at the pylorus 
is due to the similarity of the histological structure 
of the pylorus in the two conditions. (Boekelman.) 
The hydrochloric acid secreting cells are increased 
in both conditions. In a primary pyloric cancer 
they are as a rule diminished. 

Cancer of the lesser curvature of the stomach 
is most difficult to diagnose. In the majority of 
instances it is primary, accompanied with achylia 
from the start and the motility is intact. By the 
progress of the growth the stomach may become 
rigid, and peristalsis be lost though tonic con- 
traction of the stomach remains possible. Finally, 
motor insufficiency may supervene, but with it 
the almost paradoxical condition of pyloric 
insufficiency due to the rigid pylorie ring. This 
is demonstrated by distention of the stomach 
with air. Lactic acid formation is more frequent 
than in pyloric cancer, but is by no means an 
‘arly symptom. A tumor is only to be felt where 
the lesser curvature is low enough to permit 
palpation. Hemorrhages occur early and in 
small quantity. The subjective symptoms are 
mild. Pain is rare. Pressure and nausea are 
for a long time the only complaints of the patient, 
and are no more severe than met with in many 
forms of chronic gastritis and nervous dyspepsia. 
Loss of weight is slight, and cachexia waits for it. 
Tabora has known such cases to live even three 
or four years after the diagnosis was made. 

The explanation of the disturbance in secretion 
in gastric cancer is based on two theories, a patho- 
logic-anatomical and a chemical. The first 
attributes the achylia to a mucous gastritis; by 
the chemical theory the hydrochloric acid is 
secreted, but unites with the cancer or the prod- 
ucts of the cancer. Tabora considers both 
responsible for the absence of hydrochloric acid. 
In cancer of the lesser curvature neither theory 
would apply, for often this develops when gas- 
tritis can be excluded and ulceration of the growth 
fails. In such instances the cancer appears to 
have developed in the course of an achylia gas- 
trica, and there is no reason why this should 
not take place because achylia is so common. 
It is not improbable, however, that the achylia 
predisposes to cancer since the achylia is an ex- 
pression of a weak stomach, constitutional or 
acquired, and it is a common observation that 
the mucous membrane in achylia gastrica is vul- 
nerable. But why should the lesser curvature 
be especially disposed to cancer in achylia? 
According to the mechanical theory of the origin 
of cancer, those parts of the body which are most 
exposed to injury by their position, arrangement 





or function are most prone to develop cancer. 
In the stomach two portions are so exposed, the 
pylorus and the lesser curvature. In the hyper- 
acid or normal stomach the pylorus opens only 
at intervals when a certain grade of acidity is 
reached, and the food collects near it and here 
exercises its chemical and mechanical irritation. 
This explains why cancer may develop not only 
at the pylorus, but also in the prepyloric portion. 
The case is different in the achylic stomach. In 
it the pylorus is an open door and the food is 
known to leave the stomach more quickly than 
normal. The pylorus remains little disturbed, 
but the lesser curvature, which we now know to 
be almost perpendicular in the erect position, is 
subject to continued irritation, and on account 
of its rich blood supply offers a good field for the 
development of cancer. In a normal stomach, 
to be sure, the lesser curvature suffers as much, 
but the pyloric portion suffers still more. The 
place of predilection in the achylic stomach is 
therefore the lesser curvature, in the normal 
stomach the pylorus. Achylia in cancer of the 
lesser curvature is not a result of the cancer, and 
so this symptom in these cases loses much of its 
importance. 

Lactic acid depends on hyperacidity and stasis 
simultaneously. It is most common in the sec- 
ondary anacidity of pyloric cancer, but also 
met with in cancer of the lesser curvature. This 
is because in the latter instance a slight stagna- 
tion can take place in the folds and recesses of 
the cancer. It is only of value when present; it 
is not an early symptom; it is not pathognomic. 
Tabora mentions two cases of simple achylia in 
which it was present, but in these cases 40 cm., 60 
cm., 80 cm. were present one hour after a test 
breakfast, just as one would expect in a healthy 
secreting stomach, but a condition which is sel- 
dom found in achylia. 

Coffee ground vomitus or washings do not 
always mean the presence of blood. Therefore 
always control macroscopic with other blood 


tests. Blood clots are: (1) Large, clumpy and 
in balls, black, red, size of pin to cherry. (2) 
Brownish color and striped appearance. (3) 


Very small, less than head of pin of intense black 
color, seen with difficulty, and their character 
recognized only under the microscope. 

These tiny clots are never found in simple 
achylia, because they would not have time to 
form. ‘This last type is the earliest sign of cancer 
of the lesser curvature, especially if in combina- 
tion with the lactic acid bacillus, even if no lactic 
acid is present, because this shows stagnation in 
some portion of the stomach must have taken 
place — that is presumably in the cancer. 

It is commonly considered that cancer produces 
a progressive loss in weight. In Tabora’s expe- 
rience this applies in general only to those forms 
with motor insufficiency. The typical cancer 
of the lesser curvature in the early stages causes 
no notable loss of weight; months, even years 
passing without harm to the general nutrition. 
It frequently happens that in the early, middle 
and sometimes even in the advanced stages, by 

















Vou. CLII, No. 22] 


BOSTON MEDICAL AND SURGICAL JOURNAL 


641 





forced diet a gain in weight is produced. The 
variation in weight, therefore, should not have 
too much influence in the diagnosis of cancer. 

Bear in mind that in the early stages of ulcer 
and cancer of the pylorus, no definite diagnostic 
signs are known between ulcer and cancer, and it 
is well to consider the possibility early of cancer. 
In primary cancer of the pylorus the diagnosis 
is more easily reached in the early stages. Such 
a cancer offers the best chance for a real radical 
removal. But even when in doubt as to the 
presence of carcinomatous ulcer of the pylorus, 
operation is desirable because of the dangers 
from cicatrices and profuse hemorrhages due to 
the ulcer, even apart from the ever-present pre- 
disposition to the development of cancer upon 
the ulcer. Where resection is not possible, gastro- 
enterostomy, in Tabora’s experience, notably 
slows the growth of the cancer. 

The conditions are far more unfavorable in 
cancer of the lesser curvature. An early diag- 
nosis is not possible, since the earliest signs and 
symptoms only occur when the disease is well 
advanced. On account of the situation of the 
cancer, its removal scarcely ever succeeds, though 
the conditions are somewhat more favorable when 
a gastroptosis is co-existent. Gastro-enterostomy 
is not indicated because motor insufficiency is 
absent. Therefore a cancer of the lesser curva- 
ture presents little that is hopeful for the surgeon. 
In Kronlein’s clinic of 264 cases of cancer an 
exploratory laparotomy was undertaken in 197. 
In only 50 of these cases was the removal of the 
tumor attempted. Of this number 14 died from 
the operation, and the remaining 36, that is one 
sixth of all the cases operated upon, lived on an 
average fourteen months longer than the 67 in 
whom any attempt at operation was given upon 
account of their poor condition. Patients in whom 
the cancer is situated favorably can live for years, 
and it is a question whether one has a right to 
speak of an actual prolongation of life in the 
above 36 instances. 

The possibility of radical removal at the most 
is not above 1%, and the operative mortality 
reaches the same height. Besides, there is the 
psychical moment. To persuade patients to be 
operated upon who have unimportant complaints, 
one must direct their attention to the possibility 
of cancer. When, as is the rule in such instances, 
the exploratory laparotomy is resultless, and the 
old complaints return, it is no longer possible 
to divert the patient’s mind from the certainty 
of the hopelessness of their disease. Further- 
more, the knowledge of the recurrence of cancer 
is widespread among the laity. Tabora has seen 
more than one case which has lived months and 
even years after an operation which accomplished 
nothing, but brought the patient severe mental 
suffering. 

If free hydrochloric acid is shown with Congo 
paper in a patient suspected with cancer, and 
there is motor insufficiency, radical removal of the 
cancer is still possible, at any rate gastro-enter- 
ostomy is indicated. 

If with motor insufficiency the Congo reaction 





for free hydrochloric acid is negative, as a rule 
gastro-enterostomy to offset the motor insuffi- 
ciency is alone possible. 

If there is neither free hydrochloric acid nor 
motor insufficiency, and the lesser curvature is 
in the normal position, then any surgical inter- 
ference is hopeless and purposeless. 

A general indication for surgical interference 
sometimes occurs without reference to the above 
criteria, when very severe pain makes the life of 
the patient so unendurable that by operation 
there is nothing to lose, and yet possibly some- 
thing to gain. 


CIRRHOSIS OF THE LIVER. 


Professor Naunyn’ recently contributed a paper 
on Cirrhosis of the Liver at the meeting of the 
German Pathological Association in Breslau. 
Cirrhosis of the liver occurs in such varied forms 
that it is often difficult to recognize any similarity 
between the different varieties. Contrast the 
patient with atrophic cirrhosis who presents only 
a latent ascites without jaundice, with liver and 
spleen recognized only with difficulty, or normal, 
with the picture of a typical biliary hypertrophic 
cirrhosis showing bronzed jaundice, giant liver 
and spleen, and yet no ascites. It is a compli- 
ment to the clinicians that they have trusted 
pathology and believed in the unity of these 
various processes. 

Much help was expected from functional diag- 
nosis in the study of hepatic disease, but thus 
far levulosuria remains the only reliable test. 
Moreover, it is possible that the collateral circu- 
lation in cirrhosis is accountable for the levulo- 
suria, because in this way a portion of the levulose 
when absorbed reaches the general circulation 
without passing through the liver. 

The symptoms of cirrhosis of the liver are few, 
namely, changes in the size of liver and spleen, 
as manifested by palpation and percussion, as- 
cites, digestive disturbances and jaundice. These 
symptoms vary in intensity as do symptoms in 
any disease, but it is characteristic of cirrhosis 
that one or the other stands out prominently 
to the occlusion of all others. Naunyn classifies 
cirrhosis in four groups: 

(1) Incipient Cirrhosis of the liver; (2) com- 
mon ascitie cirrhosis; (3) biliary cirrhosis; (4) 
hypersplenic cirrhosis. 

Incipient cirrhosis is a necessary form clini- 
cally. It comprises many alcoholic cases with 
gastro-intestinal dyspepsia, subjective sensitive- 
ness of the liver, and a liver little or not at all en- 
larged, often felt only at the end of repeated 
examinations, of hard consistency, and not tender 
like the congested liver. The spleen may be 
enlarged by percussion. It is often felt only 
after many vain efforts. Jaundice is seldom 
marked, is usually absent, and ascites is either 
absent or doubtful. Such cases explain Leich- 
tenstern’s precirrhotic splenic tumor. One should 
not assume that the spleen is affected first, because 
on repeated efforts the liver can usually be felt 
and is then characteristically hard. Even if the 

2 Verhand. d. Deut. Pathol. Gesell., September, 1904. 
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liver is not felt, it only shows that it is not en- 
larged, but not that it is healthy. 

Naunyn thinks the terms ascitic and biliary 
perfectly characteristic for the next two forms 
of cirrhosis. In 160 clinically observed cases of 
cirrhosis there were 34 (21%) with marked 
ascites (over 3 liters). In these 34 cases there 
was but one with marked jaundice, while among 
the whole number of 160 cases there were 13 
with marked jaundice. Just as ascites and 
jaundice exclude one another, so, too, marked 
enlargement of the liver and jaundice go together. 
In 160 cases there were 21 with very large livers, 
and marked jaundice was present in 12 of these. 
Conversely, an enlarged liver was present in 12 
out of 13 cases with marked jaundice. 

Though the clinical pictures of the two forms 
are different, this is no reason to consider the 
two diseases distinct. The same cause underlies 
all the different forms. Further between the 
typical cases one constantly meets transition 
stages. It is only necessary to refer to those rare 
cases in which there is a diminution in the size 
of what was at first a large liver, and also to the 
many cases of mild jaundice and mild ascites in 
livers more or less atrophic or hypertrophic. 
These transition stages are met with still more 
in the hypersplenic type of cirrhosis. Atrophic 
and biliary hypertrophic cirrhosis may have the 
symptoms which make up the clinical picture 
of Banti’s disease. Marked anemia and tendency 
to hemorrhage are not uncommon in cirrhosis, 
but they may occur with all forms, and Naunyn 
does not consider them characteristic of the hyper- 
splenic type. 

The spleen is quite constantly enlarged in cir- 
rhosis, and it is seldom that it is not felt. In 
66 out of Naunyn’s 160 cases it was plainly 
palpable, and was considered enlarged in 125. 
Since the spleen is often found enlarged at autopsy 
when it has not been found enlarged during life- 
time, it is probably safe to consider it enlarged 
in 60% of the cases. It is not as commonly felt 
in the biliary hypertrophic form as in the ascitic 
form. Naunyn considers the spleen extra large 
(hypersplenia) when its longitudinal diameter 
reaches 20 cm. or more. Such spleens are found 
more commonly in the biliary hypertrophic type 
than in the ascitic. It is said to be characteristic 
of Banti’s disease that the spleen is very large, 
but such giant spleens (30 em. or over) Naunyn 
has met with in 8 cases of atrophic cirrhosis, and 
not one of these cases belonged in Banti’s group. 
In one instance the spleen was 39 cm. in diameter. 
Perhaps the age of the patient has something to 
do with the size of the spleen, since large spleens 
are more common in young people. 

Naunyn does not accept Banti’s views. The 
pure case of cirrhosis with hypersplenia Naunyn 
would call hvypersplenic cirrhosis or pseudo 
Banti’s cirrhosis. These cases are characterized 
by an early appearance of a very marked anemia. 
The deciding sign is the giant spleen 20 cm. to 30 
em. in length. As a rule in the cases observed 
by Naunyn the liver was also large, and its ana- 
tomical condition similar to that of atrophic or 





hypertrophic cirrhosis. Ascites appears in some 
cases just at the end. Hemorrhagic diathesis 
is frequent. Jaundice is absent or extremely 
slight. The blood shows anemia. In some 
cases there is hypo- in others hyper-leucocytosis. 
Naunyn would restrict Banti’s disease to those 
cases of splenic anemia in which ascites appears 
later. The ascites in these cases is not due to 
the cirrhosis of the liver which may be present, 
since this is not a pure cirrhosis, but rather a 
freshly formed lymphomatous growth in Glisson’s 
capsule and in the acini, similar to that which 
occurs in pseudoleukemia, He finds no evidence 
that pure cirrhosis develops in such a liver. There 
are no characteristic blood changes in Banti’s 
disease. The diminution of white corpuscles 
occurs in the plain ascitic form of cirrhosis just 
as well as in Banti’s disease and the pseudo 
Banti’s cirrhosis. A way to differentiate the 
real Banti’s disease from the pseudo Banti’s 
cirrhosis is the toxemic destruction of albumin, 
which ceases as soon as the spleen is removed. 
Such toxie albuminous destruction is only found 
in Banti’s disease. The cases of splenic extir- 
pation which result favorably are always cases 
of Banti’s disease. 

How can one reconcile the differences in the clin- 
ical picture of all these different forms of hepatic 
disease? In great part they can be referred 
back to an accompanying cirrhotic cholangitis. 
It is not uncommon in the course of cirrhosis 
for attacks to occur which simulate gallstone 
attacks. These are characterized by sudden, 
severe pains in the liver region, which stretch 
out over the abdomen to the back, and may be 
accompanied by biliary vomiting and fever. 
The liver becomes sensitive to pressure, very 
sensitive, begins to swell in the attack, and 
afterwards diminishes in size. Jaundice may 
appear or become deeper, to disappear again after 
the attack. These attacks may be so similar to 
gallstone colic that they are diagnosed as chole- 
lithiasis, but they have nothing to do with chole- 
lithiasis. Naunyn refers to three cases of cir- 
rhosis in which these typical attacks appeared, 
and in which the autopsy excluded gallstones. 
The study of gallstones has taught that attacks 
like the above are the expression of an infectious 
inflammation of the gall passages. One should 
speak clinically of a cirrhotic cholangitis just as 
of a calculous cholangitis. That in cirrhosis the 
gall passages are disposed to infectious disease 
is as obvious as it is probable that in cirrhosis 
the activity of the bile flow suffers. Numerous 
clinical and experimental investigations have 
shown that any disturbance of the bile stream 
favors the appearance of an infection in the gall 
passages. Various writers have associated cir- 
rhotic livers with purulent and ulcerative cholan- 
gitis. Naunyn has seen one such case, and in 
his opinion these are much more common than 
has been thought. Cholangitis occurs without 
serious atomical changes in the biliary passages. 
This is easily produced in animals by ligaturing 
the ductus choledochus, and injecting virulent 
colon bacilli into the gall bladder. The animal 
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dies within two days with all the symptoms of a 
virulent infection, and yet one finds nothing but 
an enormous and highly virulent quantity of 
colon bacilli in the bile. The bile passages show 
nothing more than the desquamation of epithe- 
lium and slight hemorrhages, changes which are 
easily overlooked at autopsy. Nevertheless, this 
is an infectious cholangitis, and it should always 
be spoken of as such when large quantities of 
pathogenic microbes are found during life, or 
directly after death, in the bile. From the clinical 
point of view Naunyn believes that cirrhotic 
cholangitis is a frequent and important compli- 
cation of cirrhosis, and cites as proof first the 
attacks simulating gallstone colic, and second 
the presence of fever in cirrhosis of the liver. 
Carrington found this in 40% of 44 cases, and 
Naunyn in 20% of 33 cases. The fever is not 
high, though it occasionally reaches 104° for 
periods of a week. It is often unaccompanied by 
discomfort. In the third place the jaundice in 
cirrhosis suggests an accompanying cholangitis. 
It is present in one half of the cases, if those in 
which it is very slight are included. Its similar- 
itv is very great to the jaundice of gallstones, 
which is due, as a rule, to an accompanying 
cholangitis. The fact that fever is more common 
in the severe jaundice cases speaks for the cho- 
langitic nature of the jaundice. Finally, Naunyn 
believes that the complicating cholangitis is 
closely related to the enlarging of the liver in 
the hypertrophic form. Jaundice is more com- 
mon in this form, and when jaundice appears 
the liver swells. 

The cholangitis above mentioned is a compli- 
cation of cirrhosis, not its cause. If cholangitis 
produced cirrhosis then cirrhosis would much 
more commonly accompany gallstones. Naunyn 
has never seen a definite case of this kind. It is 
sometimes mentioned by authors who favor the 
view that cholangitis is the cause of cirrhosis, 
that jaundice is present before the cirrhosis ap- 
pears. This in fact did occur in 15 of Naunyn’s 
cases, and in fact two years before the cirrhosis 
was diagnosed. However, the course of cirrhosis 
is usually very chronic, and it is difficult to say 
that cirrhosis was not present when the jaundice 
appeared. Furthermore, jaundice is not a pre- 
cursor of biliary cirrhosis more frequently than 
of ascitic cirrhosis. Jaundice appeared first in 
only one of his 13 cases of biliary cirrhosis. 

The cause of cirrhosis first of all is alcohol. 
Of Naunyn’s 135 male cases, 83 were steady 
drinkers, and 18 steady “ soakers ”’; 35 women 
were constant drinkers. When one considers 
how frequently, especially with women, the truth 
is concealed, these facts are striking. Syphilis 
was present in 19 cases. Typhoid was noted in 
13 cases, only 4 of these being drinkers. Malaria 
was present in 8 cases, and of these 5 were drink- 
ers. Six of the 35 women had 7 to 14 children. 
No form of cirrhosis has a peculiar etiology. 
Alcohol precedes one as much as it does the other. 
Of 13 cases of biliary cirrhosis 8 were drinkers, 
and of these 4 ‘soakers.” Naunyn cannot 
explain his biliary forms by infectious disease. 





The form of alcohol is not essential, and brandy is 
by no means necessary for a satisfactory etiology. 
Several cases seem to work together, — alcohol 
and syphilis. 

How does the alcohol act? 
liver, or by way of the blood? Naunyn thinks 
the liver the seat of the trouble. One can speak 
of gastro-intestinal cirrhosis since the substances 
which harm the liver originate in the intestine. 
Naunyn does not believe in a specific hemato- 
genous cirrhosis, but thinks that the substances 
in the intestines act upon the liver by the way 
of the blood. This seems proven because alcohol 
injected subcutaneously has the same action on 
the liver as when taken by the mouth. Mertens 
has produced cirrhosis in rabbits in this way. 
Hemochromatosis is important in this connection, 
because Kretz has recently found that hemo- 
chromatosis never fails in cirrhotic livers. The 
view of Kretz appears well founded, namely, that 
the alcohol causes disease of the red blood cor- 
puscles; these red blood corpuscles then collect 
in the liver, and are there destroyed, and lead to 
disease of the liver. A sort of hemolysis takes 
place. Brauer’s experiments agree with this 
view. Brauer produced albuminocholia and a 
desquamative cholangitis by acute alcoholic 
intoxication of animals. It is possible that this 
alcoholic cholangiolitis comes through alcoholic 
hemolysis. This would be an example of hema- 
togenous descending cholangitis which could be 
considered as a cause of cirrhosis, in opposition 
to the other and ordinary form of cholangitis, 
which is of an ascending type. 


(To be continued.) 


Directly on the 


ai 
> 


Kieports of Societies. 





BOSTON MEDICAL LIBRARY IN CONJUNCTION 
WITH THE SUFFOLK DISTRICT BRANCH OF 
THE MASSACHUSETTS MEDICAL SOCIETY. 


MEETING OF MaRrcH 8, 1905. 
Dr. Joun H. McCou.om read a paper on 


THE EXPERIENCE OF NINE YEARS IN THE TREAT- 
MENT OF DIPHTHERIA WITH ANTITOXIN. 


DISCUSSION. 


Dr. Davin W. CuEEvER: I am probably the only 
person in this hall who was a pupil of Dr. John Ware, 
now fifty years ago. 

The term “ membranous croup ”’ which formed the 
title of his essay, alluded to, was then the only term 
in use. The name diphtheria came in later. 

I remember at our then medical society a cast of 
the trachea and bronchi, made up of false membrane, 
being exhibited from the autopsy of an unfortunate 
young physician who died of membranous croup, 
while on a hunting expedition in the woods. 

Remedies then were calomel, antimony, sulphate 
of zinc, to loosen the membrane and to expel it by 
vomiting. 

I remember sitting all night by a child with mem- 
branous croup, who slowly strangled before my eyes, 
like the tightening of the Turkish bowstring. 

Then came tracheotomy, and he was lucky who 
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saved one in three — one in four was the common ratio; 
a mortality after tracheotomy for membranous croup, 
of 75%. Ether was given for tracheotomy. Many 
preferred chloroform with justice, as occasioning less 
struggling. Local anesthesia with cocaine was not 
perfected. Finally, I came to doing tracheotomy on 
children without any anesthetic. The venous con- 
gestion at the root of the neck, and the stoppage of 
breathing which often occurred, were thus obviated, 
and I took the ground that it was safer for the patient, 
and no more terrifying or cruel, than the ether sponge 
to a suffocating child. 

Next the word diphtheria became common — a word 
of Greek root, but of French paternity. Finally, it 
was conceded to cover all forms of membranous 
croup. 

Next came intubation, and it has largely displaced 
tracheotomy, — no incisions; no anesthetic. But I still 
think tracheotomy preferable if the patient has to be 
left over night, or in untrained hands. 

Lastly the Klebs-Leeffler bacillus has settled the 
etiology of diphtheria, or membranous croup; and the 
antitoxin prepared from the serum of the blood of the 
germ-injected horse has proved a specific. 

Mortality has dropped from 45% and 50% to 7% 
and 10%; the mortality of laryngeal cases, operated 
eases, has changed from 75% of deaths to 93%, 
of recoveries. 

I am glad I have lived to see this day. All I have 
said is by way of prelude to the important thing I want 
to say, and that is to thank Dr. McCollom in the name 
of humanity, and in the name of the profession. 

Dr. T. M. Rorcu stated that it might be of some 
interest to the society to hear the result of the admin- 
istration of antitoxin at the Children’s Hospital and 
at the Infants’ Hospital. 

Antitoxin began to be given at the Children’s Hos- 
pital in May, 1897, and up to the present time 9,696 
children have had it given to them as soon as they 
entered the hospital. It was given to each case whether 
they were very ill or not and in no case had any harm 
resulted. Since antitoxin has been given no case of 
diphtheria has developed in the hospital. The 
antitoxin is given every three weeks. In one case 
where by mistake it was omitted the child had diphthe- 
ria and this is the only case that has been seen in the 
hospital since 1897. Various efflorescences of an 
interesting character appeared after the use of anti- 
toxin, but in no case have they been of any great 
moment, and in no case as a result has there been any 
arthralgia and no more discomfort than would arise 
from an ordinary vaccination. 

At the Infants’ Hospital the antitoxin was begun in 
lebruary, 1900. Up to the present time 1,184 infants 
have received it. No bad results have been noticed 
and no case of diphtheria has developed in the hospital 
excepting one where, in 1900, 300 units had been given. 
Since 1900, 500 units have been given and no case of 
diphtheria has developed. 

While none of the babies have developed diphtheria 
yet nurses in the same wards have done so and there 
serve as a control of the general conclusions drawn 
from the administration of the antitoxin for the nurses, 
not wishing to have antitoxin given to them did not 
receive it. 

Dr. Francis H. Witiiams said: It is always a pleas- 
ure to me to have an opportunity to congratulate Dr. 
McCollom on the excellent work he is doing for our 
community and the profession in the hospital under 
his direction. 

The society will perhaps be interested in the first 
patient who was given antitoxin in this community, 
rather more than ten years ago. I had obtained some 
antitoxin from Behring (this is one of the bottles) and 





had kept it for some time in the old diphtheria ward at 
the Boston City Hospital, waiting for a suitable 
patient. Either a light case or a hopeless case seemed 
to me unsuitable. 

Finally a girl about two and a half years old, who 
had been ill about two days, was brought into the 
ward with a malignant form of diphtheria (her sister 
had just died of the disease). I gave the child anti- 
toxin; on the next day she was no worse, and on the 
following day she was playing with her dolls and soon 
was well. This convinced me that there was much 
good in this new remedy and I have used it ever since, 
but in the early days it was sometimes necessary to 
overcome the fears of the family and even of the physi- 
cian before being allowed to use it. 

There are three rules concerning the use of anti- 
toxin, which I stated at a meeting of the Massachusetts 
Medical Society some years ago, that still hold good 


I believe: 
(3) 


(1) Get a good antitoxin. 
Dr. MeCollom has shown us the advantage of giving 


(2) Give it early. 
Give enough of it. 
a sufficient quantity. 





EIGHTH ANNUAL MERTING OF THE AMERICAN 
GASTRO-ENTEROLOGICAL ASSOCIATION. 


Hevp at the Academy of Medicine, New York City, 
April 24 and 25, 1905. 


First Day, Monpay, Aprit 24. 


The President, Dr. 8S. J. Meurzer of New York in 
the chair. 


THE PrestpEnt’s Apprgss: Dr. Meltzer, after refer- 
ring to certain changes in the constitution, and other 
matters pertaining to the welfare of the Association, 
gave a brief biographical sketch of three of its deceased 
foreign members, namely, Franz Riegel, Samuel Fen- 
wick and Adolf Kussmaul. Kussmaul, who died in 
May, 1902, of heart failure, at the ripe age of eighty, 
was undoubtedly one of the greatest clinicians and one 
of the most accomplished physicians of his time. In 
him were united the common sense of the practical 
man with a fine poetical spirit flavored with a deli- 
cious humor. He was admired and loved. His 
scientific contributions extended into nearly every 
department of medicine, and many of them exerted 
a deep influence upon the science and practice of the 
healing art. He was a pioneer in many domains of 
medicine. He was the first one to describe osteomye- 
litis, to attempt the construction of an ophthalmoscope, 
and to develop gastro- and esophagoscopy. He was 
the first to establish the relation between anemia and 
convulsions, to point out the significance of coryza in 
the suckling baby, to describe bulbar paralysis, to 
describe and analyze diabetic coma, and to introduce 
the method of thoracocentesis. He was the first to 
diagnose intra vitam embolism of the mesenteric artery, 
and to describe the diagnostic significance of pulsus 
paradoxus. His articles on the treatment of the 
dilatation of the stomach and of peristaltic unrest of 
the stomach were classical contributions to these 
subjects. 

In speaking of Riegel, Dr. Meltzer said that much 
of his life work was devoted to diseases of the stomach, 
in which field he undoubtedly occupied the first rank. 
It would almost be writing a detailed history of the 
present state of our knowledge of gastric diseases if he 
attempted to recount the work of Riegel and his able 
assistants in this field, and his monograph on diseases 
of the stomach was certainly a masterpiece. 




















Vo. CLII, No. 22] 


BOSTON MEDICAL AND SURGICAL JOURNAL 


645 





RECENT ADVANCES IN THE KNOWLEDGE OF THE MOVE- 
MENTS AND INNERVATION OF THE ALIMENTARY CANAL. 


Dr. Watrer B. Cannon of Boston, Mass.: The 
speaker said that the three chief mechanical functions 
concerned in digestion were, (1) the movement of the 
food through the alimentary canal; (2) the mixture 
of the food with the digestive juices, and, (8) the ex- 
posu. the food to the absorbing mucous membrane. 
‘These funcv.ons were effected by progressive peristalsis, 
but the progression of the food through the canal was 
not uniform. Where digestive juices were lacking, and 
absorption did not occur, as in the esophagus, the food 
was moved rapidly: on the other hand, where diges- 
tion and absorption could take place, rapid progression 
was prevented by sphincters. 

The recurring peristaltic waves passing over the food 
through closed sphincters served to mix the food with 
the digestive juices, as in the stomach, or exposed the 
food to the absorbing mucosa, as in the ascending colon. 
In the long course of the small intestine, with no 
sphincter present to oppose peristalsis, peristaltic 
activity was infrequent, and the mixing and exposing 
activities were carried on by a special method, namely, 
the rhythmic contraction of the circular fibres. These 
rapidly repeated contractions kneaded the intestinal 
contents without causing any considerable progression. 

The esophagus, as its name implied, was merely a 
food carrier, serving to transmit nutriment rapidly 
from one digestive organ to another. It was divided 
into three parts, a cervical, middle and lower, which 
contracted in succession after deglutition had begun. 
The rate of contraction was different in different parts 
of the human esophagus, and, therefore, in the act of 
swallowing, the organ underwent three successive sec- 
tional contractions, not peristaltic in nature. 

It was generally stated that normally the cardiac 
sphincter of the stomach was in a state of tonic con- 
traction. As long ago as 1860, however, Basslinger 
described a rhythmic alternation of contraction and 
relaxation of the cardia, so that fluid streamed from 
the stomach into the esophagus, even above the level 
of the heart, then was forced into the stomach again 
by the peristaltic wave, only to be released a moment 
later to pour into the esophagus anew. 

The stomach was the organ for the storage of food, 
and also that in which carbohydrate and proteid diges- 
tion might occur. These functions of the stomach 
were performed in different parts of the organ. Un- 
doubtedly, the most important factor of the newer 
physiology of the mechanism of the stomach was the 
knowledge that it consisted of two parts, physiologi- 
cally distinct. The larger, left part of the stomach 
was the cardiac portion; the right, the pyloric portion. 
The latter was characterized during digestion by the 
continuous passage of peristaltic waves over its sur- 
face to the pylorus. The cardiac portion was without 
peristalsis, but as the food was pressed from the pyloric 
portion into the intestine, the muscles of the fundus, by 
tonic contraction, squeezed the contents into the more 
active division, as into a hopper. 

The rate of gastric peristalsis varied with different 
animals. Roux and Balthazard stated that in the 
human being the rate was about three per minute, and 
Dr. Cannon said he had been able to confirm this 
statement by means of auscultation. 

Different views had been set forth as to the manner 
in which the pylorus opened and permitted the exit of 
food. Some investigators had declared that the 
sphincter relaxed only at the end of several hours 
to allow the stomach to empty. Observations with 
the stomach tube and x-rays showed that the stomach 
was not emptied at once at the end of gastric diges- 
tion, but progressively during the period. There was, 





then, an intermittent closure of the pylorus. The 
channel was usually closed, yet occasionally it opened; 
and when it opened, the peristaltic wave, usually en- 
gaged in churning the food, now served to propel it 
into the intestine. 

What agency caused the pyloric sphincter to relax? 
It seemed probable that the signal for relaxation was 
the presence of free hydrochloric acid on the stomach 
side of the pylorus. 

The ileo-colic sphincter. — In 1902, Katz and Wink- 
ler, and in 1904, Elliott, demonstrated that at the 
junction of the small and large intestine there was, 
at least in the dog, cat and rabbit, a distinct sphincter 
under nervous control, and not a mechanical valve. 
This sphincter was normally in a state of tonic con- 
traction, and served to keep separate the contents of 
the small from those of the large intestine. There 
was some anatomical and histological evidence that 
also in man the term ileo-cecal valve should be re- 
placed by ileo-colic sphincter, although the physiologi- 
cal evidence of the pesence of this sphincter in human 
beings had not yet been produced. 

Dr. Max Ernnorn of New York said that while the 
explanation given by Dr. Cannon that the signal for 
the relaxation of the pyloric sphincter was the presence 
of free hydrochloric acid on the stomach side of the 
pylorus seemed probable, and would be a satisfactory 
theory under normal physiological conditions, it did 
not explain the relaxation of the sphincter in cases, 
for example, of achylia gastrica, where there was no 
acid in the stomach, and still the food found an exit 
into the intestine. There must be other factors that 
played a part in the relaxation of the pyloric sphincter. 

Dr. Cannon, in closing, said he quite agreed with 
Dr. Einhorn that the influences governing the action 
of the pylorus were still vague, and that it was neces- 
sary to solve the problem from a physiological stand- 
point before it could be intelligently attacked under 
pathological conditions. 


RECENT ADVANCES IN THE KNOWLEDGE OF THE 
CHEMICAL PROCESSES OF DIGESTION. 


Dr. LaFAyETTE B. MENDEL of New Haven, Conn.: 
The author stated that perhaps the most striking factor 
of the present development of the study of digestion 
was the increasing complexity with which the explana- 
tion of this function was attended. Yet the unravel- 
ing of the details of these inter-related chemical and 
physiological reactions gave promise of a clear under- 
standing of the ensemble of the process termed diges- 
tion. From whatever standpoint the chemical proc- 
esses were reviewed, the enzymes or simple ferments 
took the most important place among the active agents 
involved. The question as to their exact chemical 
nature was still unsolved, but with the increasing at- 
tempts to interpret physiological reactions in the light 
of modern physiological chemistry, instead of the more 
obscure “ vitalistic ” conceptions, there was a growing 
tendency to regard enzymes as special types of catalytic 
agents, colloidal in nature, which were subject to the 
general laws applicable to the inorganic catalysers. 
For the present, however, we were scarcely justified 
in going further than to direct attention to the marked 
correspondence between catalysis and enzyme action 
in respect to the laws of velocity of reaction, tempera- 
ture, and dependence upon external influences. The 
so-called reversible action of enzymes deserved special 
notice, since it threw new light upon the synthetic 
process in the organism. The researches of recent 
years had taught us that enzymes co-operated in the 
alimentary digestive process under conditions which 
had heretofore not been appreciated, and we had 
learned to recognize the existence of entirely new 
types of soluble ferments. 
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The most important contribution of the last decade 
to the physiology of digestion lay in the newer concep- 
tion of the mechanism and chemical regulation of the 
secretions, and the correlation of the various organs 
engaged in this part of nutrition. The activity of the 
salinary glands was excited reflexly, according to the 
nature of the food present in the mouth. The mucous 
membranes were not indifferent to the composition 
of the ingested substances, and they seemed to act as 
though endowed with discriminative sensibilities for the 
different food-stuffs. 


THE F. A. HOFFMANN-OSTWALD METHOD OF DETERMIN- 
ING THE FREE HYDROCHLORIC ACID OF GASTRIC JUICE 
BY DISSOCIATION OF METHYL ACETATE, 


Dr. Joun C. HEMMETER of Baltimore illustrated 
this method, and read a short paper on the subject. 


TIE IMMEDIATE EFFECT OF BILIARY RETENTION ON THE 
GASTRIC SECRETION. 


Dr. JuLius FRIEDENWALD of Baltimore, Md. (read 
by Dr. H. W. Berrmann): The author stated that 
from his own observations, as well as those of Sim- 
nitzky, he felt justified in concluding that in conditions 
of biliary retention there was a marked tendency to 
an increase in the secretion of hydrochloric acid in the 
stomach. This was probably due, as Simnitzky had 
pointed out, to the diseased or asthenic state of the 
secretory cells of the stomach, due to poisoning with 
biliary products. The fact that one digestive secre- 
tion exerted a marked influence upon another secre- 
tion had been well known for a long time. It was a 
well-known fact that all forms of intoxication of the 
system could markedly influence the gastric secretion, 
and change its character. The cholemic condition 
due to biliary retention was much like the uremic 
condition due to ligation of the ureter, in which marked 
disturbances of the gastric secretion were known to 
take place. 

The first really systematic examination in this re- 
gard was made by Simnitzky. He investigated, espe- 
cially, cases of catarrhal jaundice, because in that 
disease the jaundice gradually increased and then 
gradually again diminished. Beginning the exami- 
nations early, and continuing them as the jaundice 
intensified and as it again diminished, the direct effect 
of the jaundice upon the gastric secretion could be 
observed. As a result of careful investigation he found 
that in those cases in which there was at first a com- 
plete biliary retention, which gradually began to clear 
up, the total acidity, as well as the percentage of free 
hydrochloric acid, gradually diminished, and that with 
the retention of the bile, the gastric acidity increased 
in proportion to the degree of the biliary retention, 
the increase in acidity being due mainly to free hydro- 
chloric acid. 

Dr. A. L. Benepict of Buffalo said he had seen quite 
a number of cases in which there was a decrease of 
hyperchlorhydria, and which subsequently proved to 
be cases of biliary obstruction. 

Dr. EINHORN said he had seen cases of jaundice and 
hypertrophic cirrhosis of the liver in which there was 
no evidence of an increase of hydrochloric acid, but 
rather a diminution. 


ARE THE MILK COAGULATING AND THE PROTEOLYTIC 
EFFECTS OF THE GASTRIC JUICE DUE TO ONE AND THE 
SAME, OR TO TWO DIFFERENT ENZYMES? 


Dr. Joun C. HemMMETER of Baltimore read a paper 
on this subject, in which he discussed the various theo- 
ries that had been advanced. 


(To be continued.) 


Kecent Literature. 





Conservative Gynecology and Electro-Therapeutics. 
A Practical Treatise on the Diseases of Women 
and Their Treatment by Electricity. By 
G. Berron Massry, M.D., Attending Surgeon 
to the American Oncologic Hospital, Phila- 
delphia, Fellow and Ex-President of the 
American Electro-Therapeutic Association, ete. 
Fourth edition. 24 plates and numerous 
engravings. 467 pages. Philadelphia: F. A. 
Davis Company. 1905. 


This edition, compared with the first edition 
published in 1889, is disappointing because it 
contains so much of the matter which has now 
become obsolete. It is questionable whether 
the electrical treatment of incipient cancer and 
extra-uterine pregnancy up to the fourth month, 
and the electrical puncture of fibroids can now 
be classed as conservative gynecology. 

The controversial tone to be detected through- 
out the book is to be deprecated in a textbook, 
and altogether too much space is devoted to 
combating the claims of surgery in this field. 

Part IL on the rudiments of medical electricity 
is well done, and logically should precede Part I, 
which treats of the many methods of applying 
electricity. The apparatus is well illustrated 
and clearly described. The author’s method of 
applying zine-mercury cataphoresis is given at 
length and the book is full of helpful directions 
to the electro-therapeutist. 

While being a dangerous guide to treatment, it 
is a valuable compendium of electro-therapeutical 
technique. 


Railway and Other Accidents, with Relation to 
Injury and Disease of the Nervous System. By 
AuLAN McLane Hamitton, M.D., F.R.S.E. 
8vo. pp. xiv, 351, with 15 plates, 2 super- 
imposed charts and 36 illustrations. New York: 
William Wood & Co. 1904. 


Inasmuch as injury is ascribed as one of the 
causes of nearly every disease of the nervous 
system, it is obvious that any treatise on trauma- 
tic nervous diseases, to be complete, must cover 
nearly the same ground as the ordinary textbook 
of nervous diseases. Four chapters of this volume 
are therefore given to a brief and unsatisfactory 
account of the various diseases of the brain, and 
peripheral nerves. The opening chapters, how- 
ever, are devoted to traumatic neurasthenia and 
hysteria, to which the writer gives the general 
name of “accident aboulia.”” The choice of 
names seems unfortunate because it elevates a 
single symptom to the rank of a disease, —a 
symptom, too, which is not always present, — 
and by the creation of new terms it tends to con- 
fuse the minds of the laity, whose ideas are none 
too clear at the best. Furthermore, the psychi- 
cal factor in neurasthenic and hysterical condi- 
tions has of late been somewhat over-emphasized, 
and the physical factors, which are sometimes of 
considerable importance, are unwarrantably neg- 
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lected. That is the case in the present treatise, 
where the idea of litigation is given considerable 
prominence. The majority of the seventy-three 
cases reported were “litigation ”’ cases, and the 
author fails to compare these cases with others 
where there had been no litigation and to estab- 
lish definitely the influence of litigation in their 
development. The final chapters deal with prog- 
nosis and fraud and contain many valuable per- 
sonal observations. The work, as a whole, is 
hardly satisfactory, however. It is,in many places, 
obscure and fails to give a definite and complete 
account of the symptoms of many of the affec- 
tions discussed, while it also fails to take note of 
very much of the recent work upon the subject. 


Lehrbuch der Kinderkrankheiten fiir Arzte und 
Studirende. Von Dr. ApoupH BAGINSKY, a.0., 
Professor der Kinderheilkunde an der Univer- 
sitit, Berlin, Director des Kaiser- und Kaiserin- 
Friedrich-Kinderkrankenhauses. Achte vdllig 
neue durchgearbeitete und verbesserte Auflage. 
Pp. 1214. Leipzig: Verlag von S. Hirzel, 1905. 


This latest edition of this well-known work 
maintains the high standard of its predecessors. 
It presents very satisfactorily the views of the 
author and the Berlin school, and for this reason 
no one interested in pediatrics can afford to be 
without it. It is especially valuable in the 
numerous references to literature which it con- 
tains. We notice, however, a notable lack of 
references to the work of American authors with 
the exception of those with German names. 
This book, like those of all Continental authors, is 
very weak on the subject of infant feeding, both 
in health and disease, and not very strong on the 
general treatment of disease. The sections on 


etiology and pathology are the strongest. There 
are no illustrations. 


The Urine and Feces. A Practical Manual on the 
Urine and Feces in Diagnosis. By Orro 
HeEnseEL, Ph.G., M.D., Bacteriologist to the 
German Hospital, New York, and RicHarp 
Welt, A.M., M.D., Pathologist to the German 
Hospital, New York, in collaboration with 
SmitH Evy Jevuirre, M.D., Ph.D., Instructor 
in Pharmacology and Therapeutics, Columbia 
University; Visiting Neurologist City Hospital, 
New York. In one octavo volume of 334 
pages, illustrated with 116 engravings and 10 
colored plates. New York and Philadelphia: 
Lea Brothers & Co. 1905. 


The portions of this work that are devoted to 
the urine, and the chemical and microscopical 
examination of the feces contain very little that 
is really new and not already a part of standard 
and up-to-date works on laboratory diagnosis. 
The book is, however, valuable in one particular, 
viz., the portion given up to the bacteriology of 
the feces. The data found in this chapter are, 
for the most part, the results of the well-known 
work of Ford, done largely under the auspices of 
the Rockefeller Research Fund. Those interested 


along this line will find the book well worth 
perusal. 
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REPORT OF THE NEW YORK STATE 
CHARITIES AID ASSOCIATION. 

THE twelfth annual report of the New York 
State Charities Aid Association to the State 
Commission in Lunacy is in our hands. With 
the unquestioned importance which the care of 
the insane is more and more coming to have the 
subject matter of this and similar reports becomes 
of wide general interest. The curious conser- 
vatism which has for so many years prevailed 
regarding the care of the mentally deficient and 
the enfeebled is yielding to a rational spirit which 
before long will place the care of this type of de- 
pendents on a plane commensurate with its 
significance to the community as well as to the 
individual. 

It is a somewhat appalling fact that on Oct. 
1, 1904, the total number of insane _per- 
sons in state hospitals and licensed private 
asylums was 26,861, being an increase of 927 
over the previous year. Statistics show that 
the total inerease of the insane, in both public 
and private institutions in the state, has averaged 
738 a year for the past nine years. When one 
thinks of the rapidly increasing population of a 
city like New York, composed of many who have 
the slenderest means of subsistence and who 
are working against conditions of poverty and 
ignorance, it is a fairly good showing that the 
average increase of the insane is less than 800 a 
year. 

Several matters of legislation affecting the 
insane came to the front in the year 1904. Among 
these, perhaps the most important was a bill for 
the establishment of the reception hospital for 
the insane, which failed to pass the legislature in 
1903, was introduced again in 1904, and, with 
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some slight modification, finally became a law. 
This law authorizes the city of New York to 
acquire a site, to lease this site to the state for 
the establishment of such a reception hospital. 
Funds of $300,000 are provided for this purpose. 
It is to be hoped and expected that the city of 
New York will do its share toward the establish- 
ment of this hospital. Its need has again and 
again been demonstrated and its feasibility 
shown by the experience of other communities. 
It is, therefore, not to be doubted that the public 
spirit of the city will rise to the occasion and 
provide for a hospital which should minister to 
some of the most distressing cases which come 
before the medical practitioner. As the report 
says, when such hospitals are established in 
considerable numbers in various centers of popu- 
lation, one of their most valuable functions will 
be the clearing away of popular misconception 
regarding mental disease and thereby permitting 
patients to receive treatment at a time when they 
are amenable to it. 

An amendment of the insanity law has also 
been provided for the establishment of a board of 
alienists for the purpose of examining the insane, 
idiot, imbecile and epileptic immigrants who 
reach the port of New York from foreign coun- 
tries. This matter is recognized as one of in- 
creasing difficulty and importance. It is for 
the good of the state that defective immigrants 
should be returned to their native countries 
before they enter New York, but the means of 
determining incipient mental disease is in general 
insufficient, and it seems somewhat doubtful 
whether the state should undertake the discharge 
of a duty which after all belongs to the Federal 
Government. One matter is at least clear, and 
that is that men of the highest degree of training 
should be given charge of this most difficult work, 
rendered doubly difficult from the fact that the 
immigrants are in great measure totally ignorant 
of the English language. In the opinion of the 
Charities Aid Association the method governing 
the state hospitals through a state commission 
in lunacy is not the best owing to the fact that 
the commission numbers but three persons, — 
one a physician, one a lawyer, and one a business 
man,— although duties are so numerous and ardu- 
ous that much of interest is left to clerks and 
subordinates. The complete internal control 
that this board held was not conducive to the 
best interests of the institutions. On the other 
hand it is maintained, we think with reason, that 
boards of managers, made up of men and women 
interested in the problems of hospital administra- 





tion for the insane, are a more efficient means of 
getting at the real needs of the institution. We 
are under the impression that a change back to 
the previous regime of such boards has taken 
effect since the writing of this report. These, 
and many other matters which are of more techni- 
cal interest to those primarily concerned with 
the care of the dependent insane, are discussed 
in this report. The wide dissemination of the 
facts which such publications provide is certainly 
of advantage in the ultimate solution of one of 
the most difficult problems which the state has 
to meet. 


_ 
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A NEW SCIENTIFIC SOCIETY. 

ANNOUNCEMENT is made that a new society, 
to be called the Harvey Society, has been estab- 
lished in New York under the patronage of the 
New York Academy of Medicine. The society 
membership is to consist of those engaged in 
laboratory research in the city, and, as may be 
judged from this fact, its purpose is the diffu- 
sion of scientific knowledge in the fundamental 
branches of medicine, anatomy, physiology, 
bacteriology, pathology, pharmacology and phy- 
siological and pathological chemistry. The facts 
gained in this research are to be given to the 
public by lecturers who are at the same time 
workers in the subject presented. Each of these 
lectures, it is hoped, will represent the state of 
modern knowledge concerning the subject treated, 
but will be so adapted in presentation that it 
may be wholly intelligible to an audience com- 
posed of members of the general medical profes- 
sion. A secondary aim is to bring into closer 
relationship the interest of research workers and 
those practising medicine. To further this end 
there are two classes of members, to be known as 
active and associate members, the first including 
those who are laboratory workers in the medical 
sciences in New York, and the second those who 
are in sympathy with the objects of the society 
residing in New York, but who are themselves not 
actively employed in laboratory research. The 
development of this society is in the hands of 
a committee of seven, composed of the following 
representative men of the profession mostly of 
New York: Drs. Graham Lusk, President; Simon 
Flexner, Vice-President; George B. Wallace, Sec- 
retary; Frederic S. Lee, Treasurer; Christian 
A. Herter, S. J. Meltzer and E. K. Dunham. 
The first course of lectures will be given during 
the winter of 1905-6 at the New York Academy 
of Medicine. 

In spite of the multiplicity of societies, we can 
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easily see wherein this association should fill a 
place of value in the medical life of New York 
and of the country at large. However much the 
fact may be deplored, it is, nevertheless, appar- 
ent that the tendency exists for the so-called 
scientific branches of medicine to separate them- 
selves more and more from the practical work of 
the practitioner. It becomes, therefore, a prob- 
lem of much importance, though not easy to 
solve, to bring these two branches of medical 
work into closer relationship to the end that prac- 
titioners of medicine may not only realize what 
is taking plaee in the laboratories, but also may 
be given the opportunity to profit by such re- 
searches; on the other hand, it should be a benefit 
to the laboratory worker to be brought into closer 
relationship with the practitioner in order that 
he may more definitely realize the problems of 
practical medicine which are demanding solution, 
since, after all, the object of research is in great 
measure utilitarian. 

The plan outlined above is no doubt as good 
aone as could be devised to accomplish these ends, 
although the lecture as a means of transmitting 
knowledge is never wholly adequate. If, in the 
general furtherance of the design, men interested 
in the various laboratory sides of medicine could 
be given an opportunity of actually seeing the 
methods of work in the laboratory themselves, 
no doubt a more lasting impression would be 
secured. The general scheme, however, is cer- 
tainly a most commendable one, and we have no 
doubt the course of lectures will be attended by 
large and appreciative audiences. 


ies 
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AILUROPHOBIA AND THE POWER TO BE CON- 
SCIOUS OF THE CAT AS NEAR, WHEN 
UNSEEN AND UNHEARD. 

Havina been consulted several years ago by 
a somewhat hysterical young woman, in whom 
the fear of cats had become an obsession, Dr. 
Weir Mitchell was led to inquire further into 
the matter and to collect evidence as to the power 
to be conscious of the cat as near, when unseen 
and unheard. A statement of the evidence col- 
lected and the conclusions arrived at was pre- 
sented in a paper under the title of ‘“‘Ailurophobia” 
at the last annual meeting of the Association of 
American Physicians.’ Three years ago Dr. Mit- 
chell issued a request for answers to the following 
questions: 





A. (1) Have you any antipathy to cats? 

(2) Are you subject to unusual feelings or symptoms 
in the presence of a cat? 

} American Medicine, May 27, 1905. 





(3) What are these? 

(4) Does the presence of a tiger in a menagerie affect 
you as do cats? 

(5) Can you account for your cat fear by anything 
obvious, as, for example, any incident of childhood? 

(6) At what age did you first discover your pecu- 
liarity as to cats? 

B (1) Are you surely aware of the presence of a cat 
when it is not in sight, or known to be near? 

(2) If yes, give the evidence, your own and that of 
others as to the fact. 

(3) What feelings or symptoms make you sure of 
the cat’s presence? 

(4) Is it the cat odor? 

(5) How long have you had this peculiarity? 


In response he received replies from one hun- 
dred and fifty-nine persons in America, England 
and Germany. About a third of these he regarded 
as valueless, but the general result afforded evi- 
dence of great interest and some indicative hints 
as to the cause, not so much of eat fear as of the 
more curious question concerning the ability of 
certain people to be sure of the neighborhood of 
unseen cats. He obtained indisputable evidence 
as to the large number of people in whom the 
presence of a cat gives rise to a variety of symp- 
toms. As concerning thirty-one persons, Dr. 
Mitchell obtained evidence enough to make him 
sure that they could tell when a cat was near, 
although it was neither seen norheard. Ina con- 
siderable number of cases of cat fear it was spoken 
of as a family peculiarity. Sex appears to have 
no marked influence, but the extreme symptoms 
are more frequent in women. 

In summing up his paper Dr. Mitchell classifies 
the persons who suffer from cats thus: 


(1) Asthmatics — cat asthma. 

(2) Cat fear, with or without sequent, excessive, 
emotional manifestations and only on sight. 

(3) Cat fear. Power to be sure an unseen cat is near. 
Symptoms same as in Class 2, and apt to be extreme. 

(4) Those of the last class can detect the cat by 
smell, or may sometimes, and not always. 

(5) Cases occur in which the consciousness of a cat 
as present through its smell once existed, but does not 
now, and yet the ability to detect unseen cats remains. 

(6) It is, therefore, likely that the cat emanations 
may affect the nervous system through the nasal mem- 
brane, although unrecognized as odors. 

Why these emanations should, if plainly perceived 
as due to cats, cause certain symptoms in those who 
dread cats, is readily understood. 

The ultimate cause of unreasonable terror of cats, I 
cannot explain. 

To be told that a cat is near when none is in the room, 
may occasion the same unpleasant consequences as 
when the cat is present. 
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It is, perhaps, worthy of note how many of the 
victims of cat fear declare that even strange cats seem 
to have an unusual desire to be near them, jump on 
their laps and follow them. 


ail 
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MEDICAL NOTES. 


Low Typuorw Rate at Cuicaco. — The bulle- 
tin of Chicago’s Health Department for the week 
ending May 27 congratulates that city upon its 
present low typhoid death-rate and reviews the 
great change in this particular since 1891. 

In 1891 Chicago had the highest typhoid death- 
rate of any large city in the world — 17.38 per 
10,000 of its population. 

In 1905 its typhoid rate is stated as among the 
lowest — 1.21 per 10,000 for the 147 elapsed days 
of the year, a reduction of more than 93% from 
the rate of 1891. 

The 1891 rate had a single obvious cause — 
a sanitary blunder. The 1905 rate is the result 
of persistent, intelligent sanitary effort. 





AMERICAN MeEpicaL ASSOCIATION, PORTLAND, 
Ore., Juty 11-14, 1905. — In order that the trip 
to the meeting of the American Medical Associa- 
tion at Portland, Ore., this year, may be enjoyed 
by the largest possible number of physicians and 
surgeons, and particularly by those whose profes- 
sional duties make it necessary that the journey 
be performed in an expeditious manner, a special 
Overland Limited train has been arranged for, and 
a special party is being organized to leave Chicago 
via the Chicago, Union Pacific & Northwestern 
Line the evening of July 6, to make the trip to 
Portland surrounded by every luxury that modern 
travel can provide, upon schedules occupying a 
little less than seventy hours en route. 

Arrangements have been made with the rail- 
ways for the movement of this special Overland 
Limited train without any extra charge for the 
unusual service thus secured. 

The round-trip rate, Chicago to Portland and 
return, is $56.50 and proportionately low rates 
from other points will be in effect. Tickets can 
be had via the Chicago & Northwestern and 
Union Pacific lines. Return trip may be made 
via Oregon Short Line, Salt Lake City and through 
Colorado without extra charge, or via the Northern 
Pacific, Great Northern or Canadian Pacific with- 
out extra charge, or via San Francisco and Los 
Angeles on the payment of $11.00 additional at 
time of purchase. Sleeping-car rate, Chicago to 
Portland, for double berth in special train, $14.00. 
Drawing room, $53.00. Stop-overs will be per- 
mitted at and west of Colorado common points, 





Cheyenne or Trinidad, inclusive, or St. Paul and 
Minneapolis; and a tour of the Yellowstone Park 
may be made either via Monida or Livingston at a 
rate of $49.50 additional, covering the usual tour 
through the Park, including stage transportation 
and hotel accommodations. 
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BOSTON AND NEW ENGLAND. 

Acute Inrectious Diseases In Boston. — 
For the week ending at noon, May 31, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 30, scarlatina 24, typhoid fever 15, 
measles 25, tuberculosis 40, smallpox 0. 

The death-rate of the reported deaths for the 
week ending May 31, 1905, was 17.66. 


Boston Mortatity Statistics. — The total 
number of deaths reported to the Board of Health 
for the week ending Saturday, May 27, 1905, 
was 202, against 174 the corresponding week of 
last year, showing an increase of 28 deaths, and 
making the death-rate for the week 17.15. Of 
this number 106 were males and 96 were females; 
195 were white and 7 colored; 120 were born in 
the United States, 73 in foreign countries, and 9 
unknown; 55 were of American parentage, 119 
of foreign parentage, and 28 unknown. The 
number of cases and deaths from infectious dis- 
eases reported this week is as follows: Diphtheria, 
30 cases and no deaths; scarlatina, 30 cases and 1 
death; typhoid fever, 11 cases and 1 death; 
measles, 25 cases and no deaths; tuberculosis, 40 
cases and 29 deaths; smallpox, no cases and no 
deaths. The deaths from pneumonia were 24, 
whooping cough 1, heart disease 21, bronchitis 
2, and marasmus 4. There were 12 deaths 
from violent causes. The number of children 
who died under one year was 29; the number 
under five years, 48. The number of persons 
who died over sixty years of age was 53. The 
deaths in public institutions were 56. 

The number of cases reported for the weck 
from cerebrospinal meningitis was 9. 
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H. P. STEARNS, M.D. 


Dr. Henry Putnam Srearns died at Hart- 
ford, Ct., Saturday, May 27, 1905. He was born 
at Sutton, Mass., April 18, 1828. On his father’s 
side he was descended from Isaac Sterne who 
came to America with Governor Winthrop in 
1630. His mother’s name was Putnam, and 
among her ancestry was Gen. Israel Putnam (Old 
Put). He thus came of good old New England 
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stock on both sides. Dr. Stearns took his A.B. 
degree at Yale in 1853; among his classmates 
were Andrew D. White, Wayne McVeagh, Ed- 
mund Clarence Stedman and George W. Smalley. 
He attended medical lectures at Harvard and 
at Yale, taking an M.D. degree from Yale in 
1855. He spent a year at Edinburgh study- 
ing his profession and also studied in Paris. On 
returning to this country he began to practise 
at Marlboro, Mass., but in 1859 moved to Hart- 
ford. In April, 1861, at the breaking out of the 
Civil War, he offered his services and was ap- 
pointed surgeon to the First Connecticut Regi- 
ment, for three months’ service. He was at the 
first battle of Bull Run and was subsequently ap- 
pointed brigade surgeon. When mustered out he 
volunteered again and this appointment was 
renewed. He was ordered to report to General 
Grant and was with him at the battles of Fort 
Henry and Fort Donelson, he was also at the 
battle of Shiloh. 

He was promoted to be medical director of the 
northern wing of the Army of the Tennessee. At 
Nashville he converted the public buildings into 
hospitals and had 11,000 hospital beds and an 
average of 10,000 patients under his charge. He 
was mustered out of the service in August, 1865, 
with the brevet rank of lieutenant-colonel. Re- 
turning to Hartford he took up practice again 
and pursued it with great activity and success 
until 1874, when he assumed the duties of physi- 
cian and superintendent of the Hartford Retreat 
for the Insane, succeeding Dr. John S. Butler. 
He was one of the early advocates of dispensing 
with restraint. 

Dr. Stearns wrote parts of the surgical history 
of the War of the Rebellion, ‘‘ Medical Examina- 
tions for Life Insurance,’ “ Mental Diseases,’’ 
“Insanity: Its Causes and Prevention,” and a 
pamphlet on “ Expert Testimony in the Guiteau 
Trial,” in which he took part as an expert. He 
was lecturer on insanity at the Yale Medical 
School from 1876 to 1897. He had been president 
and vice-president of the Hartford Medical So- 
ciety and president and vice-president of the Con- 
necticut Medical Society. He was a member of 
the American Medical Association, American 
Medico-Psychological Association, of which he 
was at one time president, and an honorary mem- 
ber of the British Medico-Psychological Asso- 
ciation, the Boston Medico-Psychological Associa- 
tion and the Vermont Medical Society. He was 
also a member of the Army and Navy Club of 
Connecticut and the Military Order of the Loyal 
Legion of the United States. He had held the 
office of president of the Yale Medical Alumni 
Association, physician at Hartford Hospital, 
medical director of the Travelers Insurance Com- 
pany, and he belonged to the Connecticut His- 
torical Society, National Geographical Socicty, 
Sons of the American Revolution, Society of 
Colonial Wars and the Connecticut Humane 
Society. 

Dr. Stearns resigned the position of superin- 
tendent of the Hartford Retreat March 31, 1905. 
His was a full, a useful, an honorable career. 





RECORD OF MORTALITY 


For THE WEEK ENDING SATURDAY, May 20, 1905. 
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Adams ...| 14,745 2; 2) 50.00 _ — —| a 
Attleboro ..| 14,561 =) = -| —-| —=- 
Hyde Park .| 14,500 1) —| 100.09 —-|; -| -| = 
Newburyport 14,478 3/ 2) —| 66.67 _ jaca = 
Woburn... 14,315 4 1 | 50.00 | 25.00 _ —| _ 
Melrose... 13,819 3 1 ~ secs) ees (d| _ 
Westfield .. 3,809 o;—-| — —-| -| -| —_ 
Milford ... 13,771 -|-| -|) - -|; -| - 
Marlboro . 13,609 3 | 1) —| =| =| of 
Revere — 13,609 7; 1) —/|1430); —|} —| _ 
Framingham 12,974 _—-| — _ —-| -| -| —_ 
Peabody ..| 12,40, —| —| —| —| —| —| — 
Gardner. ..| 12,324 4) 2 | 25.00 — | 25.00; — _ 
Southbridge | 11,716 7 | 4 | 28.60 | 14.30 | 14.30) — — 
Watertown .| 11575) 2) 1) —| —| —| —| — 
Weymouth ‘ ‘i; 1 _ —|- —| — — 
Plymouth. . 11,139 -| - = — 
| | | 








Deaths reported, 3,157; under five years of age, 896; princi- 
pal infectious diseases (smallpox, measles, cerebrospinal 
meningitis, diphtheria and croup, diarrheal diseases, whoop- 
ing cough, erysipelas, fevers and consumption) 771; acute 
lung diseases 437, consumption 381, scarlet fever 18, whooping 
cough 27, cerebrospinal meningitis 97, smallpox 3, erysipelas 
12, puerperal fever 9, measles 21, typhoid fever 30, diarrheal 
diseases 125, diphtheria and croup 46. 

From whooping cough, New York 8, Chicago 14, Philadel- 
phia 3, Boston 1, Worcester 1. From scarlet fever, New 
York 13, Chicago 1, Providence 1, Boston 1, Worcester 1, 
Lawrence 1. From crebrospinal meningitis, New York 72, 
Chicago 1, Philadelphia 1, Boston 5, Lowell 10, Lynn 2, 
Haverhill 2, Worcester, Fall River, Cambridge and Taunton 
leach. From erysipelas, New York 9, Chicago 1, Baltimore 1, 
Haverhill 1. From smallpox, New York 1, Chicago 2. 

In the seventy-six great towns of England and Wales, with an 
estimated population of 15,609,377, for the week ending May 
13, 1905, the death-rate was 15.0. Deaths reported 4,486; acute 
diseases of the respiratory organs (London) 112, whooping 
— oe diphtheria 27, measles 174, smallpox 0, scarlet 

ever 31. 

The death-rate ranged from 4.0 in Burton-on-Trent to 23.7 in 

Warrington; London 14.7, West Ham 12.0, Brighton 16.4, 
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Southampton 13.6, Plymouth 18.4, Bristol 11.5, Birmingham 
17.1, Leicester 14 6, Nottingham 13.3, Birkenhead 13. 9, Liver- 
pool 18.2, Wigan 23.5, Bolton 13.8, ‘Manchester 17.8, Salford 
15.1, Halifax 18.3, Bradford 13. 8, Leeds 16.4, Hull 14.5, 
Sheffield 21.2, Newcastle-on-Tyne 15. 8, Cardiff 14.2, Rhondda 
17.5, Merthyr Tydfil 21.9, Oldham 20.8. 





METEOROLOGICAL RECORD. 


For the week ending May 20, in Boston, according to 
observations furnished by Sergeant J. W. Smith of the United 
States — Corps: 


















































Ba- Ther- | Relative | Direction | Veloctt we | - 
rom-| mometer. | humidity.| of wind. of wind. * | © 
eter. | 4 
Riagt,! | Lia l = | & 
DaTE Fy 3) 8 2 3 } | s 
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> >| s | |4 um |b) < alll in ode ee de 
3 (3i3isis siz| 2 |elsisisis| 3 
a Ala|8\< si\Ala |oalalaislal¢e 
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W .17 (29.91, 45 47) 43) 93} 93) 98) N |S W) 10; 10) 0.| C.| T. 
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| { | — 
fs -_ 57 "i 8l 1.15 
*0., cloudy; C., clear; F., fair; G., fog; H., hazy; S., smoky; 


R., rain; T., threatening; N., snow; —, below zero. ft Indicatestrace 
of rainfall. sg@- Means for week. 





CHANGES IN THE MEDICAL 
FOR THE WEEK ENDING MAY 27, 1905. 


F. ANDERSON, medical inspector. Ordered to report to the 
commanding officer, Marine Barracks, Washington, D.C., for 
duty at those barracks. 

F. J. B. CORDEIRO, surgeon. Ordered to the ‘ Yankee,” 
sailing from New York, N. Y., about June 7. 

F. W. E. WIEBER, surgeon. Detached from the “ Prairie,” 
when put out of commission, and ordered home to wait orders. 

J. D. GATEWOOD, surgeon. Detached from the ‘* Yankee,” 
and ordered home to wait orders. 

C. F. STOKES, surgeon. Ordered to additional duty as a 
member of the Anatomical Board of the District of Columbia. 

R. A. WARNER, assistant surgeon. Ordered to the naval 
hospital, Philadelphia, Pa. 

P. R. STALNAKER, assistant surgeon. 
hospital, New York, N. Y 


W. S. PuGH, Jr., assistant surgeon. Detached from the 
‘Prairie,’ and ordered to the naval station, Guantanamo, 
Cuba, with additional duty on the ‘* Monongahela,” sailing 
from New York about June 2. 

C. T. GRAYSON, assistant surgeon. 
Marine Barracks, Washington, 
** Maryland.” 

R. E. HoyT, assistant surgeon. 
and ordered home to wait orders. 

H. L. BROWN, assistant surgeon. Detached from the naval 
station, Guantanamo, Cuba, and ordered to the *“* Texas.” 

H. SHAW, assistant surgeon. Detached from the “ Yankee,” 
and ordered home to wait orders. 

W. J. ZALESKY, assistant. Detached from the Naval 


Academy and ordered to the “ Yankee,’ sailing from New 
York, N. Y., June 7. 


CORPS U. S. NAVY 


Ordered to the naval 


Detached from the 
D. C., and ordered to the 


Detached from the ** Texas,” 





SOCIETY NOTICE. 


AMERICAN ORTHOPEDIC ASSOCIATION. — The nineteenth 
annual meeting of the American Orthopedic Association will 
be held in Boston, June 6, 7,8, 1905. The sessions will be held 
in Sprague Hall, Boston Medical Library, 8, The Fenway. 
The sessions begin on Tuesday at 9 A.M., and on Wednesday 
and Thursday at 104.M. On Wednesday there will be a clinical 
demonstration at the Children’s Hospital and on Thursday at 
the Massachusetts General Hospital at 8 A.M. 

JOHN RIDLON, M.D., CHICAGO, Secretary. 
E. G. BRACKETT, M.D., BOSTON, President. 





RECENT DEATHS. 


Dr. IRA P. SMITH, of Bath, N. Y., died on May 26, at the 
age of sixty-nine years. During the Civil War he served asa 
regimental surgeon. 





EVERETT LaRCOM CREESY, M.D., died 
Beverly, May 28, 1905. 


EDWARD PAYSON DROWN, M.D., M.M.S.S., died in Malden, 
May 25, 1905, aged thirty-nine years. 


M.M.S.S., in 





RESIGNATION. 


Dr. EDITH W. CADWALLADER has resigned from the Chair 
of Obstetrics in the Woman’s Medical College of Pennsylvania, 
the resignation to take effect immediately upon the election of 
her successor. 





BOOKS AND PAMPHLETS RECEIVED. 


Hygienic Laboratory. Bulletin No. 21. April, 1905. The 
Immunity Unit for Standardizing Diphtheria Antitoxin (based 
on Ehrlich’s Normal Serum). Official Standard prepared under 
the Act approved July 1, 1902. By M. J. Rosenau. Director 
of the Hygienic Laboratory. Washington. 


Report of Working Party No. 2, Yellow Fever Institute. 
Experimental Studies in Yellow Fever and Malaria at Vera 
Cruz, Mexico. By M. J. Rosenau, Passed Assistant Surgeon, 
Herman B. Parker, Passed Assistant Surgeon, Edward Fran- 
cis, Assistant Surgeon, and George E. Beye er, Acting Assistant 
Surgeon. May, 1904. Washington. 

Enlargement of the Prostate. Its History, Anatomy, Aeti- 
ology, Pathology, Clinical Causes, Symptoms, Diagnosis, Prog- 
nosis, Treatment, Technique of Operations, and After-treat- 
ment. By John B. Deaver, M.D., assisted by Astley Paston 
Cooper Ashhurst, M. D. Illustrated. Philadelphia: P. Blakis- 
ton’s Son & Co. 1905. 

Some Formsof Insanity due to Aleohol. Especially in Their 
Medico-legal Relations. By Charles K. Mills, M.D. Reprint. 

Morphinomania, Cocomania, and General Narcomania, and 
Some of Their Legal Consequences. By Charles K. Mills, 
M.D. Reprint. 

Maternitas. A Book Concerning the Care of the Prospective 
Mother and Her Child. By Charles E. Paddock, M.D. Illus- 
trated. Chicago: Cloyd J. Head & Co. 1905. 


The Medical Epitome Series. Clinical Diagnosis and Urin- 
alysis. A Manual for Students and Practitioners. By James 
Rae Arneill, A.B., M.D. Series edited by Victor Cox Peder- 
sen, A.M., M.D. Illustrated. Philadelphia and New York: 
Lea Brothers & Co. 1905. 

A Text-Book of Medical Practice for Practitioners and 
Students, Edited by William Bain, M.D. Durh., M.R.C.P. 
Lond. Illustrated. London, New York & Bombay: Long- 
mans, Green & Co. 1904. 


Surgical Diagnosis. A Manual for Practitioners of Medicine 
and Surgery. “By Otto G. T. Kiliani, M.D. Illustrated. New 
York: William Wood & Co. 1905. 


A Text-Book of Obstetrics. By Adam H. Wright, M.D. 
~" ere New York and London: D. Appleton & Co. 
1905. 

A System of Physiologic Therapeutics. A Practical Exposi- 
tion of the Methods, Other than Drug-giving, Useful for the 
Prevention of Disease and in the Treatment of the Sick. 
Edited by Solomon Solis Cohen, A.M., M.D. Vol. XI. Illus- 
trated. Philadelphia: P. Blakiston’s Son & Co. 1905. 

Surface Anatomy. By T. Gillman Moorhead, M.D. (Univ. 
Dub.), M.R.C.P.I. Illustrated. New York: Ww illiam Wood 
& Co. 1905. 

Practical Problems of Diet and Nutrition. 

New York: William Wood & Co. 1905. 

Nothnagel’s Practice. Diseases of the Blood. By Prof. Dr. 
Ps Ehrlich, Prof. K. von Noorden, Dr. A. Lazarus and Dr. F. 
Pinkus. Edited with additions by Alfred Stengel, M.D. 
Authorized translation from the German, under the editorial 
supervision of Alfred Stengel, M.D. Philadelphia and Lon- 
don: W. B. Saunders & Co. 1905. 


Operative Surgery. By Joseph D. Bryant, M.D. 


By Max Einhorn, 


Fourth 


Edition, printed from new plates. Entirely Revised and 
largely Rewritten. Illustrated. Vols. I and II. New York 
and London: D. Appleton & Co. 1905. 

A Text-Book of Medical Chemistry and Toxicology. By 


James W. Holland, A.M., M.D. 
London: W. B. Saunders & Co. 

Eye-Strain and the Psychoses. 
Reprint. 

The Cerebellar Seizure (Cerebellar Fits), a Syndrome Char- 
acteristic of Cerebellar Tumors. By Charles L. Dana, M.D. 
Reprint. 

The Partial Passing of Neurasthenia. 
M.D. Reprint. 

Abuse of Medical Charity. 
Reprint. 

Psychiatry in its Relation to Other Sciences. 
Dana, A.M., M.D. Reprint. 


Illustrated. 
1905. 


By Charles 


Philadelphia and 


L. Dana, M.D. 


By Charles L. Dana, 
By George W. Gay, A.M., M.D. 


By Charles L. 
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@riginal Articles. 
THE SURGERY OF RENAL AND URETERAL 
CALCULL* 


OBSERVATIONS ON URETERAL CALCULI. 


BY ARTHUR TRACY CABOT, A.M., M.D., BOSTON, 
Surgeon to the Massachusetts General Hospital. 


Tue following notes are put together as a record 
of personal experience in the study and treatment 
of ureteral calculi. 

The great majority of stones that escape from 
the pelvis of the kidney find their way down 
through the ureter and finally reach the bladder. 
The pressure of the urine behind them and the 
peristaltic movements of the ureter itself contrib- 


‘ute to this result. With healthy organs, the stone, 


if not too large, is usually carried along in this 
way and finally discharged. The successful 
progress of a stone down the canal may, how- 
ever, be arrested in a variety of ways. Such 
arrest may be due to peculiarities in the stone, to 
abnormal conditions in the canal, or to a cessa- 
tion of the flow of urine. 

Arrest due to the stone: It is readily understood 
that a comparatively smooth, rounded stone 
will be carried along the ureter more easily than 
a rough irregular stone. The rough stone clings 
to the ureteral walls by its projections and is 
harder to push along. Also, by reason of its 
irregularity of shape, it does not fill the canal so 
exactly as a rounded stone and does not so com- 
pletely dam back the urine, but allows of leakage 
alongside it. The pressure behind it can never 
then be very great and thus the principal force 
favoring its expulsion is in great measure nullified. 
The size of a stone must also play a considerable 
part in causing its arrest. It is, however, a curi- 
ous fact that a patient subject to attacks of renal 
colic will sometimes have a very hard time with 
a small stone and later will pass a much larger 
stone with comparative ease. 

Conditions in ureter favoring arrest of calculi: 
Points of physiological narrowing exist in the 
ureter, and of these the most notable and con- 
stant is at the extreme lower end where it 
passes through the bladder wall. There is also 
a slight narrowing of the ureter at the brim of 
the pelvis and another at a point just below the 
kidney. 

Organic strictures occur in the ureter. The 
irritation of the passage of calculi is one of the 
more potent causes of their formation. If a 
patient has had previous attacks of renal colic, 
particularly if in any of them the stone was ar- 
rested for a considerable time at one point, the 
existence of a-stricture may be suspected at that 
point, and the arrest of a subsequent stone in 
that part of the ureter is likely to be permanent 
unless relieved by operation. Such strictures 
are likely to occur at points of physiological 
narrowing because it is at those places that stones 
_ *The following papers on ‘* The Surgery of Renal and Ureteral 
Calculi ’’ were read at a meeting of the Surgical Section of the Boston 


Medical Library in conjunction with the Suffolk District Branch of 
The Massachusetts Medical Society, March 1, 1905. 


are likely to be arrested and to cause peri-ure- 
teral inflammation. 

Conditions in the kidney favoring the arrest of 
calculi: There are, finally, certain conditions of 
the kidney which make the arrest of a calculus 
in the ureter more probable. Any condition 
which diminishes renal activity makes that kid- 
ney more liable to arrest of function under reflex 
or other irritation. It occasionally happens, 
therefore, that when the ureter is stopped by a 
stone, the kidney instead of continuing exere- 
tion and supplying urine to wash the stone 
forward suffers an arrest of excretion, and the 
pressure from behind entirely ceases. The cases 
in which we are immediately aware of this ces- 
sation of function are those in which there is but 
one kidney. When it stops work, complete anuria 
results. 

When two kidneys are present, it is difficult 
to tell to what extent the function of the affected 
kidney is interfered with, but @ priori it is to be 
supposed that excretion is often to a great 
extent inhibited in the kidney whose ureter is 
stopped or partially obstructed by a stone. I 
know of no case in which this question has been 
studied by ureteral catheterization or by segre- 
gation of the urines from the two kidneys. 
Similar inhibition of function is _ noticed 
experimentally when the ureter is closed in 
other ways. This cessation of excretion is more 
likely to occur in a kidney that is already parti- 
ally disabled by disease. Kidneys that have long 
been afflicted with calculous pyelitis are, there- 
fore, in a condition to have their function easily 
inhibited. 

It is probable, then, that cessation of function 
in the afflicted kidney plays a considerable part 
in bringing about the arrest of a stone in the 
ureter. 

I have notes of nine cases of ureteral calculus. 
In all of them the stone was so fixed in the ureter 
that it was quite evidently hopeless to expect 
it to be moved along by natural forces. These 
cases may be classified by location of the 
stone. 


At junction of upper and middle thirds of ureter, one case. 


Case I. — The patient was a young man.’ The stone 
was the size of an orange seed with a rough surface. 
The pain was so great that the patient was rapidly be- 
coming exhausted. The stone was removed through 
a lumbar incision. Ureter not sutured, but quickly 
closed. Recovery uneventful. 


In the lower part of the middle third of ureter, two cases. 


One in-a young man and the other in an old broken 
man. In both of them the stone remained fixed for a 
long time and in both of them the ureter finally gave 
way and an abscess was formed in the peri-ureteral 
tissues. 

CasE II. In the younger patient, the abscess ex- 
tended upward behind the peritoneum and burst into 
the pleura. At this time I saw him in consultation, 
but he was already moribund. The autopsy revealed 
the above described condition. 

Case III. In the older patient, I opened the 
abscess in the loin. The stone was not found at that 





1 Reported in Boston MEDICAL AND SURGICAL JOURNAL. 
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time, but was discharged subsequently. The abscess 
closed down to a sinus which persisted until the pa- 
tient’s death some months later. 


In the lower third of the ureter, six cases. 


CasE IV. In one case, that of a middle-aged 
woman,’ the stone, a large one (190 grs.), was arrested 
about one and a half inches above the bladder. It was 
removed through an incision in the vault of the vagina | 
and the patient made a good recovery. At that time | 
I showed by dissection that the lower end of the ureter 
for about two inches could be reached through the 
vagina without injury to the peritoneum. This fact 
has since been confirmed by other operators. 

CasE V. In another case, likewise in a woman, the 
stone was lodged in the orifice of the ureter and pro- 
jected into the bladder. It was removed by the finger 
introduced into the bladder through an opening in the 
vesico-vaginal septum. This stone was very irregular 
in shape with three branches, one of which was en- 
gaged in the ureter and the other two projected into the 
bladder. The patient gave a history of having pre- 
viously passed a stone similar in shape, but somewhat 
smaller than this one. 

In the other cases the stones were not accurately 
located. 

In two of them the stoppage was so complete that 
the patients were suffering from anuria when seen. 
These cases have been fully reported.’ Suffice it to 
recall here the fact that in both the stones were very 
small (estimated 5 or 6 grs.) and that they were dis- 
lodged by manipulations along the ureter in search of 
them. ( 

Case VI. — These manipulations in one case involved 
a median laparotomy and a himbar incision through 
which the left ureter was explored bimanually. 

Case VII. — In the other case, a long lumbar inci- 
sion extending down inside of the anterior superior spine 
of the ilium permitted of very thorough exploration. 

The relief of anuria was immediate in both cases and 
the impression was that in each the stone had been 
caught at the intravesical orifice of the ureter and had 
been dislodged by the milking of the canal incident to 
our manipulations. Both of these stanes were recov- 
ered from the bladder with litholapaxy pump. 

CasE VIII. — The patient was the same old man 
(Case VI) upon whom I had, some months before, done 
a median laparotomy in search of the stone which was 
causing his complete anuria of eight days’ standing. 
He had on this second occasion evidence of another 
stone arrested in the left ureter. This time it had not 
stopped the flow of urine. 

Remembering the good effect of manipulation in the 
previous attack, I made vigorous massage from above 
downward along the line of the ureter. From that time 
his pain ceased and he shortly passed a stone consider- 
ably larger than the one that had caused the anuria. 

Case [X was that of a lady whom I saw in consul- 
tation. She had had one kidney removed and some 
years later, complete anuria had supervened with symp- 
toms of calculus. The attendant surgeon examining 
felt a little mass through the vault of the vagina. He 
pressed and examined this with considerable force. A 
little later examining, he could not feel it. From that 
time the flow of urine re-established itself and she 
presently passed a little stone. 


The experience of the above cases teaches that 
the extreme lower end of the ureter is the point 
where stones are arrested most frequently. When 
a stone is caught at this point, there is a consider- 


2 Reported in Boston MepicaL AND SuRGICAL JouRNAL, Dec. 25 





3 Annals of Surgery, May, 1903. 


able chance of dislodging it by manipulation. 
The ureter should in such cases be stripped from 
above downward as thoroughly as possible. In 
a thin person, this can be done through the ab- 
dominal- wall with considerable effect. In a 
woman, vaginal manipulation of the lower end 
of the ureter should also be thoroughly done and 
in a man the rectal touch should also be essayed. 
It is very difficult, however, except in the thinnest 
subjects to reach the rectal wall above the ure- 
teric orifices. : 

The two cases in which abscesses formed 
illustrate the danger of letting a stone remain too 
long. It is, nevertheless, true that cases have 
been frequently observed in which stones have 
remained fixed in the ureter for years without 
ulcerating through and leading to an abscess. 

If a stone in the ureter cannot be dislodged by 
manipulation over the ureter, it must be reached 
in some other way. If it projects into the bladder 
it may be approached through that visecus. A 
cystose»pic examination may give valuable in- 
formation as to how this can best be accom- 
plished. Young succeeded in loosening such a 
stone with the ureteric catheter introduced 
through the cystoscope. 

Lewis‘ reports the passage of small stones 
from the ureter after uretero-catheterization, 
in which he thought that the catheterization 
and irrigation of the ureter contributed to this 
result. 

A stone projecting considerably into the blad- 
der, but too firmly held to be dislodged by the 
ureter catheter, might be detached by other 
firmer instruments introduced through the ure- 
thra. An attempt to accomplish this in the 
male bladder may be made with the lithotrite. 
with some little hope of success. Freyer reports 
such a case. 

In the female bladder such an attempt might 
be reasonably expected to succeed. A pair of 
dressing forceps introduced through the urethra 
can be easily manipulated over the floor of the 
bladder and with a finger in the vagina to give 
counter pressure, minute objects can be picked 
off of the bladder wall. I have never used this 
maneuvre on ureter stones, but have thus re- 
moved a silver wire projecting into the vesical 
cavity. It was one of the stitches used previously 
by another surgeon in closing a vesico-vaginal 
opening. It had acted as a nucleus for a suc- 
cessive re-formation of stones until it was thus 
discovered and removed.  - 

In Case V I have little doubt that I could have 
removed the stone in this way had I realized its 
exact situation. Through a good-sized open 
cystoscopic tube also, such astone could be readily 
approached in ‘the female bladder. If manipu- 
lations through the urethra fail, the bladder can 
be opened suprapubically and the stone can be 
readily handled under the guidance of the eye. 
In the female an opening through the vesico- 
vaginal septum can be used for this purpose as 
was done in Case V. A stone somewhat higher 


,.|up, which does not project into the bladder, must 


“ American Journal of Urology. 
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be approached from the outside. In the female, 
the vagina affords access to this part of the ureter, 
as was shown in Case IV. Since that case was 
published, Garceau, finding a stone in this part 
of the ureter difficult of access through his vaginal 
incision, opened the anterior cul-de-sac and with 
a finger through this opening pressed the stone 
down to where it could be reached and removed. 

In the male, this lower part of the ureter is 
very difficult to reach. Young collected six 
cases from the literature of the subject in which 
stones in this part of the canal were removed 
through an extra-peritoneal incision and adds 
one case of his own, making seven cases in which 
this method was successfully used. 

In a former paper, I suggested that stones might 
be removed from this part of the canal through 
a posterior opening like that used for removal 
of rectal cancer (Kraske). I established by dis- 
section on the cadaver the possibility of exposing 
the ureter through this incision. 

I have operated once upon a seminal vesicle 
through a Kraske opening. At this operation, 
I found that the bleeding from the hemorrhoidal 
vessels was difficult to control and obscured the 
deep field of operation. It would seem, then, 
that the iliac incision is better adapted for operat- 
ing effectively on this part of the ureter. 

Stones in any part of the ureter above this 
point are readily reached through Israel’s incision. 
This incision commences at the anterior edge of 
‘the sacro-lumbar mass of muscles, a finger’s 
breadth below the twelfth rib, the cut is to be 
carried parallel to the rib as far as its tip. It 
then turns down towards the middle of Poupart’s 
ligament until the line of usual incision for ty- 
ing the iliac artery is reached, then turning 
towards the middle line, and ending on the exter- 
nal border of the rectus muscle. According to 
the seat of the calculus, the opening will be 
made on the posterior, middle or anterior third 
of this line. 

The x-ray is a valuable method for determining 
the exact locality of a stone in ‘the ureter. I 
have not had the opportunity to use it in any 
of my own cases, as it was not in use or available 
at the time I saw them. I have used it with 
good, effect in the diagnosis of kidney stones and 
have seen it give good results in the localization 
of ureter stones in the practice of other surgeons. 
Most of my cases occurred also before the per- 
fection of the cystoscope made it an available 
aid in diagnosis. Its value cannot be over-esti- 
mated, and while I now constantly use it in sus- 
picious cases, I have not yet had the good fortune 
to locate a ureter stone by its aid. 


THE CASES OF RENAL AND URETERAL CALCULI AT 
_ THE BOSTON CITY HOSPITAL. 
BY JOHN H. CUNNINGHAM, JR., M.D., BOSTON. 


THE following series of cases of renal and ure- 
teral calculi which I have collected from the 
records of the Boston City Hospital with the 
kind aid of Dr. Z. B. Adams, includes certain 
information regarding the etiology, symptoms. 
physical examination, methods of diagnosis, 


. 





operation and, in part, the subsequent course of 
the cases. 

Although it is appreciated that the true object 
of such a collection of cases is essentially to con- 
tribute information about the ultimate result 
of operation, it has been impossible to obtain 
this information in more than about one half 
of the cases. There remains, however, consider- 
able of value in the close correlation of the symp- 
toms and the physical evidences which may serve 
some purpose to those not entirely familiar with 
this type of case. 

Number of cases: There were forty-eight cases 
of renal calculus, nineteen of which were operated 
upon, and but one case of ureteral calculus which 
also came to operation. 

The renal cases not operated upon had either 
passed gravel or stones and presented physical 
evidence of calculi in the kidney, or the diagnosis 
was made upon a rather typical history, confirmed 
by physical examination. 

Age: The age of the patients varied from six 
to sixty-five years with an average age of thirty- 
three and one-half years, which average age is 
in accord with the ordinary statistical age. 

Sex: It is generally stated by authorities that 
a slight majority of cases of renal calculus occur 
in males. In this small series it is more striking, 
thirty-seven occurring in males and eleven in 
females. This decided difference has been ex- 
plained by some upon the grounds that a renal 
calculus which has entered the bladder of a female 
can escape through the short distensible urethra 
more easily than in the male. 

Tuffier in a series of 203 cases showed the two 
sexes to be almost equally affected; 94 being 
males and 109 females. 

Morris in 96 operations for renal calculus shows 
35 females and 61 males. 

It will be seen by comparison of our small 
series with these larger ones that our proportion 
of males is exceptionally large. 

Side affected: In 46 cases the stone was uni- 
lateral; 33 occurring on the right side and 13 on 
the left side, and in 2 cases it was probably b- 
lateral. 

This differs considerably from the statistics 
of Morris who, in a collection of 203 cases, showed 
the right kidney involved in 86 instances and the 
left in 82; both kidneys being affected in 9, the 
location in 26 not being stated. 

Chemical composition of the stone: Of the 19 
cases in which operation was done, the analysis 
of the stone showed the following composition: 
Uric acid, 3 (possibly mixed stones); calcium 
oxalate, 1; uric acid and calcium oxalate, 1; 
calcium phosphate, calcium oxalate and triple 
phosphate, 1; the character not determined in 
13. 

As might be expected, the uric acid stone oc- 
curred in the younger patients, the oldest being 
twenty-six years of age. 

The calcium oxalate and the mixed stones of 
uric acid and calcium oxalate both occurred in 
males which is usually found to be the case. It 
is to be regretted that the chemical character of 
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a larger number of the cases does not appear in 
the records. 

X-ray examination: This valuable means of 
determining the presence of renal stone was 
employed in only 10 cases. Stone was demon- 
strated in 7, the plate being negative in 3 instances. 

In the 7 cases that showed a stone by the x-ray 
the stone was found at operation. The chemical 
character of these stones was as follows: Uric 
acid, 2 (possibly mixed stones); calcium oxalate 
1; calcium phosphate, caleum oxalate and triple 
phosphate 1; 3 were not determined. 

The three cases which showed no calculus by 
X-ray were operated upon and in two cases the 
stones were found. 

Symptoms: It is, of course, well known that 
there are many cases of renal calculi which cause 
no renal symptoms, some of which stones are 
found post mortem. There are others which, 
without previous renal symptoms, produce peri- 
nephritic abscesses, and renal suppuration. 
The larger number of eases, however, present 
lumbar pain, tenderness, hematuria and pyuria. 
This series of cases naturally include only those 
of the two latter classes. 

Pain: Pain was absent in 7 cases. Character- 
istic unilateral renal colic occurred in 26 cases. 
The pain radiated to the testicle in nearly all; 
next in frequency to the groin and thigh; occa- 
sionally to the glans penis and in a few cases to 
the epigastrium. Most were accompanied by 
profuse perspiration and indefinite rigors, while 
nausea and vomiting is noted so often as to be 
considered constant. Nocturnal exacerbations 
are not noted in the records. 

Fixed lumbar pain was present between the 
attacks in the cases presenting typical renal 
colic and in 13 in which colic was absent. This 
occurred bilaterally in 2 cases. The severity 
of the lumbar pain varied from an indefinite 
ache to a dull gnawing pain of marked degree. 

Tenderness: In all of the cases bimanual exam- 
ination of the affected kidney allowed a greater 
or less degree of tenderness, more marked, as a 
rule, in the loin, and often extending along the 
course of the ureter. 

The interesting percussion test of Mr. Lloyd, 
that is, striking a sharp and decisive percussion 
blow over the kidney in the loin, which, when 
stone is present, usually produces an acute stab- 
bing pain, is not noted in the records. 

Tumor: A palpable kidney tumor was present 
in 5 cases, 4 of these were shown at operation 
to be enlarged by renal and perirenal suppu- 
ration. The remaining case from extensive 
cystic degeneration. 

Transitory tumor: This occurred in 2 of the 
cases presenting Dittel’s crises, which cases were 
observed by the writer while serving as house 
surgeon. 

Frequency of micturition: This was present in 
24 cases and in the larger number of these was 
noted as occurring more frequently in the day 
than in the night. 

Such frequency is generally considered as a 
reno-vesicle reflex, transmitted by the nerves, 





blood vessels and visceral coats of the ureter 
to the bladder, which structures are directly 
continuous. 

Hematuria: In 22 cases there were repeated 
intermittent attacks of macroscopic hematuria, 
and in some of the cases the record states that 
the hematuria occurred with or after an attack 
of renal colic. Where the character of the hema- 
turia is noted it is said to have been of a mild 
degree. It is not noted that the hematuria has 
taken place after unusual exercise, as is usually 
the case. In all the cases microscopic blood of 
a normal or abnormal character and in varying 
amounts has been noted. 

Pyuria: Gross pus is not noted as appearing 
in any of the cases except that one in which 
there was an accompanying cystitis. In 39 of 
the cases microscopic pus in varying degree was 
present and in 9 instances it was absent. 

Miscellaneous points of interest: None of the 
patients presented, as far as the records show, 
any co-existing evidence of gout. Fourteen 
of the patients had passed calculi or gravel pre- 
vious to entering the hospital. In 3 of the 
operated cases there was more than one cal- 
culus found. The chemical character of the 
stones in 2 of these cases was uric acid, which 
is usually the case with multiple calculi. The 
character of the stones in the other case is unde- 
termined. One of these cases of multiple cal- 
culi occurred in the kidney which had undergone 
cystic degeneration, and in the other two cases 
renal suppuration was present. 

The largest stone weighed 5 oz. and was one 
of the earliest cases operated. 

Renal suppuration was present in 6 of the 
operated cases. The cystoscope was used in only 
one case and the examination proved negative. 
It is to be regretted that so valuable a means of 
diagnosis has been so little employed. 

The segregator was employed in one case and 
furnished valuable evidence regarding the func- 
tional capability of the unaffected kidney. 

Operations: Nineteen cases were operated with 
three deaths. The lumbar incision was em- 
ployed alone in 17 cases. In 2 an exploratory 
laparotomy was performed as a_ preliminary 
measure. The abdominal incision was then 
closed and the operation completed through the 
lumbar route. 

Fatal cases: In one of the 3 fatal cases the 
patient was a man of fifty-three years and in a 
very poor condition at the time of operation. 
Death was due to shock within the first twenty- 
four hours. 

The second was a man of thirty-four years of 
age with pyonephrosis, and pylonephritis, the 
kidney tissue being extensively destroyed. Sup- 
puration continued for four months after opera- 
tion. Nephrectomy was then done; death 
ensued. 

The third case was a man of forty-four years. 
The stone was successfully removed, and the 
wound in the kidney was closed by mattress 
suture. Ten days later there was evidence of 
hemorrhage into the bladder and the pulse rose 
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steadily. A secondary operation was performed. 
Nephrectomy was done to stop the hemorrhage. 
The patient did not rally from the operation and 
died. 

Course of the cases until discharged from the 
hospital: The longest stay in the hospital was four 
months, the shortest time seventeen days; the 
average time twenty-eight days. Three patients 
were discharged with small sinuses; two of which 
subsequently healed. The remaining cases were 
healed at the time of discharge. 

Subsequent results: Subsequent observations of 
the cases were only to be obtained in a very small 
number, all of them being cases in which operation 
was done. The number is 7. 

(1) A renal fistula persisted during the pa- 
tient’s life, otherwise the patient was in good 
health and comfort,and lived more than twenty 
years after operation. 

(2) The patient lived for three years after 
operation. Until a short time before death, 
was in a good condition and in comfort. Death 
was believed to be due to presence of calculus 
in the other kidney. 

(3) Patient known to be in good health and 
without recurrence of former symptoms at the 
end of two years after operation. 

(4) Patient known to be in good health and 
without recurrence of former symptoms at the 
end of two years after operation. 

(5) Renal fistule persisted for eight months 
and then closed; the patient’s condition was 
excellent at the end of one year after operation. 
No recurrence of symptoms up to that time. 

(6) Patient in good health and without recur- 
rence nine months after operation. 

(7) In good health and without recurrence 
six months after operation. 

Of the cases not operated upon nothing is 
known except that twelve of them were admitted 
to the hospital more than once with symptoms 
referable to renal calculus. 

There are two operative cases of special his- 
torical interest. One because it was the first 
case in which nephro-lithotomy was performed 
with definite intention beforehand, so far as I 
am aware. This operation was done by the 
late Dr. William Ingalls then a member of the 
surgical staff, in 1873, Oct. 8. Dr. Ingalls did 
not report the case publicly until 1882, March 5, 
when he read it before one of the societies here. 
It was published some time later in the Boston 
MEDICAL AND SURGICAL JOURNAL, vol. exi, pp. 
483 to 492. The stone weighed 10 dr. and 4 gr. 
The patient recovered and lived for more than 
twenty years afterwards in comfort and good 
health, though she had a renal fistula which per- 
sisted always. The delay to publish this case gave 
to Mr. Morris the right to claim to have ori- 
ginated the operation of nephro-lithotomy in 1882 
after doing it for the first time in 1881. 

The second case was one of Dr. George W. Gay’s 
which is of interest as being one of the very 
early, if not the first case in which stone of such 
large size was successfully removed. The stone 
weighed 5 0z. The patient made a good recovery 





and lived in comfort for the greater part of three 
years, at the end of which time he died having 
shown for a short time previous, symptoms 
indicating the presence of calculus in the other 
kidney. 

The case of ureteral calculus, operated upon 
by Dr. J. B. Blake, has been reported in detail 
in THE Boston MEDICAL AND SURGICAL JOURNAL, 
vol. cli, No. 17, pp. 463, 464, 1904. A summary 
of the case is as follows: 


The patient from whom the calculus was taken was 
in the City Hospital for a few days, but was operated 
on at hisown home. The x-ray showed a shadow cor- 
sponding in size and position to the calculus. 

The patient was twenty-eight years old, and had been 
operated on twice before this calculus was removed. 
In 1898, Keyes of New York removed two small calculi 
from the pelvis of his left kidney, and on Feb. 28, 1903, 
Dr. Blake opened a very large nephritic abscess. Pre- 
vious to this, since 1884, when the patient was eleven 
years old, there had been constantly some pus in the 
urine, and more or less pain in the back. After incision 
in February, 1903, the kidney was drained through the 
back. In July of the same year pain in the left lower 
abdomen appeared, and gradually increased, with 
flexion of the left thigh. In December a resistant mass 
could be felt at a point a little below and one and a half 
inches to the left of the umbilicus. Dec. 24, 1903, this 
calculus was removed by the retro-peritoneal route. 
There was considerable pus about the calculus, which 
had apparently partly ulcerated through the ureter, 
and was in part embedded in the psoas muscle. Pain 
and flexion of the thigh were relieved. The patient 
died two weeks later with symptoms of peritonitis. 
Vomiting, which had commenced two weeks before 
this last operation, continued and increased. There 
was no calculus in the bladder. 


RESULTS OF CASES OPERATED UPON FOR STONE IN 
THE KIDNEY. MASSACHUSETTS GENERAL HOSPI- 
TAL FROM 1897 To 1904, INCLUSIVE. 

BY HUGH CABOT, M.D., BOSTON. 


ALTHOUGH it is announced that I am to deal 
to-night with the results of the cases of stone in 
the kidney, at the Massachusetts Hospital, it 
does not clearly appear exactly what results are 
intended. If we inquire only what proportion 
of them were permanently cured, there is but 
little to say, for surgery is unable to influence 
most of the causes which result in stone forma- 
tion and therefore operation can deal only with 
stones which have formed, and must leave to 
medicine their prevention. It is not within 
the province of surgery, and surgery cannot 
be held accountable for those cases in which 
further trouble occurs, whether in the same or 
in the other kidney. It has, therefore, seemed 
best to examine the cases which are here collected, 
with reference to the occurrence of certain symp- 
toms, and only incidentally deal with the per- 
manency of results and with the death-rate. 

Of the cases of probable renal calculus which 
have been in the hospital during the above period, 
only a little more than half are available for our 
purposes because some doubt has existed in re- 
gard to the diagnosis. I have chosen to deal 
only with those cases in which the presence of 
renal calculus was demonstrated either by opera- 
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tion, by the prompt passage of a stone, or by 
autopsy —in short, only those cases in which 
no possible doubt could exist. In this way the 
number has been limited to 26 cases, all of which 
have been treated by operation. 

Age: Renal calculus is generally regarded as a 
disease of middle life —that is to say, of the 
middle portion of life — and this view is borne 
out by these cases, which show an average age of 
thirty, the extremes being fifteen years and fifty- 
four years. 

Sex: From a large series of cases collected by 
French observers it was concluded that both 
sexes were equally liable. Mr. Henry Morris, 
in the cases which he collected, found the pro- 
portion of males slightly greater than that of 
females, but in his own personal experience found 
the proportion of males to females 61 to 35. In 
this small series the proportion of males is even 
larger, being 18 to 8. 

Kidney most frequently affected: It is generally 
stated, and is borne out by large statistics, that 
one kidney is not notably more often affected 
than the other, but in this series stone was found 
15 times in the right kidney, 7 times in the left. 
Albarran found both kidneys affected in nearly 
50% of a series of cases coming to autopsy, but 
this, as pointed out by Morris, does not give a 
fair idea of the cases as seen clinically, and is 
probably greatly in excess of the facts. The 
latter authority puts the proportion at 10%, and 
the fact that stone was found in both kidneys in 
4 cases of our series, tends to support his con- 
tention. 

Hematuria: We shall hold hematuria to mean 
bleeding in sufficient amount to be noticed as 
such, either by the patient or his attendant. 
Though by no means an uncommon symptom, it 
is frequently absent, and in this series was present 
in about one third (9) of the cases. On the 
other hand blood in microscopic quantities was 
present in all the cases except those in which the 
urine was extremely purulent, and is probably 
present in the vast majority of all cases. 

Pain: Pain of considerable amount was present 
in all cases and was the chief symptom for which 
relief was sought. It is, however, notable that 
in at least two cases the pain was a recent symp- 
tom, while the size of the calculi found at opera- 
tion was conclusive evidence that they had existed 
for a much longer time. This but serves to recall 
the well-known fact that calculi may exist in the 
kidney for years without causing symptoms. 
Pain of a radiating character, particularly the 
type commonly referred to as renal colic, was 
present in less than half the cases (11), and is, 
therefore, a symptom the absence of which is 
far less important than its pressure. 

Passage of stone, or gravel: A small stone, or 
gravel, in considerable quantities, was passed in 
10 cases, but it is interesting to note that in 3 
cases severe colics had occurred without the 
passage of stone at any time, and in 2 cases 
stones were passed without any pain which 
could properly be called colic. 

Tumor: The term tumor will not be held to 








cover palpable kidneys, but only those cases in 
which the kidney was thought to be enlarged. 
Limited in this way, tumor was present in 5 cases 
and of these 5, 3 ended fatally, a fact which we 
shall notice more in detail later. 

X-ray: While it is hardly within my province 
to speak of the value of the x-ray in the diag- 
nosis of this condition, I shall note what it has 
done in these cases. Radiographs were taken 
in 15 of the cases and were positive in 13. The 
plate was negative in one case, in which a stone 
was subsequently found, and the failure may 
perhaps have been due to a considerable quan- 
tity of inspissated pus which surrounded the 
concretion. In one case the kidney was negative 
by the x-ray and negative at operation, the stone 
being found in the ureter. In one ease the plate 
was doubtful. In all 15 cases stone was found. 
In 3 cases the plate showed stone; none was found 
at operation, but the prompt passage of a cal- 
culus, with relief of symptoms, showed that the 
plate was probably accurate. In short, as far 
as this small series goes, it clearly demonstrates 
the value of this method of diagnosis. 

Duration of symptoms: Examination of the 
time during which many of these patients had 
been having symptoms directly referable to the 
kidney, makes it clear that the medical profes- 
sion in this community is by no means inclined 
to advise operation at an early date. The aver- 
age duration of symptoms before the patients 
sought, or were advised to try, surgical treatment. 
was six and one-half years — the longest period 
being twenty-four years; the shortest, six months. 
To this lack of promptness in advising surgical 
treatment may perhaps be due the not particu- 
larly favorable showing as regards mortality. 

Operative treatment: The operations which 
have been done in this series of cases are, nephro- 
and uretero-lithotomy, and nephrectomy. The 
eases of nephrectomy may be rapidly disposed 
of. They are 3 in number; were done upon 
kidneys largely destroyed and containing large 
calculi; and were all followed by complete and, 
to date, permanent recovery. Nephrotomy 
was done 27 times, upon 21 patients, with 4 
deaths. Ureterolithotomy was done once, with 
one death. In the 27 nephrotomies stone was 
found, and removed in 21. In 6 eases stone was 
not found at operation, but in 4 it was passed 
a few days after operation, and the patients have 
since been well. Two patients have continued 
to have stones form and pass, apparently un- 
affected by the operation. In one case the stone 
was found at a subsequent operation and was 
presumably present at the first. 

In passing it is worth while to note that in 
2 cases a radical error of diagnosis was made 
and the patient operated upon for appendicitis 
by the removal of an apparently normal appendix. 

One of these patients passed the calculus a 
few days later and recovered. The other died 
of uremia and at autopsy the pelvis of the right 
kidney was found filled with calculi. 

Causes of death: In this series of 26 cases, 
with 33 operations, there have been 6 deaths, 
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and a somewhat closer examination of these 6 
cases will be of interest. Three of the patients 
had large tumors, which in 2 cases had existed 
for years. 

In these two extensive suppuration had taken 
place, extending beyond the limits of the kidney 
and forming subdiaphragmatic abscesses, which 
in one case perforated both the diaphragm and 
the bowel. In both cases death occurred from 
chronic sepsis rather than from any operation 
upon the kidney. The remaining case with tumor 
had large ealeuli in both kidneys and succumbed 
after a third operation because the amount of 
kidney substance was so far reduced as to be 
unable to do its work. 

It is to these three cases that I particularly 
wish to draw attention as, had the diagnosis been 
made at an earlier date, and resort been had to 
surgery, the chance of a fatal issue would have 
been much lessened. The mortality in these 
cases must be lessened, not by the hospital sur- 
geon, but by those from whom the hospital 
surgeon draws his cases. Of the remaining 3 
cases, 2 died of uremia — one upon the eighth 
day following an apparently successful uretero- 
lithotomy; the other upon the sixth day follow- 
ing the removal of a normal appendix; the 
remaining case died upon the eighth day, as the 
result of secondary hemorrhage, which is to-day 
a rare complication. 

While in no way wishing to shirk responsibility 
for these six deaths, I do wish to eall attention 
sharply to the fact that three of them might 
perhaps have been prevented and were not di- 
rectly due to operations upon the kidney. 

Permanency of results: Of the 20 cases which 
survived the operation, 13 have either been seen, 
or have been communicated with, recently. Of 
these 13, 10 have been entirely relieved and are 
well to date. With the remaining three the situ- 
ation is as follows: One was a case of large double 
caleuli, in which two operations were done, sepa- 
rated by an interval of a few months. He has 
been entirely relieved of pain, from which he 
suffered for years, but still continues to have a 
purulent urine and occasional attacks of irri- 
tability of the bladder. One still has pain, re- 
ferred to the bladder and prostate, for which no 
cause has been found. There has been no recur- 
rence of pain nor bleeding from the kidney. One 
continues to have pain in the kidney and pass 
gravel at irregular intervals, as before operation. 

I would say in closing that this method of pre- 
senting the cases, while calculated, perhaps, to 
open the subject thoroughly for discussion, is yet 
one which presents the cases in their worst pos- 
sible light. All failures have been thoroughly 
exposed, the deaths and causes of death have 
been given undue prominence, and nothing has 
been said in regard to the many cases in which 
brilliant operations have been followed by equally 
brilliant recoveries. It seems, therefore, due to 
the gentlemen whose cases I have thus ruthlessly 
exposed, to suggest that their successes are so 
well known that they can afford to have their 
failures thus thoroughly aired. 





NOTES ON OPERATIONS FOR RENAL AND URETERAL 
STONE. 
BY PAUL THORNDIKE, M.D., BOSTON. 

THESE remarks will confine themselves to a 
brief consideration of a few points connected 
with the operative treatment of renal and ure- 
teral stone. 

Autopsy records show that a small number 
of renal stones, entirely unsuspected during life, 
are found upon the autopsy table. Doubtless 
some of these would have demonstrated slight 
symptoms of vesical irritability and soon if 
closely investigated, but the fact remains that 
many of these patients pass through their lives 
with no appreciable harm accruing from the 
presence of the stones. The x-ray occasionally 
demoristrates a previously unsuspected stone 
in similar fashion. Such stones may be _per- 
fectly well let alone until they give rise to symp- 
toms indicating that their presence is becoming 
a menace to the safety of the kidney or of the 
individual. This stone (1) must have existed 
for many years before its presence was suspected. 
It finally, with the aid of an acquired infection, 
gave rise to an acute abscess which demanded 
an immediate operation at which the stone was 
first demonstrated. It was only a few weeks 
before that operation that an eminent consultant 
told this patient he must be very careful to follow 
out his instructious, medicinal, dietetic, ete., 
or he might develop a stone. Had this patient 
been suspected of renal stone because of his re- 
flex bladder symptoms and because of the occa- 
sional cast in his urine, he might have been 
x-rayed and this stone demonstrated. 

When operations for stone are contemplated 
the surgeon should always approach the case 
with the intention of fully investigating the kidney 
and the upper part of the ureter. This usually 
means the delivery of the kidney out upon the 
loin, its palpation and, if necessary, its complete 
splitting for purposes of examination. Such 
renal incisions, however, bleed so freely, that they 
are not to be lightly embarked upon, and if on 
palpation the stone can be felt in the renal sub- 
stance it should be removed through as small and 
direct an opening as possible. This stone (2) . 
lay imbedded in the substance of the kidney in 
such a way that it was absolutely impossible 
to feel it. Its removal was only possible after 
the kidney had been split by an incision along 
its convex border, like the incision for post-mor- 
tem examination. If such an incision is made 
the two halves of the kidney should be brought 
together with the greatest care and should be 
held in apposition either by a couple of mattress 
sutures passed through the kidney substance 
(as well as by the stitches along the convex 
border), or by gauze packing placed outside the 
organ and so arranged as to press the split halves 
together. The reader has lost one case from an 
omission of one or the other of these precautions, 
his patient dying from the shock of a nephrec- 
tomy made immediately necessary, two days 
after the nephrotomy, by the persistent hemor- 
rhage into the bladder which followed the splitting 
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of the kidney and the removal of the stone. Sucha 
splitting of the kidney, without the previous deliv- 
ery of the organ upon the loin, the reader regards 
as a hazardous and, in most cases, an unjustifiable 
procedure. If, on approaching the kidney, 
stones of such size as either of these (1 and 3) 
are found, the question of nephrotomy versus 
nephrectomy at once arises. In this case, for 
instance (3), the stone was so large that there 
was practically no renal tissue left, but the case 
was an emergency operation with no previous 
x-ray to indicate the possible size of the stone, 
and by the time the true facts were ascertained 
during the operation, and the stone delivered, 
the patient’s condition was such that a nephrec- 
tomy did not seem a safe risk to take at the 
moment. Had the x-ray given previous knowl- 
edge of the size of the stone, a nephrectomy with 
the stone untouched would have been the simpler 
procedure. 

Stones which pass along into the ureter are 
usually arrested either in the first inch of the 
ureter close to the pelvic outlet or else they pass 
along to the next point of narrowing, where the 
ureter crosses the big iliac vessels. This stone 
(4) was such a one and was found acting as a ball 
valve at the outlet of the renal pelvis. It was 
easily removed through an incision into the renal 
pelvis from behind. Stones in this location 
usually present little difficulty of removal and 
such stones probably represent nearly one half 
of all ureteral stones found at operation. Of 
Morris’s 44 cases, 19 were found at the upper 
extremity of the ureter, 15 at the vesical extrem- 
ity, and the rest near the brim of the pelvis. 

Stones at the vesical end of the ureter have 
been attacked in a variety of ways. Crawford ® 
advocates digital dilatation through the supra- 
pubic opening, and in one case, after an hour’s 
work, succeeded in dilating the ureteral orifice 
with his finger tip enough to liberate a stone 
12 inches in diameter, and he did this without 
lacerating the bladder membrane. The vaginal 
route has long been used as a means of approach 
for such stones and Garceau ® has recently re- 
ported a most interesting case in which the dis- 
tance between the vagina and the stone in the 
ureter was a little too great to allow it to be cut 
down upon with safety. He therefore opened 
the anterior cul-de-sac, pushed back the peri- 
toneum between the bladder and the ureters and 
caught the stone with the crooked tip of his 
finger so forcing it down that it could easily be 
removed through asmall incision. Witherspoon’? 
has recently described an operation for reaching 
this lower end of the ureter by an extra-peritoneal 
route through a 4-inch incision over the lower 
end of the rectus muscle beginning at its insertion 
over the pubes and extending upwards parallel 
to its fibers.. Stones at the ureteral orifice have 
also been removed through a dilated urethra in 
the female, and occasionally such stones have 
been removed through the male urethra, under 


5 American Medicine, Dec. 3, 1904. 
® Boston MEpIcAL AND SuRGICAL JOURNAL, April 21, 1904. 


N. Y. Medical Journal and Philadelphia Medical Journal, May 
21, 1904. 








guidance of the eye, with the aid of an operating 
cystoscope. 

The third situation where ureteral stones are 
sometimes found is at or near the pelvie brim 
where the ureter crosses the iliac vessels. From 
this region stones have been approached and re- 
moved through the rectum by the perineal route, 
by the Kraske sacral route as suggested by A. T. 
Cabot, or in similar fashion, through an incision 
parallel with the sacral spines and two inches 
from the median line, as suggested by Morris. 
Stones at this point have been removed through 
the abdomen and also through the vagina. In 
Garceau’s case already quoted the stone was 
probably about as near the pelvie brim as it was 
near the ureteral orifice. The extra-peritoneal, 
iliac route, through an incision a little above 
Poupart’s ligament, still seems to have the call 
and to find favor with most surgeons. 

The reader makes no apology for presenting 
remarks of this fragmentary character because, 
although some of the fragments have little con- 
nection with some others, all have been forced 
upon his attention, pleasantly or otherwise, in 
the course of his own work. 


THE DIAGNOSIS OF RENAL AND URETERAL CALCULI. 
BY BENJAMIN TENNEY, M.D., BOSTON. 


Tuer frequency with which stone is found in 
the kidney and ureter has been variously esti- 
mated. One gentleman ® estimates that in over 
2,000 autopsies made while acting as coroner’s 
physician he had found stones of variable size 
in about 50% of the cases. 

I have gone through the autopsy records of 
the Boston City Hospital and Massachusetts 
General Hospital since 1896. These records 
included 3,807 autopsies on both sexes and on all 
ages. I found 16 recorded cases where a stone 
was found in the kidney and 8 where stone was 
found in the ureter. By way of comparison I 
gathered the records of gallstones from the same 
list and found there were 146 cases. Counting 
the autopsies where stone was found in both 
kidney and ureter as a single case, there were 21 
individuals with renal or ureteral calculus as 
compared with 146 individuals with gallstones. 
Among these individuals then, gallstones were 
nearly seven times as numerous as renal and 
ureteral calculi. 

During the same period I find from the annual 
reports that there were in the surgical beds of 
these two institutions 489 cases of gallstones as 
compared with 109 cases of renal and ureteral 
calculus, not quite five to one. If any inference 
can be drawn from these figures it is that a larger 
proportion of the renal calculi caused symptoms 
requiring surgical interference than of the gall- 
stones. 

The question of sex plays little part in the 
diagnosis as the frequency does not greatly differ 
in the two sexes. In 203 operations Tuffier 
found 94 men and 109 women. In 200 cases 
Morris found 124 men and 76 women, and in 132 
cases of ureteral calculus I found 58 men and 74 


8 Boston MEDICAL AND SURGICAL JOURNAL, Feb. 16, 1905, p 195. 
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women, making a total of 276 males as compared 
with 259 females in a total of 535 cases. These 
stones may be found at all ages, but according 
to Morris’s figures and the list of ureteral calculi 
before referred to, they are most numerous 
between the ages of twenty and forty. 

We can separate patients into two groups, the 
first suffering acutely and probably in bed or 
desiring to go there. The second conscious of 
greater or less pain in one side, possibly having 
had one or more acute attacks a recurrence of 
which is feared, possibly complaining of symp- 
toms of a general character and more or less sick, 
or else suffering from anuria. 

The first group includes two classes, one suffer- 
ing from the passage of a sharp angled concretion 
down the ureter, and the other from an increase 
of pressure within the kidney or ureter. 

A typical example of the first class, to quote 
Fuller’s® excellent description, ‘is seized with 
great suddeness by a sharp cramping pain usually 
referred to the loin on one side, sometimes to the 
groin, occasionally to the lateral portion of the 
back, at times to the middle of the abdomen. 
It is characteristic of this pain to radiate down- 
wards along the course of the ureter to the neck 
of the bladder, perhaps into and along the urethra, 
into the scrotum or testicle or labium. Some- 
times there is retraction of the testicle. Less 
frequently the pain radiates into the gluteal re- 
gion, down the back of the thigh into the calf of 
the leg or the heel. The patient is bent forward 


when the spasm of pain seizes him, vomits, may 
have involuntary discharge from bladder or 


rectum, or there may be retention of urine. Fre- 
quent urination with tenesmus of the bladder 
or rectum is also sometimes seen.” 

The pain is often agonizing and the patient 
may be actually delirious for hours. This type 
of case is most easy to recognize as the symptoms 
are quite characteristic in location and the urine 
usually contains blood apparent to the naked eye. 

The other class usually has a sort of aura 
which the patient learns to recognize. This 
comes on while the patient is upright, possibly 
while suffering some jar as in riding or dancing, 
or exercising in some other way. There is a 
feeling of restlessness, of discomfort, and then 
of pain in one side which may go on to produce 
vomiting, fainting, temporary paralysis of the 
intestines and even delirium, followed by great 
physical prostration. The pain is felt in the 
loin, in the back, along the ureter, in one side of 
the bladder, or is referred to the abdomen gener- 
ally. Here the urine is diminished before and 
during the attack and increased after it. There 
may be little or no alteration in the character 
of the urine, but the gradual onset and increasing 
severity of the symptoms point to an obstruction 
of the urinary flow which may be due to the pres- 
ence of a calculus. 

If the symptoms are referred to the left side 
there is less confusion in diagnosis than when they 
are on the right. The presence of a tumor in 
the region of the kidney may point to the presence 

® Textbook, 1900 ed. 





of a hydronephrosis from a kink in the ureter, 
to stoppage of the ureter by blood-clots or stone, 
to a pyelonephrosis or to a new growth. The 
absence of a tumor points more strongly to the 
presence of a stone in the kidney. On the right 
side the diagnosis is still further complicated by 
the fact that the symptoms may arise from the 
presence of a stone in the bile-ducts or appendi- 
ceal colic, and if the pain is located vaguely or 
near the middle of the abdomen, it may be pro- 
duced by any of the causes of acute intestinal 
obstruction, or by the presence of a concretion 
in the pancreatic duct. If the patient be a fe- 
male and the pain be referred to the pelvic region 
there is a possibility of confusion with a tubal 
pregnancy. 

In these acute cases examination of the urine 
may be of some assistance or it may tell us abso- 
lutely nothing. A bloody urine may be passed 
by a patient with a malignant tumor, with a sup- 
purating process in the kidney which has led to 
a hemorrhage, with a kidney which bleeds from 
some little understood cause, with a sharp con- 
cretion in the ureter, or with a new growth in 
the bladder. A purulent urine may be passed by 
a patient with a suppurating process in the kidney 
either primary or secondary to the presence of a 
stone in the kidney, or from a diseased ureter, 
bladder or prostate. A scanty urine may be the 
result of great physical prostration, of any of 
the conditions including stone which block the 
ureter, or of the small quantity of fluid taken 
previous to the attack. 

The temperature is usually but slightly ele- 
vated, or is subnormal, the pulse rapid though 
varying in its rapidity. The blood count may 
show a slight rise in the proportion of white 
corpuscles. Ina case which I recently saw there 
was a rise from 12,000 to 16,000 in four hours, 
but the fact that there was no further rise helped 
me to make a differential diagnosis between a 
pain connected with an acute appendix and a 
stone in the ureter. Israel speaks of tenderness 
on strong percussion over a point at the junction 
of the twelfth rib and the outer border of the 
erector spine muscles, and says that this pain 
may be felt radiating along the ureter into the 
bladder on that side. 

The presence of tenderness and muscular spasm 
over the left kidney may be characteristic. On 
the right side we may be confused by tenderness 
due to disease of the bile-ducts, pancreatic ducts 
or appendix. It is often impossible when seeing 
a patient for the first time with an attack of this 
sort to be certain what the cause is. The re- 
currence of such attacks without symptoms 
pointing to other organs simplifies the diagnosis, 
and fortunately the patients seldom die during 
the first of these attacks due to stone in kidney 
or ureter. 

The first problem is then to determine whether 
such an attack bears any relation to the kidney 
or ureter at all, and then to consider whether it 
is due to stone or some entirely different renal or 
ureteral condition. 

After recovery from an acute attack, the pa- 
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tient may pass into the second group, where the 
symptoms are those of a chronic abdominal or 
pelvic irritation, or else of some nervous disturb- 
ance. The patient may be male or female, old 
or young, thin or fat, but is usually able to walk 
into the consulting room. There may be some 
peculiarity about the gait suggesting an unwill- 
ingness to stretch the psoas muscle. He may 
sit unevenly on the chair, or make some move- 
ment which suggests the attempt to get away 
from a discomfort in one side. His history will 
probably show that his discomfort is increased 
by active exercise and is nearly absent after 
lying down for a little time. Often the patient 
will be found to have the habit of sleeping on the 
affected side. There is likely to be some disturb- 
ance of urination, possibly an increase in fre- 
quency and possibly some burning pain during 
and after the flow. There may be a history of 
some acute attack similar to the one above de- 
scribed, or such an attack may not have occurred. 
One patient may habitually suffer from nausea 
when he begins to move about after a night’s 
rest. Another may be alarmed on account of 
the absence of urination for some hours. Often 
the pain is difficult to locate. It may be a diffuse 
abdominal pain or it may be felt most severe on 
the opposite side from the kidney which contains 
the stone. Sometimes there is merely a sensa- 
tion of stretching or swelling of the abdomen 
which is usually associated with a previous 
obstinate constipation. In some cases there is 
recurring pain referred to the distribution of some 
of the lower dorsal and upper lumbar nerves. 
Pain arising in kidney or ureter, no matter where 
the patient may refer it, means either the passing 
of a solid body through an inflamed canal, or else 
a rise in the internal pressure. Passing a ureteral 
catheter into a normal ureter causes little or 
no pain, but the injection of a small amount of 
water through this will convince any one that 
stretching of the pelvic cavity does produce pain. 
The presence of gauze or drainage tubes in the 
kidney pelvis causes no pain, but any condition 
which interferes with the free flow of urine from 
the pelvis will cause pain so soon as there is dis- 
tention and stretching of the fibrous capsule. 
In one case of calculus obstruction of the ureter 
reported in my paper on ureteral calculi,’° com- 
plete relief from the recurring attacks of renal 
pain was obtained by simply splitting the capsule 
of the kidney. The pain returned after six 
months and disappeared two years later when 
the stone was passed. During the six months’ 
respite there must have been the same frequency 
of pelvic distention, but the split capsule could 
not compress the kidney substance until it had 
reformed across the gap. 

Israel™ after saying that stone is the most 
common cause of these pelvic distentions and 
describing the ureteral kinks produced by floating 
kidneys, says that with pyelonephrosis such pains 
are not common except from swelling of the ure- 
teral mucous membrane or from clots of blood 


10 Boston MEDICAL AND SurRGICAL JoURNAL, Feb. 4, 1904. 
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or pus which pass with difficulty. Tuberculous 
pyelitis and ureteritis are quite as likely to pro- 
duce pain on account of the large sized masses 
which pass through the swollen ureter. Such 
pains are also possible from malignant tumors 
or parasites. More rarely renal pain is connected 
with stricture of the ureter, with papillary tumors, 
with adhesions after abdominal or pelvic opera- 
tions, and with a primary ureteritis. He reports 
one case where such pains appeared after a neph- 
rectomy and in which he found the stump of the 
ureter shut off from the bladder by a small stone 
and distended with pus. In this case the pain 
was referred to the ureter on this side and to the 
same half of the bladder. The following table 
shows at a glance the difficulty in distinguishing 
between renal and ureteral stones by the symp- 
toms: 


SYMPTOMS. 
Morris ScHENCK AND TENNEY 
103 cases renal stone. 128 cases ureteral stone. 
Renal Ureteral 

Pain, loin and abdomen, 70% 26% 
Renal colic, 42% 59% 
Hematuria, 40% 31% 
Pyuria, 57% 16% 
Lumbar tumor, 26% 10% 
Troubles of urination, 23% 24% 
Tenderness over kidney, 17% 

Pain in external genitals, 8% 


Their relative frequency shows in the following 
table: 


RELATIVE FREQUENCY. 


Israel Morris !2._ Leonard a A 

Operated. Operated. X-ray. Aut opsi ae 
Stone in kidney, 64 29 29 13 
Stone in ureter, 13 7 60 5 
Stone in both, 2 4 3 


When our suspicions have been aroused by the 
patient’s history and a preliminary examination, 
what other means are there at hand for making 
more certain of the diagnosis? 


SPECIAL MEANS OF DIAGNOSIS. 


X-ray: A large number of most courteous 
replies from men who are working with the x-ray, 
both in and out of Boston, show their belief that 
radiography gives reliable information in the 
great majority of cases, but all admit a degree of 
error in both the positive and negative diagnosis. 
The only figures available for presentation are the 
personal results obtained by Dr. C. L. Leonard * 
of Philadelphia who has kindly corrected them 
up to Feb. 1. 

In 93 of his cases with positive shadow no 
stone was found at operation in 5. In 233 cases 
with negative diagnosis a stone was found at 
operation or passed in 4. 

The impression left on my mind after talking 
with and reading the reports of 17 different radio- 
graphers is that they believe the positive diag- 
nosis to be more reliable than a negative one. 
The experience of surgeons, according to published 
reports, has been rather the reverse and more in 
accord with Leonard’s results. 


‘2 Surgical Diseases of the Kidney and Ureter, 1901. 
13 American Medicine, June 4, 1904. 
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The x-ray should be especially valuable in the 
differential diagnosis between stone impacted 
in the ureter and a chronic inflammation of the 
appendix, but there is a chance for error in the 
presence of concretions which are not infrequently 
found inside such appendices and which, with 
the appendix in the pelvis, might fall directly 
in line with a stone impacted at the second con- 
striction. | While the x-ray is the most accurate 
single means of diagnosing and locating renal 
and ureteral stones, there still remains a pos- 
sibility of error in the work of the most accurate 
and experienced radiographers which must be 
offset. by the other evidence in each case. 


CATHETERIZATION OF THE URETERS. 


When possible, this proceeding should give 
valuable evidence in regard to the presence or 
absence of a stone. By this means the separate 
urines may be collected and examined, which is 
most desirable. If the stone be impacted in the 
ureter it is possible to recognize the obstruction 
to the passage of the catheter, sometimes to feel 
a grating of the stone on the catheter and to find 
scratch marks on a wax coated tip. 

Another use of the catheter was suggested by 
Bierhof! who passed it into the pelvis of the 
kidney and injected 1% borie acid solution until 
the patient complained of pressure, when the 
fluid was allowed to flow off. This maneuvre 
was repeated until 250 ce. or 300 ce. of fluid was 
used. When a stone was present hematuria 
showed within twenty-four hours; when there 
was no stone there was no hematuria. He tried 
this in five cases and obtained positive results 
in two cases which were proven correct by opera- 
tion. Three cases were negative and a negative 
diagnosis was corroborated by the x-ray twice 
and once by operation. 


CYSTOSCOPY. 


When the stone is in the ureter valuable infor- 
mation may be obtained by this means. A stone 
has been seen projecting into the bladder, the 
character of the ureteral orifice on the affected 
side may show some alteration, or the urinary 
jet may be absent. If the stone is in the kidney 
the cystoscope will probably assist only in a nega- 
tive way. 


PALPATION. 


Multiple stones in the kidney may give erepitus 
under the examiner’s hand. A large irregular 
stone in the kidney and a ureteral calculus have 
been felt through the abdominal wall. These 
are rare instances. Ureteral stones within two 
und a half inches of the bladder may be felt 
through the vagina, and through the rectum if 
within one and one-half inches. 

A calculous kidney is often tender, and a eal- 
culous ureter is tender at its bladder end, some- 
times even interfering with the marriage relation. 

Lucas ® of Guy’s Hospital, London, believes 
that the pain and hematuria which appear after 


Medical News, Oct. 11, 1902. 
' British Medical Journal, 1904, ii, 820. 


the stamping test are very characteristic. With 
the patient standing the thigh on the affected 
side is strongly flexed against the abdomen 
with the knee bent. The patient is now told to 
stamp this foot on the floor. Without calculus 
he expects little pain and no hematuria. When 
these come on within an hour or two he believes 
a calculus will be found in most cases. 

The partial list of 14 nephrotomies: 10 neph- 
rectomies, 3 dophorectomies, 3 appendectomies 
and 2 hysterectomies which preceded 132 opera- 
tions for ureteral stone should warn the surgeon 
not to forget the possibility of this condition 
existing. 

The location, character and time of appear- 
ance of pain together with the pain produced 
during an abdominal and pelvic examination 
when considered with the results of an examina- 
tion of the separate urines passed after exercise 
and after rest, will in many cases settle the diag- 
nosis. When it is still in doubt the radiograph 
may decide the question, or help may come from 
the ureteral catheter or cystoscope. Until the 
human element is entirely evolved from our 
methods, there will doubtless remain the patient 
who has an “exploratory operation” with 
diagnosis as postscript. 


THE AIDS TO DIAGNOSIS OF RENAL CALCULI OB- 
TAINED THROUGH THE EXAMINATION OF THE 
URINE. 


BY H. F. HEWES, M.De, BOSTON. 


Any calculus or crystalline deposit in the kid- 
ney, whether the form be that of gravel, or a 
movable calculus, or of a fixed stone of either 
primary or secondary formation, will at some 
period of its existence cause the appearance in 
the urine of abnormal features of a nature to 
suggest its presence. 

A routine examination of the urine is therefore 
an essential part of the clinical procedure to be 
utilized in the determination of the diagnosis of 
this condition. The special abnormal features 
of the urine which as resultant associates of renal 
calculus may through their discovery aid us in 
the diagnosis, are, in the order of their value as 
diagnostic evidences: 

(1) The presence of calculi or fragments 
calculi. 

(2) The presence of a combined finding of 
blood and casts and crystals of either uric acid or 
calcic oxalate or cystin, the crystals being of the 
so-called primary, not of the secondary type. 

(3) The presence of blood and casts, or blood 
alone with or without crystals of secondary type. 

(4) The presence of pus in considerable quan- 
tities with some blood. 

Of these special features, the first, the pres- 
ence of calculi, is absolutely diagnostic, if the cal- 
culus is of any form excepting phosphate or car- 
bonate. All uric acid or calcic oxalate or cystin 
valculi come from the kidney. Calculi of caleic 
phosphate or triple phosphate or ammonium 
‘arbonate may form in the kidney or the bladder 
or prostate. 


of 





The second finding of blood and casts and pri- 
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mary crystals is also practically diagnostic of 
gravel or stone. It is particularly strong in its 
indication when, as sometimes occurs, the crystals 
are found embedded in the substance of casts. 

The third finding of blood and casts and sec- 
ondary crystals is suggestive in connection with 
other symptoms of stone, but unless the crystals 
are found on casts is not diagnostic, since a similar 
combination may occur in nephritis or cancer of 
the kidney, the crystals being accidental. 

Blood alone without casts or crystals may be 
a sign of a movable stone in the renal pelvis or 
ureter or of a fixed stone in the pelvis. This 
finding can, however, come from so many other 
causes that it can in no sense be spoken of as 
diagnostic, though its presence in connection with 
severe pain is, barring the circumstance of trauma, 
suggestive of either calculus or neoplasm. 

The fourth feature, the presence of pus in 
greater or less quantities mixed possibly with 
some blood, and often with casts, is one of the usual 
associated results of a fixed calculus in the kidney 
or renal pelvis. 

This finding of pus, even pus associated with 
vasts, is, however, a feature of several other condi- 
tions. It occurs in pyelitis from any eause. 
Pus may also come from a cystitis or urethritis 
or from the vagina. The feature is not, there- 
fore, in itself very distinctive for the diagnosis 
of calculus. 

All that we can say in this regard is that if we 
had a fixed stone we should, barring occlusion of 
the passages, expect to find some pus in the urine: 
and that in connection with the other symptoms 
the presence of pus, especially pus in quantity 
mixed with casts, is one sign of a possible cal- 
culus. 

A finding of pus with an alkaline urine of 
ammoniacal character is, if it can be proven that 
the urine is alkaline upon its entrance into the 
bladder, not only one sign of calculus but is prac- 
tically diagnostic of it. 

The actual feasibility of the diagnosis of cal- 
culus by urinary examination may be stated as 
follows: 

The presence of gravel or a movable stone in 
the kidney or pelvis or ureter is in all probability 
recognizable by a urinary examination in the 
vast majority of cases, provided that the urine is 
obtained at the time of the acute process or attack. 

A fixed stone in the kidney or renal pelvis, on 
the other hand, shows as a rule no definitely 
diagnostic signs in the urine. Occasionally, as 
in the instance of the excretion by the ureter of 
an ammoniacal urine, it may do so. 

In the majority of cases of this affection we 
have simply the signs of a pyelitis of varying 
grades. 

Where conditions are quiescent a slight sedi- 
ment of leucocytes alone occurs. Where inflam- 
mation is active large quantities of pus and some 
blood and casts are seen. If decomposition of 
urea occurs in the pelvis we have the phosphatic 
deposits with the ammoniacal urine. 

The existence of these pyelitis signs, together 
with other symptoms as pain or the history of 





previous intermittent spells of hematuria, is al- 
ways suggestive, but nothing more than sugges- 
tive. In certain cases of stone the passages may 
become occluded under which condition no evi- 
dence of disorder may be found in the urine. 


die 
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Clinical Department. 
DISCUSSION OF THE REPORT ON EARLY 
DIAGNOSIS OF TUBERCULOSIS.* 


BY FREDERICK I. KNIGHT, M.D., BOSTON. 


TuHat the earliest possible recognition of any 
pathological condition is of supreme importance 
to a good physician needs no argument. Why in 
pulmonary tuberculosis has the diagnosis until 
recently been made, as a rule, so late? This has 
happened especially in two classes of cases; in 
one of these the disease begins in an insidious, 
chronic way, with slight cough usually in the 
morning, and little or no disturbance of the gen- 
eral health. In these eases the delay has been 
due largely to the fact that both physician and 
patient have avoided the recognition, until it 
was forced upon them, of a condition which was 
considered almost surely fatal. In the other 
class, commencing in an acute way the fever has 
been such a marked symptom and the cough so 
slight that the patients have been treated for 
malaria or typhoid fever for weeks, and in the, 
case of the former disease sometimes for months, 
before the true nature of the affection was recog- 
nized. The true nature of still another class of 
cases, beginning with anemia, or nervous dys- 
pepsia as noted especially by Carnot, has been too 
often overlooked. 

Since the possible curability of the disease has 
been proven, a curability more likely in propor- 
tion to its incipiency, diagnosis has been at- 
tempted much earlier, especially by the younger 
men of the profession, usually with beneficent 
results to the patient, but occasionally otherwise, 
for, as in modern surgery brilliant results of opera- 
tive work have led to many operations without 
the most exact diagnosis possible, so sometimes 
vases have been diagnosticated pulmonary tuber- 
culosis on insufficient grounds, and patients sub- 
jected to an unnecessary breaking up of home 
and business. Therefore, while I urge the earliest 
possible diagnosis, it should be a diagnosis care- 
fully reasoned out. We should not, however, 
wait in all cases for a positive diagnosis before 
putting our patients with suspicious symptoms 
under the best possible conditions for recovery. 

The difficulties of the situation are complicated 
by the fact that it is not wholly pathologeal tu- 
berculosis, but also clinical tuberculosis that we 
must seek, not the presence of tubercle merely, but 
whether, if found, it is in asituation and present 
condition to cause the symptoms which have 
excited our apprehension. We must start with 
the knowledge in mind that a large proportion, 


* Presented at the first annual meeting of the National Associa- 
tion for the Prevention and Study of Tuberculosis, Washington, 
D. C., May 18, 1905. See Journat, June 1, 1905. 
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perhaps a majority, of those we are called upon 
to examine, have foci of tubercle somewhere in 
their bodies, and for this reason especially, tuber- 
culin injection is not of great clinical value, as it 
vives no indication of the location or condition 
of the deposit. 

The presence of tubercle bacilli in the sputum 
in an incipient case would, of course, usually be 
evidence enough to warrant us in radical treat- 
ment; but this may not occur, and to make an 
early diagnosis of active tuberculosis in an in- 
cipient case without it requires a very careful 
examination and weighing of evidence to enable 
us to give an opinion which is likely to affect the 
whole subsequent course of a patient’s life. The 
more symptoms and signs we have in combina- 
tion, the more probable the diagnosis, but we 
must in the absence of any sign which may be 
considered pathognomonic, investigate them very 
carefully to be sure that no other cause is likely. 

Hemoptysis, for instance, though due in a 
majority of cases to pulmonary tuberculosis, 
may be due to other causes, and I have known 
a patient who had this symptom to be treated 
in a special sanatorium and afterwards sent to 
Colorado, in whom it was probably due to val- 
vular disease of the heart. Cases of hemoptysis, 
not followed by cough or fever and without phy- 
sical signs in the lungs or heart, must be kept in 
the doubtful category. The same may be said of 
other symptoms. 

The failure to show the strength of a combina- 
tion of symptoms as compared with the weakness 
of single symptoms contributed largely in my 
opinion to the loss of a recent case in court by 
one of our large life insurance companies. The 
company was sued for insurance which it declined 
to pay on the ground that the insured had con- 
sumption and knew it at the time he was insured. 
The counsel for the beneficiaries interrogated one 
of the principal medical witnesses, who had ex- 
amined the insured years before he took out the 
policy, as follows: 

““ Now, doctor, answer me ‘yes’ or ‘no’; does 
dullness at the apex of the lung always denote 
consumption?” 

“e NO.” 

“Do moist radles at the apex always denote 
consumption? ” 


“cc No ? 

“Does spitting of blood always denote con- 
sumption?” 

“< No ”? 


“Do tubercle bacilli in the sputum always 
denote consumption? ”’ 

“e No.” 

And all the evidence of this witness was lost 
because the attorney for the company in his 
cross examination did not ask, ‘‘ Does a combi- 
nation of these signs almost invariably denote 
consumption?” 

Perhaps I would not be wrong in saying that 
since laboratory and other exact methods of 
physical examination have been perfected, too 
little attention is sometimes paid to the general 
condition of the patient. 





I wish, however, at this time, to call attention 
especially to errors in physical diagnosis. It is 
altogether too common, nowadays, to make a 
positive diagnosis on slight physical signs. A 
patient should not be condemned to radical treat- 
ment on slight changes in the percussion note and 
respiratory murmur, or a shadow or deficient 
expansion as seen by the x-rays, unless these 
have arisen under our observation, for they may 
be due to an old lesion long quiescent. Here the 
same difficulty confronts us as, when examining 
a cardiac case for the first time, to know whether 
a murmur is an old one, or due to an acute endo- 
carditis. 

When a patient presents himself we should get 
first as accurate a history as possible of previous 
sickness or ailments, especial attention being paid 
to such symptoms as might have been due to 
lung affection. If there have never been such 
symptoms, and the patient was presumably 
healthy up to the present illness, so much the 
more weight can be attached to what we find on 
physical examination. If there have been sus- 
picious symptoms in the previous history, physi- 
cal signs, especially slight ones, if unaccompanied 
by constitutional disturbance, must be weighed 
with great care. 





Medical Progress. 


PROGRESS IN GASTRO-INTESTINAL DISEASES, 


BY ELLIOTT P. JOSLIN, M.D., BOSTON. 


(Concluded from No. 22, p. 643.) 


SCHMIDT AND STRASBURGER’S TEST DIET FOR 
INTESTINAL DISEASES. 


Tue Ewald and other test meals have greatly 
helped in the diagnosis of gastric diseases, and it 
is surprising that not until recently has an 
attempt been made to formulate a test diet for 
intestinal affections. The method proposed by 
Schmidt and Strasburger* consists in the ad- 
ministration for three days of a uniform diet 
which is so arranged that it can be taken by 
healthy persons as well as those with severe intes- 
tinal diseases. It supplies the minimum amount 
of calories with a measured proportion of the 
three chief classes of food. Schmidt and Stras- 
burger recommend another diet for the examina- 
tion of the stools for fermentation and albumi- 
nous derivatives. This is, however, so arranged 
that following the first period of three days, when 
necessary, this other diet can be prescribed. 

This more comprehensive test diet, desig- 
nated Test Diet II, contains in all 


Milk, 1.5 liter. 
Kiggs, 34. 
Gruel, from 80 gm. oatmeal. 
Zweiback, 100 gm. 
Sugar, 20 gm. 
Butter, 20 gm. 
Beefsteak, 125 gm. | Ww 
Potato, 190 gm. § 


3 Die Faces des Menschen, Hirschwald, Berlin, 1903. 


eighed uncooked. 
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This amounts to about 126.25 gm., albumin, 
83.4 gm., fat, and 418.5 gm., carbohydrates, 
and is equivalent to 2,183.8 calories. The diet 
is administered in the following manner: 

6.30 a.M., 124 oz. milk, 2 zweiback (33 gm.). 

9.30 a.m., 124 oz. bouillon with 4 egg. 

11 a.m., 124 0z. milk, 1 egg. 

12.-1, noon, 20 oz. gruel (prepared from 40 gm. 
oatmeal, 166 gm. milk, 10 gm. sugar and $ egg); 
100 gm. chopped meat, well done, (from 125 gm. 
raw beef and 12 gm. butter); 250 gm. potato soup 
(from 190 gm. ground potatoes, 60 gm. milk and 
8 gm. butter). 

3.30 p.M., 124 oz. milk, 1 egg, 1 zweiback. 

6.30 p.m. 20 oz. gruel (same as at noon). 

The simpler diet for the study of fermentation 
and albuminous derivatives simply omits the 
meat and potatoes. 

Various expedients have been tried with which 
to separate the stools at the beginning and end 
of the test period. Rubner recommends one and 
a half tablespoonfuls of the following prescription: 

Vegetable charcoal, 15; mucilage, 15;  pep- 
permint water, 60. 

Schmidt has had good success with 0.3 gm. 
finely powdered carmin given in a capsule. 


CLINICAL STUDY OF THE GASTRIC CONTENTS. 

Wegner‘ presents an interesting report of a 
clinical study of the gastric contents of patients 
at the University clinic at Rostock. Contrary 
to the common view he found hyperacidity 
(hyperchlorhydria) present in but six out of 
13 cases (42.6%) of ulcer of the stomach. Free 
hydrochloric acid, however, was present in 93% 
of 54 cases. Oecrum® reached approximately the 
same conclusion, for hyperacidity was present 
in but 58% of his cases. 

It is reassuring, however, to read that hydro- 
chloric acid was absent from the contents of 
45 (90%) out of 51 cases of cancer of the stomach. 
Lactic acid was present in 46% of the cases. 


The statement made by Riegel still holds that 
the absence of free hydrochloric acid and the 


presence of lactic acid are most frequently ob- 
served in cancer, but are sometimes lacking, and 
exceptionally occur with other affections of the 
stomach. 

The simple form of achylia gastrica is common, 
and represents merely a weakness in the secre- 
tion of the gastric glands. It was found acci- 
dentally in association with a great variety of 
diseases, and as a rule no symptoms appeared in 
consequence of it, due undoubtedly to the good 
gastric motility and the vicarious action of the 
small intestines. Achylia was constant in 12 
cases of pernicious anemia, and these cases Wegner 
refers to as complicated achylia gastrica. 


THE DETECTION OF SMALL QUANTITIES OF BLOOD 
IN THE STOMACH CONTENTS AND FECES. 
The detection of small quantities of blood in 
the stomach contents and feces has led to much 
discussion during the last two years. Wegner’s ® 


4 Arch. f. Verd. Krank., Bd. xi, pr. 3, 1905. 
5 Nordeskt Med. Arkiv., 1903, No. 19. 
6 Boas: Deut. Med. Woch., 1901, No. 20. 


Ibid., 1903, No. 47. 
Boas: Arch. f. Verd., 1904, Bd. x. 





work is based on the suggestions of Boas. In- 
spection alone often demonstrates blood, but 
this is unsatisfactory when the blood has changed 
in character, mixed with food or diluted with 
wash water. In such cases one is astonished to 
find how frequently blood is really present, if 
this is sought for by the guaiac test. This is 
performed as follows: 20 ce. to 30 cc. of gastric 
contents are mixed with one fifth the volume of 
glacial acetic acid, and then shaken up with ether. 
To 5 ce. of the ether extract, 10 drops of a freshly 
made tincture of guaiac are added, and this mixed 
with 15 to 20 drops of old oxidized oil of tur- 
pentine. A bluish violet color appears if blood 
is present. Hydrogen peroxide can be used 
instead of turpentine. 

This reaction is extremely delicate, but unfor- 
tunately is not entirely practicable for clinical 
work. ‘Traces of blood from the gums may reach 
the stomach, and so give rise to error. Similarly, 
the tube may cause slight hemorrhages in the 
stomach itself if the manipulation is not delicate. 

The guaiac test furthermore is not specific for 
blood. The reaction appears if pus, bile or saliva 
is mixed with the fluid to be examined. Such 
complications can occur when sputum is swal- 
lowed, bile regurgitated into the stomach and 
saliva swallowed. As a rule the presence of pus 
xan be detected by the microscope, and_ bile 
can be shown by Gmellin’s test. Saliva enters 
the stomach with food, but if the washings of 
the fasting stomach are examined, the danger of 
error is minimized and can be almost entirely 
disregarded. On the whole the guaiac test is of 
value. 

If the stools are to be examined for minute 
traces of blood with the guaiae test, the accidental 
admixture of blood from hemorrhoids, the vagina 
and bladder must be excluded. It is further 
necessary that meat or fish be shut out of the 
diet for two days, as otherwise a positive reaction 
would be of little value. In general, the exami- 
nation of stomach washings for blood is more 
satisfactory than the examination of the stools 
for blood. 

Clemm 7 has also studied the question of minute 
traces of blood in the stools and gastrie contents, 
and its importance in the recognition of digestive 
diseases. 

Test for blood in stools: 5 gm. to 10 gm. stools, 
made into soup-like consistency, if necessary 
with water, are shaken with 20 ce. of ether to 
remove the fat. The ether is poured off, and to 
the residue 3 ec. to 5 ec. glacial acetic acid are 
added. The mixture is again extracted with 
ether in a test tube. A few kernels of well pow- 
dered guaiac are then added to the ether, and 
then 20 to 30 drops of oxidized oil of turpen- 
tine. On shaking and allowing to stand a violet 
to blue color appears which by shaking with 
chloroform is absorbed and becomes more dis- 
tinct. Clemm recommends wrapping the stopper 
of the test tube with white paper, because this 
will take up the color which remains only tran- 
sitorily. 

7 Arch. f. Verd. Krank., Bd. x, 1904, p. 373. 
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The above is the original method recommended 
by Boas. By means of this method Boas and 
Kochmann were able to demonstrate the artificial 
addition of so small an amount as .0008 gm. blood 
to the gastric contents. Schmilinsky found the 
lowest limit in the examination of the stools to 
be .019 blood, while Clemm detected a clear blue 
in the test where .001 gm. blood was added. Hart- 
mann found the reaction present with a dilution 
of .00005 gm. to .00001 gm. ,though this was denied 
in a later article by Schloss. 

Boas divided gastric diseases into three groups 
for the interpretation of this test: 

1. Those never accompanied by blood in the 
stools. 

2. Those almost always accompanied with 
blood. 

3. Those in which it may or may not be present. 

Clemm points out that concealed hemorrhages 
may occur from: (1) esophagus; (2) stomach; 
(3) liver region, biliary apparatus and pancreas; 
(4) intestines; (5) hemorrhages for which no 
demonstrable anatomical basis can be found, — 
capillary and vicarious hemorrhages in conse- 
quence of disturbances in nervous vascular 
centers, ete. 

Clemm considers the blood test most helpful 
in the diagnosis or treatment of the following 
conditions : 

1. Ulcers of the esophagus, stomach and abdo- 
men, especially from the prophylactic standpoint 
when the diagnosis is obscure. 

2. Cancer in the alimentary tract. The con- 
stant presence of blood in cancer excludes ner- 
vous conditions, simple inflammations and ulcers 

3. Typhoid especially and possibly tuberculous 
and syphilitic uleers, because of the indications 
derived thereby for diet and treatment. 

4. The early diagnosis of pancreatic disease. 

5. Tabes and paralysis because of the early 
detection of possible hemorrhages. 

Schloss * has also studied the same question. 
He testifies to: its usefulness. Among other 
interesting results he noted that during the 
administration of bismuth to patients with ulcer 
of the stomach, blood was less frequently found 
in the stools, though it was rarely wholly absent, 
than when such patients took no bismuth. This 
confirmation of a clinical fact is welcome. 

Schloss’s investigations agree with the previous 
results of Boas and Kochmann, Hartmann and 
Schmilinsky that in achylia gastrica concealed 
hemorrhages are most exceptional. 


THE DIETETIC USE OF PREDIGESTED LEGUME FLOUR. 


Edsall and Miller ® have shown that bean flour 
in which the starch is predigested by means of a 
diastatie ferment is apparently well digested and 
absorbed by infants and adults. An extremely 
concentrated food may be given in this way in 
fluid and partially digested form; a 20% solution, 
although fluid, is practically equivalent to beef- 
steak in nutritive value. Its influence upon the 
digestive tract in infants in the cases studied 


8 Ibid., 1905, Bd. x, 
® Amer. Jour. Med. a 1905, p. 663. 





was usually distinctly favorable, and its influence 
upon metabolism in infants and adults is at least 
equal to that of milk. The infants usually took 
about 24% of bean flour in milk modifications. 
Of fifteen infants treated, one did not gain and 
in another intercurrent illness prevented observa- 
tion. One infant gained 9 oz. and then almost 
ceased to gain. The remaining twelve gained as 
follows: 


15 oz. in 6 days. 


iC rn | ae 
24 ” ” 16 ” 
7. er.” Tae 
24 ” ” 17 ” 
32 ” ” 4 ” 
y ee) ae 
12 ” ” 11 ” 

4 ” ” 3 ” 
12 ” ” 7 ” 
| en. ane 
24 ” ” 3 ” 


Edsall and Miller suggest that these results 
may be due to a special influence of the legume 
flour on metabolism and perhaps to a particular 
influence of the nuclein contained in this flour 
upon the tissue-building processes. 

Unfortunately, the bean flour solution, though 
readily taken in milk by infants, is unpalatable 
for older patients for any considerable period. 


HYPERTROPHY AND STENOSIS OF THE PYLORUS IN 
INFANTS. 


Wachenheim " discusses hypertrophy and ste- 
nosis of the pylorus in infants in an admirable 
paper. The keynote in the diagnosis is the com- 
bination of obstinate vomiting, equally obstinate 
constipation and gradual loss of weight; an 
important point in the vomiting is its violence and 
close dependence on the ingestion of food, the 
quality of which is almost immaterial; meanwhile 
the appetite is ravenous. 

As it is impossible to determine at once whether 
mere spasm or organic obstruction is playing the 
chief réle and since operative intervention involves 
a mortality of about 50% it would appear best 
to treat the patient temporarily for the milder 
condition. Freund gives Carlsbad water in addi- 
tion to the usual diet — breast milk or cow’s milk. 
Some benefit appears to be derived from lavage. 
Wachenheim considers small and frequent meals 
of albumin water and barley water advantageous. 
Unless gain in strength and weight take place 
within two weeks, operation is indicated. 


PSEUDO ASCITES AS THE RESULT OF CHRONIC 
ENTERITIS. 


L. Tobler " reports a very interesting group of 
cases showing clinically the classical signs of free 
fluid in the peritoneal cavity, while at operation 
or autopsy a perfectly normal peritoneum was 
found with no sign of the anticipated exudate. 
The cases suggested very strongly tuberculous 
peritonitis, especially those in which there was a 
tuberculous lesion elsewhere. This, indeed, is 
the diagnosis with which most of them were 


10 Tbid., p. 636 


1 Deut. pies : — Med., 1904, p. 288, reviewed in Amer. Jour. 
Med. Sci., 1905, p. 157. 
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transferred to the surgeons. On the basis of 
these observations Tobler draws a clinical picture 
which may serve to put one on his guard in deal- 
ing with similar cases. All of the instances 
occurred in children, the youngest two and one- 
half years, the oldest nine years, the average six 
years. In all there is a history of continuous 
or recurring diarrhea for months or years, fol- 
lowed by a gradual enlargement of the abdomen. 
In some the origin of the trouble could be traced 
to injudicious feeding, while nearly all had been 
neglected or improperly treated. The general 
condition had suffered severely, most of the pa- 
tients being weak, sickly children, poorly nour- 
ished and often extremely emaciated. Some 
showed definite rachitic deformities, others tuber- 
culous bone lesions or masses of enlarged glands. 
There are no subjective symptoms other than 
occasional complaints of abdominal pain. The 
prominent uniformly swollen abdomen stands 
out in marked contrast with the emaciated chest 
and extremities, and on palpation feels firm, 
elastic and resistant. This picture is, however, 
not constant, as the abdomen may be only moder- 
ately enlarged, feel soft and flabby, falling from 
side to side with change of posture, while the 
intestinal coils are visible. These differences 
are observed not only in separate cases, but in a 
single case the conditions may change with sur- 
prising rapidity. In all of these cases a definite 
undulation could be felt, and in many there was 
distinct shifting dullness. The areas of percussion 
dullness vary within wide limits in different cases 
and in the same case from day to day. They 
may be those commonly found in ascites or more 
irregular in disposition. The most important 
differential diagnostic points from tuberculous 
peritonitis are the absence of fever and of all but 
very mild abdominal pain, the rapid change in 
the condition of the patient, the history of long- 
continued diarrhea, and the frequent irregularities 
in the areas of dullness, the pattern changing 
from day to day. None of these points are, 
however, distinctive, and one can judge how 
uncertain the diagnosis may be. 

The essential symptom in these cases is the 
swollen abdomen, giving the definite sensation of 
a fluid wave. Tobler refers this condition to 
the fluid contents of the intestines, and from the 
position of the dullness concludes that the coils 
of the ileum are especially affected, the colon 
perhaps assisting to give the flank dullness, while 
atony of the intestinal wall and a lax mesentery 
allowing the coils to fall from side to side are 
probably important factors. 

NEW BILE TEST. 

Rieger * recommends the following method 
as a delicate test for bile in the urine. Two 
solutions are necessary; one is made by dissolving 
5 gm. of paranitroamidobensol in 180 ce. -of dis- 
tilled water, and two, a solution made by dis- 
solving 2.5 gm. sodium nitrate in 200 ce. distilled 
water. The test is performed by placing 4 ce. 
to 5 ce. chloroform in a test tube, and filling the 

2 Zeut. f. inn. Med., 1905, p. 389. 





same nearly full with urine. The two fluids are 
thoroughly mixed and the chloroform allowed to 
settle at the bottom of the test tube. The urine 
is then carefully decanted, and an equal volume 
of 96% alcohol poured over the chloroform. 
To this mixture 5 to 6 drops of solution one and 
the same quantity of solution two are added, 
and the whole well shaken. If bile pigment is 
present in the urine the chloroform takes on an 
orange or red color. Rieger considers the method 
far more accurate and sensitive than the ordinary 
Gmellin’s test. 
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Kieports of Societies. 


BOSTON MEDICAL LIBRARY IN CONJUNCTION 
WITH THE SUFFOLK DISTRICT BRANCH 
OF THE MASSACHUSETTS MEDICAL SO- 
CIETY. SURGICAL SECTION. 


Mretinea of March 1, 1905, F. B. Harrtineton, 
M.D., Chairman, EK. A. CopmMan, M.D., Secretary. 


Papers were read on the general subject of 


THE SURGERY OF RENAL AND URETERAL CALCULI. 


BY DRS. A. T. CABOT, J. H. CUNNINGHAM, JR., HUGH CABOT, 
PAUL THORNDIKE, BENJAMIN TENNEY, H. F. HEWES, 


DISCUSSION, 


Dr. Epwarp Rrynotps: One point which has not, 
been more than touched upon in this discussion strikes 
me asof great importance. In operating for renal stone 
the choice between nephrotomy and nephrectomy is 
always an important and frequently a very delicate 
decision. If the kidney is of good physiological value, 
if the other kidney is below par, if the ureter and pelvis 
of the kidney are uninfected, nephrotomy is the opera- 
tion of choice. If an infected pyelitis is present, the 
affected kidney of low physiological value, and the 
other kidney already doing a great majority of the work 
of the body, nephrectomy is the operation of choice. 
On the balance of these various considerations the 
decision must be made and the wisdom with which the 
operation is selected will depend upon the intimacy of 
our knowledge of the conditions of the two kidneys. In 
a large proportion of cases if nephrectomy is to be done 
it is of the utmost importance that the kidney should 
be removed intact and without incision since incision 
into an infected kidney greatly increases the risk of 
infection of the wound, and under some circumstances 
makes the mere nephrotomy an operation of much 
higher mortality than a nephrectomy would be; hence 
the decision between nephrotomy and nephrectomy 
should frequently have been made, so far as possible, 
before the operation is undertaken. 

I see and have seen comparatively few cases of renal 
calculus in men, and confine my remarks to renal cal- 
culus in women the more readily since the difference 
in the anatomy of the bladderin the two sexes makes 
the study of the subject of renal stone radically 
different. 

In women, however, the obtaining of a comparatively 
exact knowledge of the state of each kidney by the 
ureteral catheters is so simple and safe a procedure 
that in my opinion we are not justified in operating 
upon the kidney of a woman in any case where nephrec- 
tomy is a possibility without first obtaining the most 
exact knowledge possible. I have had occasion more 
than once in this room to speak in deprecation of the 














Vou. CLII, No. 23) 


BOSTON MEDICAL AND SURGICAL JOURNAL 


669 





indiscriminate use of the ureteral catheters and of the 
necessity for experience and discrimination in inter- 
preting their findings, but cases of renal calculus and of 
infection of the kidney either from above or below form 
the especial field in which they are of the greatest value 
and indeed indispensable to the best work. 

One form of ureteral instrumentation which has been 
mentioned here I feel bound to protest against. We 
have heard much from Baltimore of the diagnosing of 
renal calculi by the passage of bougies tipped with a 
mixture having shoemaker’s wax as its basis, and the 
method appears to have excited much attention and 
even some enthusiasm among those of the profession 
not especially familiar with ureteral work, but I do not 
think that any one can have tried it without realizing 
that a wax mixture which is soft enough to be scratched 
by a calculus under the circumstances in which it is 
used is also soft enough to afford a considerable risk 
that, a portion will be left behind it in the ureter to 
form a probable nidus for a calculus, whether one was 
originally present or not. I am sure I am safe in 
saying that it has been received with no especial enthu- 
siasm and indeed without any general acceptance out- 
side the clinic of its originator. 

Dr. Kk. W. Cusuine: I wish to present a specimen, 
weighing 2 oz. and measuring 2} by 24 by 23 in. which 
was removed at an autopsy, and to call attention, first, 
to the fact that the patient had lived long and suffered 
much without obtaining a diagnosis, showing that the 
attention of the profession has not been sufficiently 
directed to the subject of renal calculus; secondly, to 
the fact that it would have been impossible to remove 
this stone by nephrotomy, for even at autopsy the pro- 
jections could not be pulled out of the calyces without 
tearing the kidney and breaking off some of the extrem- 
ities of the projecting branches. 

In every case of stone, therefore, it will be necessary 
to choose between nephrotomy and nephrectomy, tak- 
ing into consideration the size of the calculus, the gen- 
eral condition of the patient, the state of the other 
kidney, and the quality of the urine. 

Of course, nephrotomy is the simpler and more con- 
servative operation and, if it will apparently be suffi- 
cient, it should be preferred. On the other hand, it 
is well known that a great many nephrotomies are fol- 
lowed by urinary fistula, and finally the condition of 
the patient and the state of the kidney demand a 
nephrectomy, so that if this can be seen beforehand it 
is better to perform it at once. 

Supposing the other kidney to be performing its 
function satisfactorily, and the condition of the patient 
warranting the total ablation of the diseased kidney, 
the indications for this procedure would be: 

(1) Degeneration of the kidney into a sac, with much 
destruction of renal tissue. 

(2) Chronic inflammation of the kidney with decom- 
position of urine and calcareous deposit throughout 
the calyces. 

(3) Phlegmonous inflammation, with gangrenous 
state of the mucous membrane, or formation of abscess 
in or around the kidney. 

Obviously, it is a question for the sound judgment of 
the surgeon in every case to determine whether the 
organ can be saved, or whether it must be extirpated, 
and this can hardly be determined in most cases with- 
out cutting into and exploring the cavity of the kidney, 
undesirable as it may seem to allow the foul contents 
to escape into the wound. Fortunately, with proper 
care in protection of the wound surfaces there is little 
trouble from infection, the patient seeming to have 
established resistance to his own agents of infection. 

Now in many cases it is impossible to establish a 
diagnosis as to the presence of calculus, especially in 
the cases of severe inflammation. There are many 





admirable methods of making a positive diagnosis, 
but it is very difficult to exclude the possible presence 
of a stone. 

The x-ray will not disclose a calculus of pure uric 
acid or xanthine; the wax-tipped bougie may not 
become scratched; hemorrhage may be due to a great 
variety of causes; the history of the case may be mis- 
leading and confused; finally the severity of the symp- 
toms may demand operation, without waiting for 
repeated and long continued attempts to make a diag- 
nosis as to the presence of calculus. 

Three times within the last year I have had to remove 
the kidney in cases where the presence of stone could 
not be excluded beforehand. In two cases there were 
very acute inflammatory symptoms, and in one of these 
it was necessary to enucleate the organ from its own 
capsule, which was too firmly fixed to be removed. In 
one case where tubercle bacilli had been found in the 
urine, when the kidney was brought out of the incision 
a hard mass was found by palpation of the renal sur- 
face, which seemed very like a calculus, although inci- 
sion showed that it was an isolated tuberculous nodule. 

As I have just intimated it is not always possible to 
bring the kidney out through the wound, for it may be 
too adherent, and there is danger on the right side of 
injuring the vena cava. It is a very delicate matter 
to enucleate the renal body out of its bed, leaving the 
‘apsule and securing the vessels, and sometimes per- 
force we must be content with a nephrotomy although 
nephrectomy may seem desirable. It is also to be 
remembered in applying gauze packing on the right 
side in nephrectomy and gallstone operations, that the 
relations of the organs must not be disturbed by 
pressure to such an extent that the circulation in the 
vena cava is impeded, or grave symptoms will follow. 

In removing a calculus from the ureter a point worth 
remembering is that the ureter remains with the peri- 
toneum and is lifted with it from the pelvic wall and the 
great vessels. Also that in woman the ureter dips 
under the uterine artery and vein, which may be easily 
injured in trying to remove a stone from that neigh- 
borhood. If the kidney has already been exposed in 
the course of the operation, upward traction on that 
organ will be felt transmitted to the ureter, on the 
inside of the finger which is passed between the peri- 
toneum and the pelvic wall. 

If the stone is low down it is a difficult and unsatis- 
factory method to try to remove it extraperitoneally, 
involving a large wound and probability of subsequent 
hernia. It is also extremely difficult to close the 
ureteral opening by sutures, so that a fistula may 
result. 

In such a case it is better to abandon the traditional 
extraperitoneal operation and open the abdomen at 
the border of the rectus muscle. The stone then can 
sasily be located and may be pushed upward into a 
convenient place. An incision of the peritoneum paral- 
lel to and a little below the course of the external iliac 
artery gives access to the ureter, which is here quite 
movable, following the peritoneum when this is lifted 
upward and inward. 

The ureter can be secured by padded clamps above 
and below the calculus, which can be removed as is a 
calculus from the ductus choledochus, and much more 
readily. With due care there is little danger of infeet- 
ing the peritoneal cavity, and in cases where the stone 
is in the ureter the urine is not usually in bad condition. 
The opening in the ureter can be carefully sutured, and 
the peritoneum closed over it. If drainage seems neces- 
sary it can be arranged extraperitoneally, through a 
small incision near the pelvic wall. 

Dr. F.S. Watson: The points of which I had meant 
to speak have been for the most part already 
referred to the speakers who have preceded me. Some 
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of them, however, will bear repetition perhaps. The 
first is with reference to the relatively large number of 
cases in which renal calculi give rise to no symptoms. 
The recognition of this fact is of much importance in 
connection with the occurrence of sudden anuria com- 
ing on without apparent cause, and the suspicion of 
the presence of calculus of the ureter or its outlet from 
the kidney or of renal calculus which has destroyed one 
kidney whose fellow is no longer able to carry on the 
double duty imposed thereby, which should be the 
first thought entertained as an explanation of the ces- 
sation of the urinary secretion. In my own practice 
there have been 8 cases of renal calculus without symp- 
toms suggestive of the condition present, in a total of 
52 patients. 

The fact that the urine may fail for long periods 
to show anything abnormal and kidney calculus 
nevertheless existing, has been already noted here to- 
night. Five examples of this have occurred among 
my own cases. The size of the calculus has no bearing 
necessarily upon the severity of the symptoms. This 
point will be referred to again. 

An example of erroneous inferences that may be 
made on the basis of the appearances seen in a skia- 
graph of supposed ureteral calculus) was_ recently 
brought to my attention by Dr. F. Tilden Brown of 
New York, who showed me a picture of this sort in 
which there was very clearly defined what appeared 
to be a caleulus impacted in the ureter. A second 
picture had been taken after Dr. Brown had passed a 
ureteral catheter carrying a stylet into this ureter, 
and it then was seen that the supposed calculus lay 
nearly an inch outside the line of the ureter as the 
latter was defined by the stylet of the catheter. 

Among the numerous anomalous locations of pain de- 
pendent upon the presence of renal calculi, I have twice 
seen the heel as the only site of pain. One of the 
patients exhibited this phenomenon unfailingly in con- 
nection with the passage of calculi to the bladder from 
the kidney on three and the other on five different 
occasions. 

I do not wholly agree with what Dr. Thorndike has 
said with respect to one or two points in the operative 
technique. Thus with regard to the question of lay- 
ing open the kidney by a long incision through its 
convex border, I should state the objection to doing 
this on somewhat different grounds than those he has 
presented, and would hesitate to lay open the kidney 
thus in so far as the danger of hemorrhage is concerned, 
only when I was unable to clasp and compress the 
pedicle between two fingers passed one on each side 
of it which can often be done even though the kidney 
cannot be brought out on the back. I do not quite 
comprehend the necessity for removal of the kidney 
in the case in which he says that nephrectomy was 
necessitated on account of post-operative intrarenal 
hemorrhage in the case in which he had made a long 
incision through the convex border and sutured the 
organ afterward. I assume that it may have been de- 
manded because he had found upon exposing it for 
the second time in order to check the hemorrhage, that 
tamponing the organ failed to accomplish that result, 
in which case one can see that there would be no other 
course open; but he did not mention having made the 
effort to stop the bleeding by tampon and left the im- 
pression that there was but one thing to be done under 
such circumstances as were described in that case, 
namely, nephrectomy. If this was meant I should not 
agree with the proposition. 

The objection to contenting oneself with the exami- 
nation of the interior of the kidney through a small cut, 
even in the cases in which a stone can be felt clearly 
and is readily disclosed and removed through such an 
incision in the renal substance is the liability to fail 





to find a second or multiple calculi which may co-exist 
with the one felt and removed. It is true that in the 
majority of cases simple calculi only exist, but there 
is a sufficiently large number in which the contrary is 
the case to make it very probable that they will be 
overlooked in a good many instances when a small 
incision only is made. There is the greatest difficulty 
sometimes in finding calculi even of considerable size 
when the kidney has been split wide open, and it is 
almost certain that they will be overlooked if this is not 
done in a good many cases. 

Unless I misunderstood Dr. Thorndike, I differ from 
him also in the view which he expressed to the effect 
that it was perfectly proper to allow calculi of moderate 
size to remain without interference if they give rise to 
no symptoms. Upon this point I believe the teaching 
of Morris, which is directly in opposition to the above 
view, to be the far sounder one, and am convinced that 
we cannot urge too strongly the importance of remov- 
ing a calculus in every case in which the stone has not 
passed spontaneously after a reasonable period of pallia- 
tive treatment — three to six months — even though 
it is causing no symptoms of consequence during this 
time. In fact it seems to me that the commonest error 
in connection with the treatment is that of failure to 
interfere surgically in the cases in which there are no 
symptoms of importance and even although the stone 
is not of considerable size. There is ample testimony 
to the injury that may be done and has been done in a 
good many instances by allowing a stone to stay in the 
kidney just because it causes neither pain nor hema- 
turia, or because it has not been sufficiently trouble- 
some to the patient to make them seek advice. The 
kidney is known to have been totally destroyed under 
such circumstances without even the knowledge on the 
part of the patient that there was anything the matter, 
and the first intimation that has been given is the sud- 
den arrival of complete anuria which has gone on to 
fatal termination. One example may serve as an 
illustration in support of what has just been said though 
the termination was fortunately a happy one in that 
instance. The case that I have in mind is that pub- 
lished by Mr. Marmaduke Sheild in the London Lancet, 
Oct. 15, 1904. The patient was a man whose first 
symptom dated back fourteen years, but who had 
never had sufficient discomfort to make him give up 
his work, which was of an active nature, until a very 
short time before his entrance to the hospital, when for 
the first time there occurred severe hematuria and 
renal colic. 

Operation demonstrated that one kidney was wholly 
destroyed and that it contained a stone which, so far as 
I know, is the largest ever removed successfully. It 
weighed when dried somewhat over one pound; meas- 
ured 54 in. in its long diameter, and 10 in. in circum- 
ference. 

It seems to me to be wholly illogical to allow a stone 
to remain in and to work injury upon a kidney a mo- 
ment longer than necessary after the trial for a reason- 
able period, three to six months, of palliative treatment, 
quite as much so as would be a policy of noninterference 
were a foreign body lodged in the eye and there con- 
stituting a progressively destructive agency. The only 
excuse that I can conceive for permitting a continuance 
of such a condition would be a great danger to life 
involved in its removal. The danger in the case of the 
kidney from leaving the calculus is far greater to life 
than were it the eye that was in question, and the 
danger of operation for removal of kidney calculus, 
when undertaken at an early period, is very small and 
one that should cause no hesitation whatever in view 
of the grave possibilities involved in the continued 
presence of the calculus. I have been tempted into 
a longer reference to this aspect of the subject than I 
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had intended because of being somewhat surprised at 
hearing the remark of Dr. Thorndike and the inference 
which it allows us to draw of the harmlessness of leav- 
ing a quiescent calculus if of moderate size only, undis- 
turbed, as the expression of the opinion of a surgeon. 

With regard to the avenue of approach to the kidney 
in these cases, it is pretty generally agreed that the 
lumbar incision is far the best method to begin the 
operation with in all cases except the few that are 
sometimes met with in which there is a very large renal 
tumor, and every reason to anticipate much difficulty 
in separating adhesions, and every probability that the 
kidney will have to be removed by a primary nephrec- 
tomy. Even here one can gain as much space and 
secure an equal ease of approach and isolation of the 
kidney by extending the lumbar incision forward from 
its upper end to the peritoneal reflection or by adopt- 
ing, as I personally prefer to do, the so-called para- 
peritoneal method in which the incision through the 
abdominal wall is made a little outside the linear semi- 
lunaris down to but not through the peritoneum; the 
latter is then stripped from the abdominal wall, and 
the operation remains extraperitoneal while presenting 
all the advantages obtained by the transperitoneal 
method of free space and direct approach to the pedicle 
without incurring the risks of peritoneal infection 
involved in the latter. When doing this operation or 
the transperitoneal through the linear semilunaris, in 
cases of much difficulty, I feel entirely convinced of 
the great benefit without corresponding additional risks, 
immediate or remote, that are to be gained by supple- 
menting the first incision by a liberal transverse one. 
The room gained is enormously increased, and in the 
few cases that I have personally followed there does 
not seem to have been any greater liability to hernia 
than is seen in connection with the longitudinal incision 
alone. 

One other matter that has not been touched upon, I 
think, and one that I have thought was of considerable 
value, is that of giving as a routine practice, as many 
surgeons are in the habit of doing, subcutaneous saline 
fluid injections at the beginning, end and after opera- 
tions upon the kidneys. 

Dr. E. A. CopMaAn: In answer to a question of Dr. 
Harrington about the value of the x-ray in diagnosis 
of calculi I may say that I have seen no reason to change 
the statement which I made a few years ago in a paper 
before the Johns Hopkins Medical Society. ‘‘ As yet 
we have not been able to keep the routine standard of 
excellence of the plates to a point clear enough to say 
positively, ‘yes’ or ‘no.’ ‘ Yes’ we can say occa- 
sionally, ‘no’ rarely. On two occasions I have failed 
to locate in stout people small renal stones, which were 
later removed. Unless the patient is decidedly thin I 
should not have confidence in a negative diagnosis. I 
believe that the question of operation in such cases 
should be decided by the gravity of the symptoms or by 
a positive skiagraph which has been several times re- 
peated. In the localization of ureteral stones the 
x-ray is especially helpful.” The only alteration that 
I should care to make now, would be to put the word 
“ frequently ” instead of ‘ occasionally.” 

The use of a pressure apparatus to push the intestines 
out of the way has proved to be a most valuable aid in 
getting good x-rays of the kidneys and ureteral regions. 
Nevertheless, I must confess that, with my own tech- 
nique, in stout people I never feel able to give an abso- 
lute negative interpretation of a plate. As a practical 
point, a negative diagnosis should never be made unless 
the x-ray is clear enough to show the complete outline 
of the twelfth rib on both sides. The twelfth rib has an 
atomic weight of approximately the same value as that 
of a small stone, and if one can see the twelfth rib 
clearly, and can see no stone, it is a fair presumption 





that the case is negative. Of course, there is no ques- 
tion in regard to large stones which practically always 
show on good plates and sometimes even on poor plates. 
It should be remembered that caseous mesenteric 
glands, concretions in the appendix or caseous tuber- 
culous deposits in the kidney may simulate stones in 
the x-ray. 

I am particularly interested to see in Dr. Tenney’s 
tables that Leonard of Philadelphia has at length ad- 
mitted that mistakes may be made, for in many of his 
earlier articles his claims of the infallibility of the x-ray 
have been a matter of surprise to me. 
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EIGHTH ANNUAL MEETING OF THE AMERICAN 
GASTRO-ENTEROLOGICAL ASSOCIATION. 


HeEtp at the Academy of Medicine, New York City, 
April 24 and 25, 1905. 


(Concluded from No. 22, p. 646.) 
Frrst Day. — (Continued.) 


DIVERTICULA OF THE ESOPHAGUS, WITH REPORT OF 
THREE CASES. 


Dr. Witi1AM Gerry Moraan of Washington, D. C., 
presented a paper on this subject (read by Dr. JoHn 
P. SawYER). He stated that ectasies or enlargements 
of the esophagus were of two kinds, entirely distinct 
in their causation and pathology, namely, dilatations, 
or diffuse enlargements involving more or less the entire 
periphery of the tube, and due usually to organic or 
spasmodic stenosis; and diverticula, consisting of 
localized bulgings or saccular protrusions, and origi- 
nating from a circumscribed portion of the wall of the 
esophagus. 

Pressure diverticula were those produced by the 
intra-esophageal pressure involved in swallowing, act- 
ing upon a circumscribed area of weakened esophageal 
wall. They were uncommon, and occurred much less 
frequently than traction diverticula. They might be 
single or double. They were rounded or oval saccular 
protrusions, communicating by a circumscribed or 
slit-like opening with the lumen of the esophagus. 
The esophageal diverticula that gave rise to percep- 
tible clinical symptoms and came under observation 
and treatment were practically all of the pressure 
variety. 

With regard to location, while pressure diverticula 
might occur in any part of the esophagus, they were 
divisible into two well-marked classes: (1) those at 
the junction of the pharynx and esophagus; (2) those 
below the cricoid cartilage. 

Traction diverticula were pouches or eversions pro- 
duced by traction from without, or cicatrices or bands 
adherent to the esophageal wall. They were the com- 
monest forms of esophageal diverticula, occurring, it 
was said, in from one and a half to four per cent of all 
adults. They were nearly always situated in the middle 
of the esophagus, in the vicinity of the bifurcation of 
the trachea, with some preference for the right side. 
The great majority of them resulted as a sequela from 
tuberculous, anathracic or other form of inflammation 
of the bronchial glands, situated at the bifurcation of 
the trachea. On account of their small size, traction 
diverticula produced no manifest symptoms, and rarely, 
if ever, had they been diagnosticated or even suspected 
during life. 

The initial symptoms observed in the upper diverti- 
cula, aside from whatever history there might be of the 
lodgment of foreign bodies, etc., were those of irri- 
tation, expectoration of mucus, irritable cough, hawk- 
ing or of slight difficulty in swallowing. In the low 
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situated diverticula the earliest symptoms were usually 
a sense of dull, vague pressure, and slight pain or burn- 
ing during the act of swallowing. 

In the fully developed condition, difficulty in swal- 
lowing was one of the chief symptoms. Among other 
symptoms were regurgitation of food, and pain from 
distension of the diverticulum. Those situated in the 
cervical region might be manifested by tumor, visible 
and palpable in the neck region, and appearing or dis- 
appearing according as the sac was full or empty. 

One of the most common terminal complications of 
diverticula situated at the upper limit of the esophagus 
was pneumonia and pulmonary gangrene, because by 
inspiration of foreign matter into the respiratory pas- 
sages, an infectious pulmonary process, with fatal ter- 
mination, was easily set up, especially in patients suf- 
fering from innutrition. 

In accessible esophageal diverticula in the cervical 
region, surgical procedures for radical cure were avail- 
able. In non-surgical cases, the condition might be 
palliated by keeping the diverticula empty and cleansed 
by irrigation. Astringent or antiseptic applications or 
irrigations might also be employed to relieve inflam- 
matory and ulcerative conditions in the sac. As the 
greatest trouble in these cases arose from starvation, 
so the greatest results of treatment, even amounting 
to a symptomatic cure, might be obtained by looking 
after the patient’s nutrition. 


HEMORRHAGE FROM 
TRACT, 


A CASE OF FATAL 
GASTRO-INTESTINAL 
ANATOMICAL LESION. 


THE 
WITHOUT ANY 


UPPER 
GROSS 


Dr. I. ApLER of New York reported this case, and 
showed the specimen. The patient was a man, sixty- 
six years old, who was operated on for repeated attacks 
of hematemesis. The operation, a gastro-enterostomy, 
failed to reveal the source of the hemorrhages. Thirty 
hours after the operation he had a sudden and profuse 
hemorrhage from the stomach, with repeated vomiting 
and the passage of bloody stools, followed by rapid 
collapse and death. Only a partial autopsy was per- 
mitted, but the intestinal tract, from the stomach to 
the anus, was found to be in a normal condition. 

Dr. A. Rose of New York said that in cases of 
hemorrhage like that reported by Dr. Adler, strap- 
ping the abdomen with plaster would probably exert 
some physiological effect on the circulation. The ben- 
efit derived from that method of treatment was not 
merely limited to the abdominal support it gave. 

Dr. T. B. Furcuer of Baltimore suggested the 
possibility of hemophilia. 

Dr. Morris Mances of New York thought there 
might have been an esophageal varix. 


FURTHER REMARKS ON ISCHOCHYMIA AND ITS 
TREATMENT. 


Dr. Max Ernuorn of New York City: Ischochymia, 
the speaker said, or the “ clinical dilatation of the 
stomach ”’ of the older writers, was an important dis- 
ease, to the recognition and treatment of which modern 
stomach pathology had made many contributions. 
As to the frequency of the condition, Dr. Einhorn said 
he met with 47 cases of ischochymia, of benign or malig- 
nant nature, among 3,243 cases of stomach disorder. 
It was generally well known that cases of benign ischo- 
chymia which were caused by a moderate stenosis of 
the pylorus, might be improved or cured by medical 
treatment. In these cases, dilatation of the stomach 
was not very great, and the peristaltic restlessness of 
the organ was absent or only slightly present. There 
were, however, exceptional cases of tremendous gastric 
dilatation, filling the entire left side of the abdomen 
down to the symphysis, with marked peristaltic rest- 





lessness, which might be cured by palliative treat- 
ment. 

Usually, cases of benign ischochymia gave a long his- 
tory of suffering, with periods of interspersed euphoria, 
whereas cases of malignant ischochymia gave a short 
history of illness (three to eight months), with constant 
suffering. There were, however, exceptions to this rule. 

Benign ischochymia required, first, medical treat- 
ment. If this proved unsuccessful, 7. e., if after a pro- 
longed period of treatment the fasting stomach on a 
fluid diet was not emptied, but contained food rem- 
nants, an operation was advisable. Second, surgical 
intervention was also indicated in benign ischochymia 
which had developed subsequent to a condition of 
continued hypersecretion of gastric juice, preceded by 
hemorrhage or not. Third, malignant ischochymia 
was one of dubious nature, in which, however, a thick- 
ening of the pylorus was found. It should be treated 
surgically. 

Dr. J. KauFMANN of New York said he wished to 
confirm Dr. Einhorn’s statement that cases of benign 
stenosis might recover under medical treatment, espe- 
cially by the use of lavage. 


SARCOMA OF THE STOMACH, WITH REPORT OF TWO CASES. 


Dr. Morris MANGEs of New York City: The author 
stated that although it was true that sarcomata must 
be included among the rarer tumors of the stomach, 
yet recent studies had demonstrated that it might 
possibly occur more frequently than was generally 
supposed. Fenwick was probably not far from the 
truth in his assertion that they constituted from 5 
to 10% of all gastric tumors. 

The cases might be divided into two great groups: 
First, those without, and, second, those with gastric 
symptoms. In the first group were included the cases 
in which the tumor grew outwardly into the peritoneal 
cavity, and also many of the cases in which the growth 
was toward the gastric lumen, but in which the infil- 
tration of the stomach did not involve the pylorus, and 
left the mucous membrane intact. In the second 
group, the gastric symptoms were practically those of 
gastric cancer. In most cases, however, the gastric 
symptoms were mild, and only became marked to- 
wards the end of the patient’s life. 

Dr. Manges then reported in detail two cases of sar- 
coma of the stomach that had come under his observa- 
tion within one year at the Mount Sinai Hospital. 


ON THE RELATIONS OF SOME OF THE METABOLIC 
DISEASES TO INTESTINAL DISORDERS. 


Dr. T. B. Furcner of Baltimore presented this 
paper. The speaker mentioned that some of the more 
obscure and rare metabolic diseases had been attrib- 
uted by investigators to disturbances in intestinal 
function, and he thought that a review of some of the 
main facts concerning these diseases, particularly re- 
garding alkaptonuria, ochronosis and cystinuria might 
be of interest. 

Alkaptonuria was first described by Boedeker in 
1859. The characteristics of the urine in this condition 
were briefly as follows: When avoided it had a normal 
appearance, but rapidly acquired a deep-brown color 
and ultimately became black on exposure to the air. 
Boedeker called the substance which produced these 
urinary changes alkapton (from “ alkali,” and owing 
to the property that urine containing it possessed of 
rapidly absorbing oxygen from the atmosphere in the 
presence of an alkali). It was not until 1891 that 
Baumann and Wolkow demonstrated that the peculiar 
reactions of alkapton were due to the presence of homo- 
gentisic acid. The view generally held regarding the 
etiology of alkaptonuria was that the conversion of 
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tyrosin into homogentisic acid was due to bacterial 
activity and consequent putrefactive conditions in the 
upper intestinal tract. The condition was congenital 
in the vast majority, if not all, of the cases. 

Dr. Futcher said that recent observations indicated 
that a pathologic condition of great interest and rarity 
was associated with and probably due to the metabolic 
disturbances in alkaptonuria. This was the remark- 
able affection known as “ ochronosis,” or pigmenta- 
tion of the cartilages, first described by Virchow, in 
1866. In Virchow’s case there was a pigmentation 
of the cartilages of the body of a man, sixty-seven 
years old, who died of the effects of an aneurism. He 
gave the name ochronosis to the condition, owing to 
the ochre-like discoloration of the cartilaginous tissues. 
Osler, a year ago, reported two cases of ochronosis in 
alkaptonuric brothers, both of which cases had been 
previously reported in the literature as alkaptonurics, 
one by Marshall and the other by Dr. Futcher, and 
constituting two of the four instances of alkaptonuria 
in this country. 

Another metabolic disturbance which had generally 
been regarded as being dependent on intestinal dis- 
turbance was cystinuria, characterized usually by 
the spontaneous deposition of hexagonal crystals of 
cystin in the urine. The clinical significance of cys- 
tinuria was not great, because it was commonly asso- 
ciated with definite symptoms and might be well 
developed in persons apparently in good health. 
Occasionally, the individuals had disordered digestion, 
or it might be associated with anemia. Cystinuria was, 
at times, of surgical importance, owing to the fact that 
renal calculi composed of cystin might occur. As 
regarded its cause, the view was generally held that 
it was closely related to putrefactive changes in the 
intestinal tract. 

Dr. JoHN P. Sawyer of Cleveland spoke of the 
relief in diabetes that came from the use of stom- 
ach lavage, particularly when hyperchlorhydria was 
present. 

Dr. Er1nnorn said he had also observed a num- 
ber of cases of diabetes associated with hyperchlor- 
hydria in which the use of alkalies reduced the quantity 
of sugar in the urine. 


OCCULT BLOOD IN THE FECES AND ITS CLINICAL 
SIGNIFICANCE. 


Dr. J. Dutton STEELE of Philadelphia read a paper 
on this subject, in which he discussed, (1) The presence 
of occult blood in the feces in cancer and ulcer of the 
stomach and intestines. (2) Various conditions in 
which gastro-intestinal hemorrhage was secondary to 
morbid processes occurring in other organs, as cirrhosis 
of the liver and ulcerative endocarditis. (3) Condi- 
tions of the gastro-intestinal tract simulating ulcer or 
cancer, in which the test was of great value in the 
differential diagnosis, such as neurosis, simulating an 
ulcer, or gastritis and anacidity, simulating cancer. 
(4) Occult blood in typhoid fever. 

During the past few years, Dr. Steele said, consider- 
able attention had been paid to the clinical importance 
of recognizing minute quantities of blood in the dis- 
charges of the gastro-intestinal tract. The term 
“occult blood ” had been given to these hemorrhages, 
since the amount present was always too small to give 
the usual macroscopic characteristics of blood in the 
feces or gastric contents. Moreover, by the time the 
blood was passed from the body, the corpuscles were 
so broken down that they could not be recognized with 
the microscope, and the traces of blood had to be 
detected chemically. The tests that had been found 
most suitable for clinical use was the guiac test of 
Weber, and the aloin test, first suggested by Klunge 





and Schaer. In Dr. Steele’s experience, the latter had 
been found the more reliable, although the guiac re- 
action was very satisfactory. A series of observa- 
tions upon two normal subjects had convinced him 
that red meats, if taken in sufficient qualities, would 
give a very decided reaction for blood in the feces. 
The writer then discussed the value of the test in 
gastric and duodenal ulcer, in carcinoma of the gastro- 
intestinal tract, in cirrhosis of the liver, in purpura, in 
tubercular enterocolitis and in typhoid fever. In the 
latter disease it would be natural to expect that occult 
hemorrhage would be very common, especially in the 
second or third week, when the ulceration was at its 
height, and it was hoped that it might be possible, by 
investigating every case systematically, to foretell the 
occurrence of visible hemorrhage by demonstrating 
occult blood in the stools some time before visible 
bleeding appeared. In this he was disappointed, 
although his observations had not gone far enough to 
be conclusive. 


Seconp Day, Apri 25. 


THE DETERMINATION OF THE GASTRIC AREA, WITH 
SPECIAL REFERENCE TO TRANSPOSITION OF VISCERA, 
HOURGLASS STOMACH, GASTROPTOSIS, ETC. 


Dr. A. L. Benepict of Buffalo, N. Y.: The writer 
stated that the gastric area was determined in a large 
degree by ordinary percussion, and occasionally by 
palpation. Succussion, which was really a form of 
palpation, was also employed, especially when the 
stomach was dilated and partly filled with liquid and 
gas. In succussion we palpated not so much the 
stomach as its contents, and it was really a form of 
ballottement, familiar in the diagnosis of pregnancy and 
other conditions. It was liable to give confusing re- 
sults, as we might fail to discriminate between the 
stomach and colon, and might infer too little or too 
great degrees of dilatation. Since 1893, Dr. Benedict 
said, he had relied mainly upon auscultatory percus- 
sion for the determination of the gastric area, and had 
verified the accuracy of the method by the x-rays, by 
outlines made before operation or necropsy, and in 
other ways. He had found the ordinary bimanual 
Cammann stethoscope, or a simple flexed modifi- 
cation of it, superior to the monaural instrument and 
the various forms of the phonendoscope. In certain 
cases, as when the stomach and colon were distended 
and in close contact, and it was impossible to discrim- 
inate between the two by ordinary percussion or even 
by auscultatory percussion, he substituted the tuning- 
fork for the percussing finger, and in his office he often 
substituted for the percussing finger an electric buzzer 
with a hard rubber stem, in order to communicate a 
thrill to the stomach or other organ examined. The 
x-ray he resorted to only in puzzling cases. Inspec- 
tion with the gastrodiaphane he did not regard as very 
reliable and rather troublesome. Fluorescin solutions 
had been used to intensify the illumination of the dia- 
phane, but in his experience they had not perceptibly 
done so; neither did they afford practical results with 
the x-rays. 

Dr. Benedict then gave the history of a number of 
cases, illustrating the practical application of these 
methods in transposition of viscera, hourglass stomach, 
gastric dilatation and gastroptosis. 

Dr. A. Ross, in connection with Dr. Benedict’s 
paper, showed an illustration of Kemp’s circumscrib- 
ing gastrodiaphane. He thought there was only one 
reliable method of locating the stomach, and that was 
with the gastrodiaphane. 

Dr. J. KAuFMANN said he preferred to rely on simple 
percussion and palpation. 
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A COMPARISON OF THE METHODS OF LAVAGE WITH THE 
SYPHON TUBE AND THE POLITZER BULBS. 


Dr. Joun P. Sawyer of Cleveland, Ohio: The 
speaker said that in determining an ectasia or anatony 
of the stomach, our criterion was the test of muscular 
function as measured by residue of known foods found 
after known periods of time. That this be accurate, 
it was necessary that the amount obtained in the test 
should be as nearly as possible the whole amount at 
the time present in the stomach. The recovery of 
this whole amount was difficult and often not accom- 
plished, especially in the very group of patients in 
whom it was particularly desirable. To meet. this 
difficulty by the method of expression commonly used, 
various modifications had been proposed. Aspirators 
were numerous, and yet in the popular forms much 
gain in efficiency could hardly be claimed. The appli- 
cation of the Politzer bag, recommended by Ewald 
and arranged by Kuttner, with a hard rubber connec- 
tion piece was the most efficient simple form of aspira- 
tor. Dr. Sawyer said that in using this apparatus, he 
found it best to have the patient in a reclining position, 
with the clothes well loosened. The food residue hav- 
ing been aspirated as completely as possible with an 
empty bulb, a bulbful of solution, medicated as desired, 
was introduced slowly into the stomach, and free, 
active manipulation of the anterior abdominal wall 
over the region of the stomach was done with sufficient 
energy, shaking the posterior surface of the stomach, 
especially in conditions of atony or ectasia. By this 
manipulation was produced a considerable movement 
of the liquid within the stomach, resulting in a thor- 
ough cleansing, and bringing it in close contact with 
the cleansed membrane. The contents were then 
withdrawn in the aspirator, which had been controlled 
by pressure with the hand until that time. By this 
method, cleansing of the viscus could be accomplished 
more thoroughly, and in less time and with less fatigue 
to the patient than by the use of the syphon tube. 


A CASE OF PEPTIC ULCER AFTER GASTRO-ENTEROSTOMY, 
CAUSING GASTRO-COLIC AND JEJUNO-COLIC FISTULA. 


Reported by Dr. J. KaurMann of New York with 
specimen. The patient was a man, forty-eight years 
old, who in December, 1901, had a gastro-enterostomy 
performed by Dr. F. Lange for the relief of increasing 
pyloric stenosis, and the recurrence of hematemesis, 
in spite of all internal treatment. The pylorus was 
found thickened, and its posterior wall adherent. The 
anterior surface showed an area of marked thickening, 
and opacity of the serous covering. A_ retrocolic 
posterior gastro-enterostomy was done. A very high 
jejunal loop had been taken, and since the angle caused 
by the fixation seemed rather acute, the afferent and 
efferent portions of the jejunum were connected by an 
entero-anastomosis. The patient made an uneventful 
recovery and improved for a time, but after three 
months his symptoms recurred, and he complained of 
severe abdominal pain. In October, 1902, he devel- 
oped certain cerebral symptoms, difficulty in speak- 
ing and writing, defective memory, muscular tremor, 
exaggerated reflexes, bilateral papillitis, convulsions, 
and periods of unconsciousness, with complete amnesia 
afterwards. He gave an old syphilitic history, and on 
that account he was subjected to a long and vigorous 
treatment with mercury and potassium iodide. His 
cerebral symptoms gradually abated, but his abdominal 
pain increased in severity, and in the course of time he 
became a morphine habitué. Usually, his pain was 
located in the upper abdomen, but at times it radiated 
into the lower section. While it lasted, the transverse 
colon could be often felt as a stiff, sausage-like tumor. 
At times, the attacks recurred almost daily, with inter- 





missions of perfect freedom. In November, 1903, the 
patient complained for the first time of a sulphurous 
taste and belching, followed by vomiting large quanti- 
ties of fluid fecal matter. Lavage of the stomach was 
begun. The vomiting was not repeated, but the find- 
ing of fecal matter in the stomach became more and 
more frequent, and finally, during the winter of 1904- 
1905, it became constant. The fecal matter was even 
found in the fasting organ, but usually it was present 
only after a meal. The patient could recognize its 
presence by the fecal belching, and verified it by the 
use of the tube. The patient was operated on in 
March, 1905, by Dr. A. G. Gerster. He found a con- 
nection between the posterior wall of the colon and the 
diverticulum of the jejunum, which must have been 
formed by traction. On section, this connection 
proved to be an open channel of considerable diameter 
between the colon and jejunum. Both were closed 
by Lembert sutures. The middle portion of the trans- 
verse colon was adhesive above to the larger curvature 
of the stomach, and posteriorly to that loop of the 
jejunum which had been used in performing the primary 
gastro-enterostomy. The colon was reflected, and after 
the removal of a number of adhesions, it became evi- 
dent that another and larger connection existed be- 
tween the upper surface of the transverse colon and 
the posterior wall of the stomach, which on dissection 
was also found to be an open channel uniting the cavi- 
ties of the stomach and the colon. These two open- 
ings were also closed. Recovery seemed uninterrupted 
until the sixth day, when symptoms of perforation 
developed, followed by collapse. An immediate lap- 
arotomy showed that the perforation was caused by 
extending necrosis of the sigmoid flexure from the site 
of the Murphy button that had been inserted to con- 
nect the ascending colon with the sigmoid flexure. 
The case resulted fatally. 

Dr. 8. J. Mevrzer said that while many cases of 
ileus were regarded as wholly or partially hysterical, 
the possibility of a real anatomical lesion, such as 
existed in this instance, should always be kept in 
mind. 


ETIOLOGY AND SERUM TREATMENT OF DYSENTERY. 


Dr. WiniiamM H. Park of New York opened the 
discussion on this subject. He stated that in the pres- 
ent state of our knowledge he thought we could defi- 
nitely say that in the more severe epidemics of dysen- 
tery, the Shiga bacillus was found very abundantly in 
the mucous membrane of the bowel during the height 
of the disease, their number gradually diminishing, 
and finally disappearing entirely. In addition to these 
severe outbreaks of dysentery, there were mild epi- 
demics scattered throughout the world, due to a 
number of varieties of bacilli, which might be called 
para-dysenteric, differing among themselves and repre- 
senting, perhaps, half a dozen or more different 
strains. In regard to the serum treatment of dysen- 
tery, Dr. Park said that many of the acute cases in 
this climate were so mild that if the physician saw them 
early and prescribed proper medication and diet, re- 
covery promptly took place and the use of the serum 
was unnecessary. 


CLINICAL FEATURES AND MEDICAL TREATMENT OF THE 
BENIGN STENOSES OF THE PYLORUS. 


Dr. Henry L. Evsner of Syracuse, N. Y.: The 
speaker stated that benign stenoses of the stomach 
might be either functional or organic. The latter 
might be either congenital or acquired. Functional 
stenoses were likely to be transitory, and met with in 
highly neurotic patients. There were also cases of 
intermittent hyperchlorhydria, without ulcer, in which 
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was assumed the presence of pyloric spasm recurring 
at intervals of several weeks or months. Occasionally, 
acute dilatation of the stomach was met with, causing 
alarming symptoms without previous history of sten- 
osis or other stomach disorder sufficient to direct atten- 
tion to that organ. Pyloric spasm might safely be 
considered secondary in the majority of cases, and its 
presence should always lead to a strong suspicion of 
associated organic disease. 

In the congenital type of organic stenosis, the symp- 
toms immediately followed birth or could not be long 
postponed. No possible modification of the food 
relieved the symptoms when the stenosis was of high 
degree. Congenital incomplete stenosis of the pylorus 
was frequently the cause of chronic disturbances, which 
continued throughout life. 

Of the acquired organic stenoses, we had, first, the 
intrapyloric. These included chronic cicatricial sten- 
osis, fibrotic stenosis, general and localized, hyper- 
trophic stenosis, as described by Curvelhier, stenosis 
dependent upon ulcer, acute inflammatory stenosis 
associated with infection, deep-seated gastritis and 
acute poisoning, syphilitic stenosis, tuberculous sten- 
osis, stenosis dependent upon nonmalignant growths, 
and stenosis due to distortion or traction. Of organic 
stenoses of the extrapyloric type it was difficult to 
divine all the unusual and unexpected conditions which 
might give rise to them. 

After discussing at length the symptoms of benign 
stenoses of the pylorus, Dr. Elsner took up the treat- 
ment of the condition, and laid down the following rules 
regarding it: First, such food only to be taken as the 
dilated stomach with motor weakness could prepare 
to be forwarded beyond the point of resistance for 
further digestion. Second, seek to prevent stagnation 
of food, with associated fermentation and the forma- 
tion of organic acids. Third, assist, as far as possible, 
in the emptying of the distended stomach. Fourth, 
prevent tetany and other nervous and distant symp- 
toms. Fifth, improve the general condition of the 
patient, and hold it at par or above par whenever pos- 
sible. Sixth, treat associated symptoms as they arise 
by rational and natural methods, including the use of 
drugs, attempting by these to overcome or counteract 
the effect of secretory and motor anomalies. 


ETIOLOGY, DIAGNOSIS AND TREATMENT OF BENIGN 
STENOSIS OF THE PYLORUS. 


Dr. GrorGE Emerson Brewer of New York City 
presented this paper. He stated that in considering 
the clinical history of pyloric obstruction, it was neces- 
sary to keep in mind that we might and frequently did 
have two distinct groups of symptoms: first, those 
due to the disease which gave rise to the stenosis, and, 
second, those due to pyloric narrowing, and the result- 
ing gastrectasia and chemical changes which occurred 
in the retained gastric contents. With the exception 
of those cases where a tumor could be palpated in the 
pyloric region, there were no physical signs that aided 
in the diagnosis in the early stages of benign stenosis. 
When gastrectasia occurred, however, physical exami- 
nation frequently furnished important data, and in- 
spection would often reveal the outlines of a dilated 
stomach through a thin abdominal wall. Occasionally, 
the greater aud lesser curvatures could be palpated, 
and splashing might often be elicited at a time when 
the stomach should normally be empty. Distending 
the stomach with air or water would often enable the 
examiner, by percussion, to identify its limits, and 
thereby furnish a fairly reliable estimate of its size. 

In considering the treatment of benign pyloric steno- 
sis, Dr. Brewer said the fact should first be appreciated 
that all the untoward symptoms of the disease were 





purely the result of a mechanical cause, and could only 
be relieved by re-establishing a normal connection 
between the stomach and intestine. It would be a 
waste of time to even consider drugs, massage, elec- 
tricity and lavage, which at best could only be regarded 
as palliative measures. With the exception of the few 
instances in which the obstruction was so slight that 
the symptoms could be easily relieved by dietetic regu- 
lation, or in those exceedingly rare cases where the 
stenosis was due to a syphilitic ulcer or gummatous 
deposit, and which quickly responded to antisyphilitic 
treatment, surgery, and surgery alone could offer 
relief to these patients. In perhaps no other class of 
diseases of the alimentary canal had the results of surgi- 
cal intervention shown more strikingly satisfactory 
results. It would sometimes be possible to remove 
the cause of the stenosis by operation; for example, 
when the obstruction was due to peritoneal bands or 
adhesions, to new growths or enlarged lymph nodes 
pressing upon the pylorus or the first part of the duo- 
denum, to foreign bodies, or benign tumors of the 
stomach wall. In the majority of instances, however, 
it would be necessary either to enlarge the contracted 
pyloric orifice by a plastic operation, or to create a new 
opening between the stomach and small intestine. 
Digital dilatation of the pylorus had been abandoned 
by surgeons. The pyloroplasty of Heinecke-Mikulicz 
was gradually giving way to other more radical pro- 
cedures, for the reason that recurrences after its em- 
ployment were so frequent. The operation of Finney 
and posterior gastro-enterostomy were the two opera- 
tions employed at present for the relief of pyloric 
stenosis. Finney’s operation, which consisted in en- 
larging the pyloric opening by a plastic operation which 
united the first portion of the duodenum with the adja- 
cent stomach wall was the operation of choice in cica- 
tricial stenosis when the tissues were not too much infil- 
trated. In all other cases, gastro-enterostomy was to 
be preferred. As to the mortality of these operations, 
in capable hands, with the physical condition of the 
patient still fairly good, it should be below six per cent 
in benign cases. 

Dr. 8. W. LamBert of New York said that in the 
diagnosis of benign stenosis of the pylorus, as com- 
pared with malignant stenosis, the history of the patient 
was more important than the physical signs. So far as 
the treatment of the condition went, he thought sur- 
gery was the only possible help. 

Dr. Howarp LitientHaL of New York said he 
thought gastro-enterostomy had better not be per- 
formed in cases of benign stenosis if one could possibly ~ 
manage to restore the parts involved to @ condition 
more closely approaching the normal, and pyloroplasty 
preferably by the Finney method, was his operation of 
choice in these cases. That operation would probably 
become much more common in benign stenosis in the 
future than it had been in the past. 

Dr. EpwarpD QuinTarRD of New York said that while 
in favored operative interference in certain cases of 
benign stenosis, he was more conservative than form- 
erly in sending these patients to the surgeon. 

Dr. A. G. GersTER of New York said he would not 
agree to operate on a case of benign stenosis until it 
had been thoroughly demonstrated that other methods 
of treatment had proved ineffectual. 


TWO CASES OF EPILEPSY RESULTING FROM GASTRO- 
INTESTINAL DISTURBANCE. 


Dr. Frank H. Murpocu of Pittsburg, Pa. (read by 
title). 


ONOMATOLOGIA GASTROLOGICA, 


Dr. A. Ross of New York presented a paper with this 
title. 
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A Laboratory Manual of Human Anatomy. By fA edical and Surgical Journal. 
LewELLys F. Barker, M.B. Tor., Professor —_—+_—_ 


and Head of the Department of Anatomy in 
the University of Chicago and Rush Medical 
College. Assisted by Dean De Wirr Lewis, 
A.B., M.D., and DANIEL GRAISBERRY REVELL, 
A.B., M.B., Instructors in Anatomy in the 
University of Chicago. Illustrated. Phila- 
delphia and London: J. B. Lippincott Company. 
1905. 


Dr. Barker has again shown his versatility in 
writing, together with Drs. Lewis and Revell, a 
Laboratory Manual of Human Anatomy. The 
book no doubt represents the consummation of 
his work as professor and head of the department 
of anatomy in the Rush Medical College, a posi- 
tion which he has now left to become one of the 
successors of Dr. William Osler in Baltimore. 
It is hardly necessary to say that Dr. Barker has 
produced a most scholarly volume quite in accord 
with his previous published work, and bearing no 
signs of haste in its preparation. As its title 
implies, the volume is simply a laboratory manual, 
but a manual which includes much more than is 
ordinarily designated under that name. The 
text confines itself essentially to directions re- 
garding dissection and is so arranged that the 
student should have no difficulty in quickly turn- 
ing to any subject in the course of his work. The 
illustrations are numerous and very well chosen 
from a variety of sources. There has been no 
attempt to introduce original plates. The de- 
scriptive text in immediate connection with the 
plates is so arranged that each object is directly 
labeled in most instances, an admirable arrange- 
ment for the student, if a somewhat expensive 
one for the publisher. Dr. Barker insists very 
rightly upon the importance of the first anatomi- 
cal dissections, not only in themselves, but also 
as a preliminary training for later medical work. 
His book should do much to stimulate the accu- 
racy which he desires. Important books of 
reference are mentioned in the introduction, 
together with much other information, which 
should be of service to the student. The nomen- 
clature used is that formulated by the German 
Society of Anatomists and which is gaining a 
somewhat tardy recognition. We regret the 
necessity of the re-introduction of Latin terms 
and remain skeptical of their universal acceptance. 


Medical Laboratory Methods and Tests. By 
HeRBERT FrReENcH, M.A., M.D., M.R.C.P., 
Medical Registrar, Guy’s Hospital; Gillson 
Scholar, Society of Apothecaries of London; 
Radcliffe Travelling Fellow, Oxford University. 
pp. 152 and 73 illustrations. Chicago: W. T. 
Keener & Co. 


This volume deals very briefly with the common 
laboratory methods and tests and the fallacies 
to which each is liable. It is intended to be a 
laboratory and not a bedside manual. 
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THE PHYSICIAN OF THE FUTURE. 

In an address! before the graduating class of 
the Medical and Dental Schools of Columbian Uni- 
versity, Washington, which is about to lose its 
old identity in that of the George Washington 
University, Dr. H. W. Wiley, of the United States 
Department of Agriculture, presented some sug- 
gestions to his audience which, if not all new, 
were at least in a considerable measure true and 
put in a way to attract attention. 

It must have been gratifying to his hearers to be 
assured by a competent person of knowledge and 
experience that of all the arts near to the welfare 
of man the two nearest and most necessary are 
the art of agriculture and the art of healing. 
Man must first of all be nourished and, next to 
this, kept in health. 

A time might come when lawyers would 
appear; we might grow perfect enough to 
pense with ministers of the gospel; but Ceres and 
Hygeia would continue to be indispensable and 
were, therefore, fittingly embodied on that day in 
his person. Good food well masticated and good 
hygiene well applied mean good health. But 
good food is not prechewed and predigested food, 
and the professions of medicine and dentistry 
must stand together in the future to fight such 
evils. Those who can furnish the people with 
good teeth and keep their stomachs in prime con- 
dition need not care who makes the laws nor who 
writes the songs in this country. 

Dr. Wiley finds that, as a result of rationalism 
in medicine, the physicians of the present may be 
divided into three classes — the general practi- 
tioner, the specialist and the health officer. who 
is the forerunner of the physician of the future. 


1 Science, June 2, 1905. 
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On the other hand the foes of rational medicine 
at the present time are the quack, the charlatan, 
and, third, the impersonal physician, namely, the 
nostrum, the patent medicine and the proprietary 
remedy. ‘‘ Of these alleged remedies some have 
value; they are in fact often the very remedies 
which are described in the materia medica and 
the pharmacopeia and administered by physi- 
cians, but distributed as they are, with absurd 
claims of efficiency, taken as they are, without 
the advice or consent of a physician, they become 
not only one of the greatest foes of rational medi- 
cine, but one of the greatest dangers to the public 
at large.” 

Dr. Wiley would not deny to the inventor who 
discovers a new remedy or a new combination of 
remedies the same right to profit therefrom which 
is accorded to the inventor of a new machine or 
a new process. The law protects the inventor of 
such a remedy and he can protect it by patent or 
by trademark, but it seems to him there is no 
excuse for the secret nostrums and no justifica- 
tion for the methods of advertising them. 

The physician of the future, Dr. Wiley thinks, 
will see a growing preponderance of preventive 
medicine, and the character of the profession in 
future years will be largely molded by the in- 
fluence which this growth exerts. 

The activity of preventive medicine will be 
shown first in the case of public and domestic 
hygiene. The laws of good living are as yet fairly 
well known to but few people, and Dr. Wiley is 
sanguine enough to foresee that with the aid of 
the public schools and the transmission of instruc- 
tion thereby, public sanitation may in the course 
of its career even reach “that abomination of 
contrivance, in so far as offended hygienic con- 
ditions are concerned, the sleeping car.” whose sins 
he portrays in forcible and picturesque words. 

The physician of the future will be the herald 
and exponent of prophylaxis. Along with this 
change will come a change in the character of his 
emoluments. That physician will have the larg- 
est compensation whose parish is freest from 
disease. He will become largely a public officer, 
and such an official is quite as important to the 
welfare of the community as the assessor or tax- 
gatherer. As a corollary the physician of the 
future will become more and more active as a 
citizen and take a more lively interest in public 
affairs. 

In looking carefully over the congressional 
directory of the Fifty-seventh Congress, Dr. 
Wiley finds that the Congress of the United States 
contains 319 lawyers, 93 business men, 32 poli- 





ticians, 12 editors, reporters and newspaper 
writers, 8 farmers, 3 teachers, 1 clergyman, 1 
military man and 3 physicians! He calls atten- 
tion for a moment to the amount of legislation in 
which sanitary matters are involved — among 
other important matters, the Panama Canal, the 
Quarantine Service, the regulation of interstate 
commerce, the question of pure food. The con- 
gress of the future he foresees will contain a 
much larger per cent of trained medical men. 

Finally, the physician of the future will find 
his greatest service in prolonging human life. 

“To train a man for usefulness requires now 
fully a quarter of a century, and it seems only 
fair that he should have at least twice that time 
for the manifestation of his activities. If, there- 
fore, he be cut off at thirty-five, forty or forty- 
five, the community is robbed of service to which 
it is entitled. 

““ Tf old age could be secured without much of 
the burden now attending it, there would be the 
gradual ripening and mellowing of all the func- 
tions of the body and mind. . . . The medical 
profession of the future will find its best exponent 
in the service of senectitude.”’ 

We hope this happy period which Dr. Wiley 
foresees and makes his listeners desire may come 
on apace. In the meantime we learn that the 
students ot the fourth or elective year at the 
Harvard Medical School, who ought to be wise 
young men under good guidance, are electing such 
departments as medicine, surgery and obstetrics. 
They apparently anticipate that for the present 
society is going to demand of them more of the 
same old thing. 


~s 
> 





ACTINOMYCOSIS. 

THE Gross prize essay for 1905 on the “‘ Biology 
of the Micro-organisms of Actinomycosis,” by 
Dr. James Homer Wright, appears as the first 
number of the first volume of the publications 
of the Massachusetts General Hospital. Dr. 
Wright, as the director of the Clinico-Pathological 
Laboratory of this hospital, has for a number of 
years past had a peculiarly favorable opportunity 
of studying actinomycosis through the clinical 
facilities offered by the hospital itself and through 
the courtesy of pathologists who have given him 
their material for investigation. Dr. Wright has 
produced a contribution which will no doubt long 
stand as an authoritative statement of our know- 
ledge up to the present time of a disease which has 
hitherto received little attention from medical men. 

As a result of his work Dr. Wright concludes 
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that but one species of micro-organism causes 
typical actinomycosis. This organism he thinks 
should retain the generic and specific name of 
actinomyces bovis given it by Bollinger and Harz. 
Actinomyces from human and bovine cases pre- 
sented no differences sufficient to justify their 
classification as separate species. The prevalent 
belief is not accepted that the specific infectious 
agent of actinomycosis is to be found among 
certain branching micro-organisms widely dis- 
tributed in the outer world. These should rather 
be grouped as a separate genus, and the term 
actinomycosis used only for those inflammatory 
processes, the lesions of which contain the 
characteristic granules. Actinomyces bovis is 
presumably a normal inhabitant of the secretions 
of the buccal cavity and the gastro-intestinal 
tract in man and animals, although no definite 
proof of this is at the present time forthcoming. 
The foreign bodies often found in connection with 
actinomycotic lesions are presumably not to be 
regarded as carriers of the micro-organism, but 
rather as sources of irritation which renders pos- 
sible the development of actinomyces. Regard- 
ing mixed infections it is admitted that bacteria 
accompanying the specific organisms in the 
lesions may play an important part in the dis- 
semination of the disease, but the fact remains 
that some cases of actinomycosis are to be re- 
garded as pure infections. 

These are some of the important conclusions 
which Dr. Wright reaches in an exhaustive re- 
search which stands high as an example of scien- 
tific method. It is also worthy of note that this 
essay appears as the first instalment of the pub- 
lications of the Massachusetts General Hospital. 
It is to be presumed, therefore, that other work of 
a similar character will be forthcoming from this 
institution, published under its name. It is a 
certain matter of regret that much scientific work 
of value, which has from time to time been done at 
this hospital, should not have been published under 
its auspices. Weare glad, therefore, to make note 
of the fact that hereafter work worthy of such 
distinction is to appear as a hospital publication. 


-~ 





ABORTIVE TREATMENT OF GONORRHEA, 

Tuis subject has attracted a good deal of atten- 
tion for many years, and something can be said 
in its favor while there is much against some of 
the methods employed to this end. It is safe to 
say that no one method of aborting an infection 
of the urethra by the gonococcus has ever proved 
satisfactory in the hands of every genito-urinary 





surgeon; the result has been that, from time to 
time, a new line of treatment or a modification of 
an old method is strongly advocated. 

The only period in the disease when the gono- 
coccus can be quickly eradicated is very early — 
during the first three or four days — while the 
inflammatory process is confined to the super- 
ficial mucous membrane and while the infection is 
confined at or near the meatus. Still, an effort at 
complete destruction of the gonorrheal diplococcus 
often results in failure even when treatments can 
be frequently given, and when the patient 
fully codperates in his part of the treatment. 

Dr. Engelbreth of Copenhagen, not long since, 
advocated the use of a 1-200 solution of nitrate 
of silver as an urethral lavage, and upon his 
recommendation this method was_ successfully 
employed by Dr. George Gross," 
detailed report of his case. 


who gives a 
The patient pre- 
sented himself for treatment three days after 
coitus when the discharge showed clusters of 
extracellular gonococci. Under treatment with 
1-200 and 1-500 solutions of silver nitrate a cure 
was effected in four days. 

Granting that the diagnosis made by Dr. Gross 
was correct, although we are always skeptical of 
the diagnosis of a gonorrhea from eztracellular- 
diplococci where no intracellular diplococci have 
been found, the point to which we wish to call 
particular attention is the amount of cauteriza- 
tion, bleeding and pain which resulted from the 
treatment. It is natural to suppose that any 
agent introduced into the urethra which will 
destroy the mucous membrane is quite certain to 
leave cicatricial tissue which will later reduce the 
valibre of the urethra, and, in some instances, do 
damage beyond repair. We, therefore, very 
much doubt the advisability of using this form of 
aborting a gonorrhea even though the patient is 
willing that such an attempt be made. There are 
now a number of proteid compounds with silver 
which have been used with success in aborting 
the disease without seriously wounding the ure- 
thral mucous membrane. Some of these silver 
compounds can be used in strong solutions with- 
out harm, and, in many instances, they certainly 
destroy the gonococci; their long use has proved 
their superiority over silver nitrate in the treat- 
ment of an acute gonorrhea, whether for the pur- 
pose of aborting the disease or as a palliative 
measure. If the gonococcus can be eradicated 
from the urethra by any means which does not 
result in extensive cauterization and hemorrhage, 
we heartily favor such treatment. 


1 New York and Philadelphia Medical Journal, May 27, 1905. 
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MEDICAL NOTES. 


EIGHTY-FOURTH ANNUAL COMMENCEMENT AT 
GreoRGE WASHINGTON UNIvERsiry. — At its 
eighty-fourth annual commencement, May 29, 
the George Washington University conferred 
degrees in medicine upon 61 candidates, and in 
dental surgery upon 23 candidates. 


Tue Portrair or Jouns Hopkins Puyst- 
cIANS. —It is stated that through the instru- 
mentality of Miss Garrett of Baltimore, Mr. 
John S. Sargent is to paint a group consisting of 
Drs. Welch, Halsted, Kelly and Osler, the sit- 
tings to take place in London. 


APPOINTMENT OF Dr. Joun B. Murpuy. — It 
is announced that Dr. John B. Murphy of Chicago, 
who formerly held a professorship in surgery at 
the Northwestern University Medical School, 
has been appointed to the professorship of surgery 
at’ Rush Medical College. 


AMERICAN NEUROLOGICAL AssocIaTiIon. — At 
the annual dinner of the American Neurological 
Association, recently held in Philadelphia, Dr. 
Weir Mitchell referred in a reminiscent vein to 
the medicine of a former period and dwelt at 
some length upon the possibilities in literature 
for physicians. The next meeting will be held in 
Boston, under the presidency of Dr. Henry R. 
Stedman, with Dr. Henry M. Thomas of Balti- 
more, as first vice president. 


A MemoriaL CELEBRATION IN HONOR OF 
Turck. — The Vienna Laryngological Society has 
voted to celebrate in 1908 the fiftieth anniversary 
of the establishment by Tirck of clinical laryn- 
goscopy on a basis of usefulness to the general 
profession. The profession, both in Austria and 
abroad, will be invited to codperate. 


BOSTON AND NEW ENGLAND. 


Acute Inrectious DisEases IN Boston. — 
For the week ending at noon, June 7, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 18, scarlatina 31, typhoid fever 11, 
measles 15, tuberculosis 42, smallpox 0. 

The death-rate of the reported deaths for the 
week ending June 7, 1905, was 16.13. 


Boston Mortauity Sratistics. — The total 
number of deaths reported to the Board of Health 
for the week ending Saturday, June 3, 1905, 
was 200, against 206 the corresponding week of 
last year, showing a decrease of 6 deaths, and 
making the death-rate for the week 16.98. Of 
this number 105 were males and 95 were females; 





197 were white and 3 colored; 121 were born in 
the United States, 74 in foreign countries, and 5 
unknown; 38 were of American parentage, 138 
of foreign parentage, and 24 unknown. The 
number of cases and deaths from infectious dis- 
eases reported this week is as follows: Diphtheria, 
24 cases and 3 deaths; scarlatina, 19 cases and 2 
deaths; typhoid fever, 15 cases and 1 death; 
measles, 21 cases and no deaths; tuberculosis, 39 
cases and 18 deaths; smallpox, no cases and no 
deaths. The deaths from pneumonia were 13, 
whooping cough none, heart disease 25, bronchitis 
2, and marasmus 2. There were 16 deaths 
from violent causes. The number of children 
who died under one year was 26; the number 
under five years, 37. The number of persons 
who died over sixty years of age was 59. The 
deaths in public institutions were 68. 

Cases of cerebrospinal meningitis reported for 
the week were 10, the deaths, 6. 

LAWRENCE C. Swirt, M.D. — Dr. Lawrence C. 
Swift died at Pittsfield, Mass., from meningitis 
after an illness of a few days. He was born in 
Geneva, N. Y., and graduated from the College 
of Physicians and Surgeons, New York, in 1878. 
He had practised in Pittsfield since 1887, and was 
secretary of the Berkshire Medical Society and 
assistant medical examiner for his district. Dr. 
Swift’s grandfather was the first graduate of 
West Point and subsequently its superintendent. 


NEW YORK. 


SALE OF MANHATTAN Eyr anp Ear Hosprran 
Property. — The Manhattan Eye and Ear Hos- 
pital, the new buildings for which are now being 
erected in East 63d and 64th Streets, has sold the 
property on Park Avenue, near the Grand Central 
Railroad Depot, at present occupied by the insti- 
tution, for the handsome sum of $420,000. 

HoMEOPATHIC STATE COMMISSIONER OF 
Heauru. — Governor Higgins has disappointed 
the regular profession by appointing Dr. Eugene 
H. Porter, a homeopath, State Commissioner of 
Health, to sueceed Dr. Daniel Lewis, whose term 
had expired. Dr. Porter is a resident of New 
York City and editor of The North American 
Journal of Homeopathy. 


BLOOMINGBURGH Reruses A TUBERCULOSIS 
SANATORIUM.—The town of Bloomingburgh, Sulli- 
van County, has refused to allow the City of New 
York to locate its proposed tuberculosis sanato- 
rium there. The matter was discussed at length 
at a recent meeting of the town board, at which 
President Darlington and other representatives of 
the city health department urged the necessities 
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of the case. Considerable opposition developed, 
however, and after a special meeting of the board 
on June 2 it was announced that the project had 
been defeated by a vote of 4 to 2. 


A Dinner TO Dr. Emmet. — Dr. Thomas 
Addis Emmet was given a dinner at Delmonico’s 
on May 29, by his medical friends, in honor of 
his seventy-seventh birthday. About one hun- 
dred and twenty-five guests were present, and 
addresses were made by Archbishop Farley, Dr. 
E. C. Dudley of Chicago, Dr. W. H. Baker of 
Boston, Dr. S. C. Gordon of Portland, Me., and 
Drs. William M. Polk, George T. Harrison and 
KF. J. Quinlan of New York. 


PLANS OF REORGANIZED BELLEVUE HospPITAL. 
— Final approval of the modified plans for the 
reorganized Bellevue Hospital was made by a 
unanimous vote of the Board of Estimate and 
Apportionment on June 2, on an appropriation 
of $850,000 for the construction of the first section 
of the hospital, to be known as Pavilions A and 
B. The original plans prepared by Messrs. 
McKim, Mead and White involved a total expen- 
diture of $10,000,000 for the new buildings, but 
some of the ornamental features proposed have 
been cut off, and the estimated cost for the com- 
pleted hospital reduced to $8,500,000. These 
amended plans satisfied the engineers of the 
Finance Department, and the appropriation for 
the first section of the buildings, just mentioned, 
was made without any discussion. 


House or THE Hoty Comrorter. — In the 
later part of May the new building of the House 
of the Holy Comforter, the Free Church Home for 
Incurables, which is pleasantly situated on the 
Hudson River, at 139th Street, was opened with 
public exercises. At the same time the fine 
chapel of the institution was dedicated by Bishop 
Potter, assisted by a number of clergymen. 
The Home was established about thirty-five 
years ago by the Rev. Drs. Dix and Houghton 
and Sister Louise, and until the present time has 
been located on lower Second Avenue. It was 
originally intended more particularly for adylts, 
but the new quarters afford excellent accommoda- 
tions for children also. In the course of his ad- 
dress Bishop Potter remarked that the site now 
occupied was especially desirable in that it 
allowed the ministry of nature, which is denied 
to those in the tenements. 

OPENING OF TUBERCULOSIS CLINIC PREVENTED. 
— The Health Department has, for the present, 
heen prevented by legal interference from opening 
the contemplated tuberculosis clinic in the Bor- 





ough of Brooklyn. After hearing argument by 
counsel on May 26 in the Supreme Court, Brook- 
lyn, Justice Marean continued an order restrain- 
ing the Department from establishing the clinic 
at 75 Henry Street. The proceedings were 
brought by Mrs. Barbara Schloerb, acting for 
herself and other residents of Columbia Heights, 
the claim being that such a clinic would lower 
values and be a source of danger to the health of 
the neighborhood. If this action is final it is to 
be presumed that the Health Department will 
seek some other locality for its clinic. So far as is 
publicly known, there has never been any objec- 
tion raised to the tuberculosis clinic in Manhat- 
tan, which has now been in successful operation 
for over a year on the busy thoroughfare, Sixth 
Avenue, in a building especially erected for the 
purpose which adjoins the headquarters of the 
Health Department. 


EpIpEMIC CEREBROSPINAL MENINGITIS. — 
While the weekly average of deaths from epidemic 
cerebrospinal meningitis, 82.75, was practically 
the same as in May, 1904 (84), the epidemic of 
this year, although more severe than that of last, 
has shown a decline at an earlier date. In 1904, 
the disease reached its height in the second week 
in May, when 97 deaths were reported from it, 
and then began gradually to decline. This year 
the height of the epidemic was reached the last 
week in March (131 deaths), and although the 
disease is still far more prevalent than could be 
desired, there was all through the month of May 
a progressive decrease in the deaths from it. In 
the weeks ending May 6, 13, 20 and 27 the num- 
ber of deaths was respectively 111, 88,72 and 60. 
There has been a very gratifying reduction in the 
mortality from pneumonia this year, as compared 
with last. In the weeks just named the deaths 
from this disease (exclusive of bronchopneu- 
monia) were 137, 112, 90 and 87, while in the 
corresponding weeks of May, 1904, the figures 
were 249, 175, 154 and 116. 

siiiheeelilin: Ciemcsssi 
MWiscellanp. 

AN ENGLISH APPRECIATION OF JAPANESE 
MEDICINE. 

Sir FReDERICK TREVES, in a speech at the 
dinner of the Japan Society in London, according 
to the Medical News, recently spoke enthusias- 
tically of the medical and surgical skill of the 
Japanese. He said that anybody desirous of 
seeing the last thing, the most ingenious thing, 
and yet the simplest thing in the equipment of 
war, must go to Japan. Many of the problems 


which concern European armies, and have been, 
to a large extent, a terror of war in European 
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countries, the Japanese were solving or had 
solved. British troops, he said, enter a war with 
many determinations. One is 10% of sick. It 
is what they are accustomed to expect to get, 
and they get it. The Japanese are quite content 
with 1% of sick, and they get it. It was a ques- 
tion of ambition, perhaps, he said, but one which 
might well be imitated. Proceeding, the speaker 
said he was convinced that Japan, not many years 
hence, would provide one of the most remarkable 
schools of surgery that the world has ever seen. 
“You will understand why,” he continued; 
‘‘ there is the infinite patience of the people, their 
infinite tenderness. Kinder, more sympathetic 
people do not exist. Then comes one very im- 
portant factor, at least, in the making of a sur- 
geon; they have no nervous system. Nerves is 
an untranslatable term in the Japanese language. 
I am confident that we shall find in the islands of 
Japan, not many years hence, one of the most 
curious, interesting and progressive schools of 
medicine that this world has seen.” 


<> 
- 





Correspondence, 


LETTER FROM PORTLAND, OREGON, 


A. M. A. MEETING, LEWIS AND CLARK EXPOSITION; 
ROUTES OF TRAVEL; EXCURSIONS; JOURNEYS; LOCAL 
INDUSTRIES. 


PoRTLAND, ORE., May 26, 1905. 

Mr. Epitor: It might interest some of those intending 
to visit Portland at the time of the American Medical 
Association meeting this summer, to read a few lines on 
the northwest coast, Portland, and the plans for the meet- 
ing. Of course, the regular sources of information give 
the principal facts, but I will try to give others from 
another point of view. 

I am told there are to be three special trains from east 
of Chicago. The first two are to start early enough to 
allow of a stop-over at the Yellowstone Park. The third 
will come through to Portland without delay. These 
trains are to be via the Northern Pacific. There is also to 
be one via Union Pacific. If they are like the “ North 
Coast Limited” they will be very comfortable. Very 
little dust is encountered on this route except for a short 
distance in eastern Washington, if the season has been a 
dry one. There is also to be a “ Missouri River Special ” 
from St. Louis, Kansas City and other places in Missouri 
and Kansas. I believe this train will be over the Union 
Pacifie and Oregon Short Line and will come direct. They 
may run another special from St. Louis to the Yellowstone 
Park besides. The Southern Pacific specials from Cali- 
fornia do not interest the New England contingent so much. 

The business meetings of the Association will be held in 
the armory of the Oregon National Guard and in a public 
school building opposite to it. The armory is like build- 
ings of its sort elsewhere and will accommodate the exhib- 
its, the executive departments and a hall for general ses- 
sions, and the “‘ company rooms” will be used for all sorts 
of purposes. Most of the section meetings will be held in 
the Atkinson School building, except a couple of the 
larger sections which are to be in the armory. 

In the evenings various entertainment features are to be 
provided. There is so much of interest here to show an 
Kastern visitor that no general banquet will be held. On 
one evening the Portland City and County Medical Society 
will give a large smoker in the New York State Building 
at the Lewis and Clark Fair grounds. Then the Fair will 
offer abundant amusement opportunities. It is a small 
exposition, I should judge, about half the size of the one 
at Buffalo a few years ago, but the situation is one of ex- 





ceptional beauty, and the concessions will many of them be 
unique. We are especially proud of the Forestry Build- 
ing, which is built of huge logs of Oregon fir, many of them 
six feet or more in diameter. Inside, the logs which serve 
as pillars give an impression like the inside of a cathedral. 

The amusement street, which is to be called “ The 
Trail,’’ is built on a broad esplanade crossing from the main 
land to an island in Guild’s Lake. This lake is a natural 
one, about a mile long and a quarter mile or more wide. 
The Inside Inn faces this lake on one side and looks like an 
attractive place to stay at. 

Two steamer excursions have been arranged for. One 
up the Columbia to the Cascade Locks, which will give an 
opportunity to see what is possibly the grandest river 
scenery in the world, and the other down the Columbia to 
Seaside, one of the Oregon Coast resorts. Another short 
boat excursion is to go up the Willamette River for twelve 
miles above Portland to the falls at Oregon City. These 
falls are not very high, but are pretty. It probably will 
not be too late in the season to watch the salmon trying to 
jump these falls. It is a very curious sight to see if one 
is not familiar with it. 

There are two industries in Portland which cannot fail 
to interest Eastern visitors. A visit to one of the great 
sawmills will well repay the trouble. The great logs are 
cut in the logging camps and brought to Portland in rafts 
on the river. Here these logs, many of them containing 
from 4,000 to 8,000 feet of lumber, are sawn up into mar- 
ketable sizes. The Inman-Poulsen Lumber Company last 
year sawed more than any other mill in the world. The 
Northern Pacific, the Eastern-Western Lumber Company 
and several others are almost as large. 

The other industry which you do not have is a salmon 
cannery. There is a large one in Portland where salmon 
are prepared for your markets. Perhaps you do not 
realize that most of the salmon, even fresh salmon, sold in 
the New York and Boston markets come from Oregon and 
Washington. 

Portland itself is beautifully situated in the Willamette 
Valley, eight miles from the Columbia River. On the 
east the snow-capped peaks of the Cascade Mountains 
bound the horizon. In the long, cloudless days in July, 
these snow mountains are a constant feature of grandeur 
and beauty. 

After the American Medical Association meeting is over, 
many will go to Alaska, which is a beautiful trip, taking 
about eleven or twelve days. Others can go further, to 
Japan or down to Hawaii or by land to the resorts of Cali- 
fornia, Nevada or Mexico. Shorter trips, full of interest 
and beautiful scenery, are those to the new Southern Ore- 
gon forest reserve park at Crater Lake, or to Cloud Cap 
Inn on Mount Hood, or to Lake Cushman in the Olympic 
Mountains, or to Yaquina Bay on the Oregon coast, or to 
Collins Hot Springs at Collins, Washington — in fact there 
are innumerable places different from the Eastern resorts. 
Seattle, Tacoma, Victoria and other Puget Sound cities 
are only a night’s journey from Portland and are well 
worth seeing. 

For those who are fond of either trout or salmon fishing, 
there are untold possibilities for sport in mountain lakes 
and streams, or on the seacoast. The Southern Pacific, 
Northern Pacific and Oregon Railroad and Navigation 
Company all publish literature on places to go to. 

A short letter like this cannot begin to tell of all the 
resources of this vast Northwest Coast country. An area 
larger than that of New England, New York and Penn- 
sylvania combined lies in the three states of Oregon, 
Washington and Idaho. Some one once said that “ if 
the Pilgrim fathers had landed on the Pacific instead of the 
Atlantic coast, the East would now be a howling wilder- 
ness.” 

Perhaps this will give you some idea that the American 
Medical Association meeting and the Lewis and Clark Fair 
are not the only attractions which should tempt you to 
spend your vacation on the northwest coast this July. The 
fare is low (a one-way fare gives you a round-trip ticket), 
the trains quick and comfortable and the country inter- 
esting. The profession of the coast are making every effort 
to make your stay agreeable and those who come will 
never regret or forget the trip. 

Very truly yours, 


GeorGE 8S. Wuirtesing, M.D. 
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RECORD OF MORTALITY 
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Deaths reported, 3,018; under five years of age, 884; prinei- 
pal infectious diseases (smallpox, measles, cerebrospinal 
meningitis, diphtheria and croup, diarrheal diseases, whoop- 
ing cough, erysipelas, fevers and consumption) 750; acute 
lung diseases 379, consumption 390, scarlet fever 19, whooping 
cough 31, cerebrospinal meningitis 79, smallpox 0, erysipelas 
18, puerperal fever 9, measles 35, typhoid fever 25, diarrheal 
diseases 99, diphtheria and croup 44. 

From whooping cough, New York 12, Chicago 11, Philadel- 
phia 2, Baltimore 1, Providence 1, Boston, Worcester, Lowell 
and Adams 1 each. From scarlet fever, New York 15, 
Philadelphia 1, Providence 1, Boston 1, Lawrence 1. From 
crebrospinal meningitis, New York 60, Philadelphia 1, 
Baltimore 1, Providence 1, Boston 5, Lynn 4, Cambridge 2, 
Lawrence 2, Lowell 1, Haverhill1, Taunton1. From erysipelas, 
New York 8. Chicago 2, Philadelphia 2, Boston, Worcester, 
Cambridge, New Bedford, Holyoke and Chelsea 1 each. 

In the seventy-six great towns of England and Wales, with an 
estimated population of 15,609,377, for the week ending May 
20, 1905, the death-rate was 14.4. Deaths reported 4,300; acute 
diseases of the respiratory organs (London) 95, whooping 
cough 129, diphtheria 29, measles 172, smallpox 1, scarlet 
fever 43. 

The death-rate ranged from 6.0 in Kings Norton to 26.0 in 
Middlesbrough; London 14.1, West Ham 13.4, Brighton 16.0, 





Southampton 12.3, Plymouth 11.2, Bristol 14.3, Birmingham 
15.4, Leicester 11.0, Nottingham 14.3, Liverpool 17.4, Wigan 
16.3, Bolton 10.2, Manchester 16.4, Salford 14.6, Halifax 16.4, 
Bradford 14.2, Leeds 16.1, Sheftield 16.1, Hull 16.2, Newcastle- 
on-Tyne 11.6, Cardift 17.1, Rhondda 19.2, Merthyr Tydfil 19.8, 
Burton-on-Trent 10.9, Warrington 15.8. 


METEOROLOGICAL RECORD. 


For the week ending May 27, in Boston, according to 
observations furnished by Sergeant J. W. Smith of the United 
States Signal Corps: 
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*Q., cloudy; C., clear; F., fair; G., fog; H., hazy; S., smoky; 
R., rain; T., threatening; N., snow; —, below zero. ft Indicatestrace 
of rainfall. s@- Means for week. 


MEDICAL 


CHANGES IN THE CORPS U. S. NAVY 
FOR THE WEEK ENDING JUNE 3, 1905. 


G. M. OLSON, B. ELMORE, E. O. J. EYTINGE, assistant 
surgeons. Appointed assistant surgeons with the rank, of 
lieutenant (J. C.) from May 24, 1905. 

J.B. MEARS, acting assistant surgeon. Ordered to additional 
duty at the Marine Recruiting Station, Buffalo, N. Y. 

J. A. GUTHRIE, surgeon. Detached from the ** Dixie” and 
ordered to the Naval Hospital, New York, N. Y., for treatment. 

J.F. MURPHY, assistant surgeon. Ordered to additional duty 
on the * Dubuque.” 


APPOINTMENT. 

Dk. CHARLES STURTEVANT, of Hyde Park, Mass., has been 
reappointed by Governor Douglas, a medical examiner for Nor- 
folk County. Dr. Sturtevant has held this position since it 
was created, and this will be his fifth term. He is a gradu- 
ate of the Harvard Medical School, the class of 1862. 


RECENT DEATH. 


LAWRENCE CHEW SWIFT, M.D., M.M.S.S., died in Pitts- 
field, June 1, 1905. 


BOOKS AND PAMPHLETS RECEIVED. 

Eighth Annual Report of the Trustees of the Boston Insane 
Hospital for the Year ending Jan. 31, 1905. 

Pancreatitis in Ceylon. By Dr. Albert J. Chalmers, M.D., 
F.R.C.S. Reprint. 

Presidential Address. 

Albuminurie Retinitis. 
Reprint. 

Saccharine Saline Injections in Ophthalmic Practice. (Sodium 
Benzoyl-Sulphonic.) By L. Webster Fox, A.M., M.D.  Re- 
print. 

Contraction of the Visual Field; aSymptom of Anesthesia of 
the Retina in Children. By L. Webster Fox, A.M., M.D. 
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AN EXPERIMENTAL STUDY OF THE ACCURACY 
OF MODERN CLINICAL METHODS FOR THE 
DIAGNOSIS OF DISORDERS OF THE 
STOMACH.* 

BY HENRY F. HEWES, M.D., BOSTON. 


I. THe DIAGNOSIS OF GASTRECSTASIS. 


Il. Tue Diacnosis oF CANCER AND ULCER OF THE 
STOMACH. 
I. THE DIAGNOSIS OF GASTRECSTASIS. 

In the clinical investigation of the conditions 
of disorder of the stomach there is one point 
which, perhaps, is of more importance for diag- 
nosis, taking the average of the cases, than any 
other single fact of clinical examination. This 
point is the existence or the non-existence of the 
condition, of gastreestasis or insufficient drainage 
of the stomach in the ease. 

The importance of this finding of gastreestasis 
for diagnosis is twofold. In the first place such a 
finding, when it represents a constant or chronic 
condition, indicates that we have present an 
actual mechanical abnormality, a matter of 
knowledge which is of great value for the under- 
standing and the treatment of the case. In the 
second place the finding is in a given case a very 
strong indication of the existence of one of two 
serious stomach conditions, cancer or ulcer, and 
its determination may be the prominant factor, 
often in early eases the only factor, of the clinical 
investigation, which leads us to a diagnosis of one 
of these conditions. (See Record, page 687.) 

The importance of this symptom or clinical sign 
being such as it is,a determination of its presence 
or absence is an imperative part of the investiga- 
tion of every case of stomach disorder which 
comes to the physician. 

I have for some time been making an experi- 
mental study of this question of the diagnosis of 
the conditions of stasis in stomach cases to 
determine as far as possible just what means are 
at our disposal for the investigation of this point 
in clinical work, and how great accuracy in diag- 
nosis of the conditions can be attained by the 
employment of this means to its full extent in 
routine in the clinic. 

The experimental work has consisted of the 
study of 180 cases of various stomach conditions, 
including the normal condition, and the numerous 
varieties of stomach disorder as they appeared 
in the clinic, with special regard to the selection 
of such clinical findings as will aid in the differen- 
tiation of conditions of stasis from other condi- 
tions of the stomach. 

The method of investigation adopted for this 
point has been that commonly recognized as the 
most useful single method for determining the ex- 
istence of gastreestasis in clinical work, the exam- 
ination of the contents of the fasting stomach. 


It has been demonstrated that the normal stomach 
after a full meal, a Leube test meal,’ is empty of all 
ingested substances in a period of seven hours. A 


* From the Medical Clinic of the Massachusetts General Hospital. 
! Leube: Deutch. Archiv. f. klin. Med., Vol. xxxiii. 





retention of food or other ingested substances, as bac- 
teria, for periods in excess of this time therefore indi- 
cates a retention or slowness of expulsion. 

The retention or stasis is almost invariably a result 
and indication of an obstruction of the pyloric orifice 
or a general weakness of the motor power of the stomach 
walls. Local retention of bacteria and ferment sub- 
stances in the rough surfaces of a neoplasm of the wall 
may, however, occur without any occlusion of the 
pylorus or any general disturbance of motility.’ 

The stasis may vary in degree. Thus we may have a 
lesser degree where the Leube meal, though not ex- 
pelled in seven hours, takes eight or nine, or a marked 
degree where the contents remains at twelve or more 
hours after ingestion. 

In my work I have chosen the period of twelve hours 
after ingestion as the period of obtaining the fasting 
contents. It is true that lesser degrees of stasis may 
be overlooked by study of contents at this period 
alone. 

It is, however, necessary to have a standard period 
for use in clinical work. This one is long enough over 
the normal to allow for normal variation and _ idio- 
syncrasy and to show, if stasis is present, that a dis- 
turbance of serious degree exists. 

If more intimate study is necessary the contents may, 
in cases where the twelve-hour test is negative, be 
tested at nine hours, ten hours, etc. 

The term “ stasis’ as used in this article, therefore, 
means a twelve-hour stasis, that is, retention of food 
or ferments (ingested substances) for a period of 
twelve hours after a Leube meal. 


Each patient was instructed to eat a regular 
meal, one corresponding in a general way to a 
Leube test meal,’ at 6 p.m., on the day before 
examination and to come to the clinic at 9 A.M., 
no food or other substance having been ingested 
in the interval. The stomach tube was then 
passed and the contents of the stomach obtained 
by expression.? The contents was then exam- 
ined in regard to various points which a consid- 
erable experience in the study of the stomach had 
led me to believe might be of importance in con- 
nection with the determination of stasis or the 
distinguishing of stasis contents from those or 
other conditions. These points were: 

(1) The quantity and appearance of contents. 

(2) The presence of a macroscopic food residue. 

(3) The character of the sediment as examined 
under the microscope as regards the character 
and number of the lower organisms, bacteria and 
yeast fungi, and the presence of food partcles or 
other substances. 

(4) The presence or absence of free hydro- 
chlorie acid. 

(5) The presence of lactic acid. 

(6) The presence and character of fermenta- 
tion of the contents in vitro. 

The 180 cases examined in this way included 
20 cases of normal individuals, 26 cases of gas- 
treestasis, and 134 cases of various disorders of 

2 Strauss: Zeitschr. f. klin. Med., Nos. xxvi and xxvii; also Deutch. 
Med. Wochenschr., 1896, No. xxxviii, Supplement. 

3 Contents amounting to 5 ce. or more was obtained by this method 
of simple expression in all but 6 of the 180 cases. Where a satisfac 
tory specimen is not obtained water may be used to assist expression. 
It should never be used unti! after expression with the patient on his 
back has been thoroughly tried as the dilution interferes with some 
o> special reasons connected with the investigation of other 
points in my cases, all meat or blood containing substances were 


excluded from the meal. Such exclusion is not, however, necessary 
as far as the study of stasis is concerned. 
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the stomach not associated with stasis according 
to this standard for stasis determination. 

A comparative study of the records of these 
cases in regard to the characteristics of the fast- 
ing contents as determined by the above method 
of investigation indicated that the significant or 
pathognomonic characteristics of stasis contents, 
those characteristics which, occurring constantly 
or occasionally, as the case might be, in stasis, 
were never present in the normal or in other 
stomach disorders, so that their presence in a case 
might be significant in differential diagnosis, were: 
(1) The presence of an abnormal food residue; 
(2) The presence of sarcinee; (3) The presence of 
lactic acid; (4) The presence of abnormal yeast 
fermentation. 

An investigation of the records of the two sets 
of cases included in the research, the 26 stasis 
cases and the 154 no-stasis cases, including the 
20 normal and 134 abnormal, in regard to these 
essential or special stasis characteristics, shows 
the following facts; 

The first factor, the abnormal food residue in 
the fasting contents, was present in 24 of the 26 
stasis cases. In 21 cases the food was macros- 
copically recognizable. In vases recourse to 
microscopic examination showed the presence of 
masses of finely divided food particles.‘ 

In 2 cases no food residue, other than the 
seattered particles which are found in normal 


contents (see below) could be determined. (These 
two cases were diagnosticated stasis, from the 


presence of some of the other signs given. One 
came to operation and the correctness of the 
diagnosis was confirmed by the anatomical find- 
ing of obstruction of the pylorus.) (Case 24 in 
table.) In the 134 no-stasis cases a distinet food 
residue, recognizable as such by the eye or micro- 
scope, was not present in any case. 

The sediment of the normal fasting contents or 
that of diseased conditions without. stasis may, 
under the microscope, show a few scattered starch 
granules or other food remnants. Such a find- 
ing should never be confused with an abnormal 
food residue, although of course a doubtful case 
may occur where a recourse of the determina- 
tion of the other stasis factors is necessary to 
settle the question. A little practice in the study 
of the fasting contents in normal conditions and 
in conditions of disease will enable the student 
to differentiate between the few food particles 
which may occur in other conditions and the 
abnormal food residue of stasis. 

In connection with this study of the fasting 
contents for food residue it should be emphasized 
that it is the quality not the quantity of the con 
tents which is of significance in regard to stasis. 
It is true that the total quantity of contents in the 
fasting stomach in this condition is, as a rule, 
much in excess of the normal quantity of fasting 
contents, but quantities in excess of the normal 
are found in other conditions beside stasis. And 
in some cases of stasis the quantity of contents 
may not in single examinations exceed the normal. 


4 In two cases I have found thick sediments of pus in the contents 
which could not, save by gran examination, be distinguished 
from a sediment of finely divided food particles. 





These points are well illustrated by my records. 
In this investigation I found the quantity of 
fasting contents in normal condition to lie be- 
tween a few drops and 40 ce. Five cubic centime- 
meters or more were obtained in all but 2 cases. 
Four cases had quantities over 30 ec. In the 
stasis cases the quantities ran from 20 ce. to 1,000 
ec. Two cases only showed less than 40 ce. 
These 2 cases showed their finding on several 
examinations. Both contained food residue and 
both proved at operation to have some obstruc- 
tion of the pylorus. (Vid. Case IIT in table.) 
In the cases of stomach disorder other than stasis, 
the quantities, as a rule, were within the normal 
limits. Quantities of 50 cc., 80 ce., 100 ee. were 
not, however, uncommon in simple cases of 
chronic gastritis or hyperchlorhydria. In some 
cases, those of hypersecretion, quantities of 400 
ec. to 800 ce. were found. And yet all evidence 
of stasis was absent in these cases in the clinical 
findings, and in several of them the absence of 
‘ause for stasis was demonstrated by anatomical 
finding at operation. (Vid. Case VIII in table.) 

The second stasis factor, the presence of large 
numbers of sarcine in the fasting contents, was 
present in 7 of the 26 stasis cases. Sarcinze was 
found in none of the 154 no-stasis cases. 

Examination in regi ird to the vital contents of 
the fasting stomach in my eases revealed the fol- 
lowing facts. The contents of the fasting stom- 
ach in normal individuals (20 cases) was found 
to contain a certain number of low organisms 
including bacteria! forms, cocci and bacilli and 
spirilli and yeast and other fungi.’ 

The character of the fauna and flora of the 
contents varied much in individual eases. In 
fasting contents containing no free HCl, and such 
contents are not uncommon in normal cases. the 
vital contents is apt to consist of numerous bac- 
teria with an occasional yeast fungus. The num- 
ber of organisms, especially in these hypoacid 
contents, is much greater than in the contents 
containing free HCl. In this latter group, an 
oceasional bacteria and yeast fungus may be 
seen. 

In the marked cases of stasis, cases with food 
residue, the number of lower organisms present is 
much greater than in the normal. So marked is 
this increase that the diagnosis of stasis could 
often be made by the microscopic feature, the 
finding of masses of bacteria or yeast alone. 

In some cases of, stasis, however, as a rule the 
eases of less degree of obstruction, the numbers 
of these low organisms though increased over 
normal are not necessarily so increased that it is 
possible to make a positive determination of the 
presence of a pathological increase by the micro- 
scopic examination alone. With the sarcine, 
however, the case is different. This organism is 
not like yeast and the ordinary bacteria, a normal 
constituent of most fasting contents. It has 
been noted in small numbers in conditions other 
than stasis. But its occurrence in noticeable num- 


5In connection with this subject, vid. Minkowski Mitt. aus der 


Med. Klinik. zu Koénigsberg. Leipzig. 1888 
6 Oppler: Miinch. Med. Wochenschrift, 1894, No. 29. 
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bers is, in my experience, absolutely confined to 
this condition. 

As this record shows, sarcine are but an occa- 
sional associate of stasis conditions. They are 
found most commonly in conditions where the 
secretion of hydrochloric acid is plentiful. Thus 
in all of my seven sarcine cases, free HCl was 
present both in the fasting contents and in the 
contents after a test meal. The test is important 
as serving as one extra means of determining 
stasis in addition to the most common means, the 
presence of a food residue. I have never found 
it positive in any case where the food test was 
lacking. It has, however, one advantage over 
the food test in the fact that in cases where it is 
present it can be determined in any contents 
whether a fasting contents or one after a meal 
or in vomitus. It may, therefore, sometimes 
enable the physician to make a diagnosis without 
recourse to the obtaining of a fasting contents. 

The third stasis factor, the presence of lactic 
acid, was found in 8 of the 26 stasis cases. It was 
absent in all the 154 no-stasis cases. In all of 
the cases in which it was present a food residue 
was present also.” 

The test for lactic acid utilized in this work is 
performed as follows: To 5 to 10 ec. of fasting 
contents add one drop of HCl.§ Shake the mix- 
ture with 5 ce. of ether, draw off the ether and 
add the etherial extract to a very dilute solution 
of ferric chloride. If lactic acid is present a 
greenish yellow color will appear first at the june- 
tion of the ether and the iron solution and later 
diffused through the solution. Like the sarcine, 
this lactie acid finding is, as yousee, only an occa- 
sional associate of stasis. It is commonly found 
in that class of retention cases in which there is a 
diminution or deficiency in the secretion of hy- 
drochlorie acid.®- Thus in the 8 eases in which 
it was found in my research, free HCl was absent 
both in the fasting contents and in the contents 
after a test meal. 

This lactie acid test for stasis is of diagnostic 
value only when it is found in a fasting contents. 
Here it matters not whether the quantity is 
influenced by the nature of the food taken, its 
contents of lactic acid or lactates, or is due entirely 
to fermentation. 

7Stagnation of some kind is essential for the development of 
abnormal fermentation processes in the stomach. As a rule the 
phenomenon means a disturbance of motor capacity sufficient for 
the existence of a food residue in the fasting contents. Case sare re- 
ported, — cases of cancer, — however, where a stagnation of bacteria 
existed sufficient for their multiplication without a stagnation of 
macroscopic food elements. ‘The organisms were caught in the folds 
and rough surfaces of the neoplasm while the general motility of the 
stomach was preserved. Strauss (Zeitschr. f. klin. Med., Vols. xxvi and 
XXvii) reports such cases. This does not occur in all cases of neo- 
plasm (see my records). The point is that it may occur in cases of 
neoplasm not situated at the pylorus. A positive fermentation test 
in our routine, that is a sareciny, lactic acid or yeast test in the fasting 
contents, therefore, indicates simple stagnation or stasis. Such 
stasis, as a rule, means stenosis at the pylorus. It may, however, 
mean simply atonic dilatation. If it is present and a food residue 
is lacking, it is due probably to a neoplasm of the wall harboring 
bacteria, butnot disturbing the motor function of the organ. Vid. 
Strauss: Deutch. Med. Wochenschrift, 1896, No. 38. Supplement. 

5 For absolute accuracy in the test for lactic acid the mixture of 
contents and HCl should be boiled to a syrup before extracting with 
ether in order to drive off any butyric acid which if present in quan- 
tity might give a test somewhat resembling the lactic acid test. In 
the test in connection with stasis however this boiling may be omitted 


as a test, for either butyric or lactic acid would be equally an indica- 
tion of this condition. 


* Lactic acid production by ferment action does not occur in the 
stomach in the presence of an acidity of .12%, total HCl (not free 
HCl). Strauss. Zeitschr. f. klin. Med., Vol. xxviii. 





Its presence in vomitus or contents other than 
a fasting contents cannot be given such signifi- 
cance unless it can be proven that no appreciable 
amount of lactates or of the acid (sarcolactie 
acid) was present in the food of the patient. 

The third stasis factor, the presence of yeast 
fermentation, is tested for as follows: 

Ten or twenty cubic centimeters of contents 
(according to the quantity obtained) is mixed 
with one half its quantity of sterilized 10% glucose 
solution. This mixture is placed in a fementa- 
tion tube, absolutely filling the tube, and placed 
in a thermostat at 37° to 40° C. 

Any apparatus for determining fermentation 
may be used in the test. I have in my work used 
a test tube of a capacity of 20 cc. in which a 
rubber stopper carrying a bent glass tube which 
reached to within one inch of the bottom of the 
test tube was inserted. The quantity of fermen- 
tation can be judged in such an apparatus by the 
amount of the mixture in the tube displaced by 
the gas formed in the fermentation process. 

In performing the experiment, the mixture 
should be observed, if possible, first, twelve hours 
after the beginning of the experiment, then at 
eighteen hours, twenty-four hours and _ forty- 
eight hours, and the presence of fermentation as 
evidenced by the quantity of gas formation noted 
at each observation. If no gas formation or one 
of very slight extent, say 1-20 of a tube at 
most, is present after forty-eight hours, the result 
of the test may be considered negative. If a gas 
formation of more than 1-20 of a tube is present, 
the sediment of the fermentation mixture must 
be looked at under the microscope. If this sedi- 
ment contains a numerous colony of freshly bud- 
ding yeast spores, the result of the test may be 
considered positive and the presence of excessive 
yeast fermentation, that is of an evidence of 
stasis, affirmed. 

Contents withdrawn from a normal stomach or 
from stomachs affected with disease where no 
interference with the emptying of the contents 
into the duodenum is present, have in no single 
case in my experience of over 180 contents 
studied by this method given a positive fermenta- 
tion test according to the above standard. Wedo, 
in eases other than those of stasis,sometimes get 
by this test a gas formation of varying amounts up 
to 3 of a tube in forty-eight hours. In fact, in 
fasting contents which contain no free HCI, it is 
the rule to get a certain amount of gas formation. 
But in all these cases, excepting those where stasis 
is present, the sediment is made up of bacteria, 
not yeast. In these cases apparently the bacteria 
swallowed from the mouth are sufficient to cause 
some fermentation of sugar without the provision 
of an opportunity for their previous multiplication 
in a food mixture offered by the condition of the 
abnormal retention. With yeast, however, this 
condition does not maintain unless some abnormal 
retention phenomenon exists, save, possibly, to the 
extent: of allowing a very slight fermentation as 
represented by a few bubbles at the top of the 
test tube.’ 

This phenomenon of excessive yeast fermenta- 
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tion may, according to my records, occur in con- 
ditions where free HCl is absent, associated with 
an active bacterial fermentation also, or in those 
with much free HCl present. Case VII of my 
record gave this test and also the lactic acid test 
for bacterial fermentation. It is more character- 
istic, however, of cases where a combination of 
stasis with plenty of free HCl is present, those in 
which bacterial fermentation is not a feature. I 
have seen it where the quantity of free HCl 
equalled 0.20%, that is in hypochlorhydria. 
(See Cases V and XXIII.) 

The yeast fermentation test has, like the sar- 
cine test, one special value, namely, that it can be 
applied to a contents at whatever time it is ob- 
tained.'” That is, we are not, in applying it, re- 
stricted to the employment of the fasting contents 
as in the case of the other tests for stasis, the food 
residue test, or the lactic acid test. It may, 
therefore, by the use of this test in emergency 
cases, as, for example, where a vomitus only is 
obtained or where it is difficult to arrange for 
obtaining the fasting contents, be possible some- 
times to diagnosticate our condition without 
recourse to more elaborate preparation. It must 
be borne in mind, however, that the test, like the 
sarcime test, is not present in all cases of stasis. 
In some cases, for example, the fermentation is 
entirely of the bacterial tvpe, the test for which is 
the lactic acid test in a fasting contents. So 
that the fermentation test must not be used for 
ruling out stasis, though it may always be used 
for ruling it in. 

The reasons that the fermentation test cannot 
be used clinically for the determination of abnor- 
mal bacterial fermentation as well as of the yeast 
type have been already mentioned. It is because 
even a normal fasting contents may give a test 
for bacterial fermentation of } to } of a tube of 
gas. This occurs only in such normal fasting 
contents as contain no free HCl. A gas forma- 
tion by this test has, in the great majority of 
cases, a significance only in cases where free HCl 
is present. A yeast sediment is significant, how- 
ever, under all circumstances. 

A positive yeast fermentation test was obtained 
in 18 of the 26 stasis cases. In some, the hypo- 
acid cases, it was associated with bacterial fer- 
mentation. In the cases with free HCl] an almost 
pure yeast sediment was the rule. Of the re- 
maining stasis cases some showed only bacterial 
fermentation when subjected to the fermentation 
test, while others gave no test at all. These latter 
were, with one exception, conditions of extreme 
stasis containing excessive quantities of lactic 
acid in the contents. The presence of the lactic 
acid and of great masses of bacteria in the 
contents showed that some fermentation had 
occurred in the stomach. The failure of these 
contents to ferment in vitro I aseribe to an in- 
hibition of ferment action brought about by the 
accumulated fermentation products before ex- 
pression. The one exception was a case where 

‘© Strauss: Zeitschr. f. klin. Med., Vol. xxvii, reports a series of 
experiments with this test, on contents obtained after test meals. 


The results give the same indications in regard to the value of the 
test which I obtained with experiments on the fasting contents. 





the only contents obtained in three instances, 
were a few solid particles of food which on two 
occasions were obtained only by the use of wash 
water. (See Case III.) Here there was obstruc- 
tion to the passage of large particles of food, but 
all fluid contents passed, so that no field for fer- 
ment action or multiplication of ferments was 
offered. The suggestion offered by this finding 
was that some growth was present near the 
pylorus, but not restricting its patency, which by 
its protuberance prevented large masses from 
coming to the opening, but allowed fluid contents 
to flow over it and through the pylorus. Upon 
operation this proved to be the case, a large fold 
of membrance puckered by an old ulcer cicatrix 
being present on the lower surface of the antrum 
pylori forming a pocket, but not restricting the 
actual opening at all. 

The yeast fermentation test was found in two 
‘sases in which evidence of a food residue was 
lacking. One of these came to operation and 
showed obstruction of the pylorus of slight ex- 
tent from adhesions. (Case XXIV.) Here all 
the macroscopic food particles were either en- 
tirely- gone into solution or passed, a certain 
quantity of food in solution and its ferment con- 
tent of yeast remaining. 

From this record we may summarize our 
knowledge in regard to the special clinical find- 
ings of gactrecstasis as follows: 

Of the four distinguishing clinical characteris- 
tics the presence of an abnormal food residue in 
the stomach, the presence of sarcinx, the presence 
of lactic acid, the presence of abnormal veast 
fermentation, the first, the presence of a food 
residue, is the most constant occurring in this 
investigation in 24 out of 26 cases. The three 
remaining characteristics are occasional factors. 
Thus sarcine were present in 7 out of 26 cases, 
lactic acid in 8, yeast fermentation in 18. 

As none of these characteristics are present 
(according to the results of this investigation) in 
the fasting contents in any condition of the 
stomach other than stasis, the finding of any 
single characteristic in the fasting contents in a 
given case is diagnostic of the existence of this 
condition. 

No one finding is present in all cases of stasis, 
and one of the findings may be present where 
another fails. Thus a yeast fermentation test 
was obtained in 2 cases where the test of a recog- 
nizable food residue was lacking; a food test and 
a lactic acid test were obtained in 5 cases where a 
yeast test was lacking; a food test was obtained 
in one case where all other tests were lacking. 
The condition of stasis cannot, therefore, be ruled 
out in any given case except by a routine appli- 

ation of ull tests. 

From these facts it is clear that our method of 
research for the determination of the existence or 
non-existence of stasis in a given case should be 
as follows: 

The contents should first be examined for the 
presence of the most constant characteristic, the 
food residue. If this finding is positive, the diag- 
nosis of general motor insufficiency or pyloric 
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obstruction is made, and no further investiga- 
tion on this special point is necessary. If this 
test is lacking or doubtful, each of the three addi- 
tional tests, the sarcine test, the lactic acid test 
and the yeast fermentation test, should be tried in 
turn. If any one of these is positive the diag- 
nosis of stasis is still positive, though in this case 
the stagnation may be local as well as_ general.’ 
If all four tests are negative the existence of stasis 
may be regarded as not proven. 

| have dwelt upon these secondary tests for 
stasis, these sarcine and fermentation tests, for 
tworeasons. The first is, that as one or the other 
may be sometimes present where the primary 
test for the condition, the test for food residue, 
is lacking, the routine application of these tests 
may result in the discovery of obscure cases 
which would otherwise be passed.? So far the 
number of cases in which I have found these tests 
where the food test was lacking is small. But 
however small the number, the fact is important, 
and I hope that the method may serve as a means 
of aiding early diagnosis of cases of cancer or 
other lesions of the pylorus, a subject in which 
our diagnostic ability is at present weak. 

The second reason for giving these tests is that 
as some of these tests, as the sarcinz or the yeast 
test, may be applied in any contents, whether a 
fasting contents or one obtained after a meal, a 
knowledge of them may often expedite diagnosis, 
enabling us to reach our conclusion in certain 
cases at once by the examination of vomitus or 
of contents after a meal, and thus make recourse 
to a further examination of a fasting contents 
unnecessary. 

This is the method for the determination of the 
existence or non-existence of stasis (in the re- 
stricted use of the term here employed) which my 
study of stomach conditions has led me to adopt 
as a routine method in clinical work. I do not 
mean to imply that it is the only method of diag- 
nosticating the condition, but simply that it is 
the best and most accurate one for all cases. 
Stasis may, for example, be diagnosticated in 
some cases by examination of the contents ob- 
tained at any time or from vomitus, without 
recourse to the examination of a fasting contents. 
If it is so diagnosticated by the finding of sarcine 
or of food taken on previous day, there is, of 
course, no necessity of further examination. A 
positive yeast fermentation test in a vomitus or 
digesting contents has the same significance. 
Cases of stasis are not infrequent, however, where 
the diagnosis can be determined by the exami- 
nation of the fasting contents only. And the 
condition can never be ruled out without such an 
examination. 

That this method can be relied upon to abso- 
lutely settle the question of the existence or non- 
existence of insufficient motility or drainage in all 
cases is not claimed. As stated in the intro- 
duction, lesser degrees of retention may exist 
which can be determined only by further study 
in the contingency where the condition is not 
demonstrated by this twelve-hour method. 

I do claim, however, as a result of my experi- 





mental work up to date, that a positive finding 
by this method, as a constant or chronic pheno- 
menon of a case," indicates absolutely the exis- 
tence of a serious affection of the capacity of the 
stomach to thoroughly empty itself of ingested 
materials. 

In support of the statement, I have collected in 
a separate list the records of all my cases examined 
by this method described in which, as a result of 
operation or post-mortem finding, it was possible 
to determine the actual anatomical or pathologi- 
sal conditions present. In such a record we have 
an experimental test of scientific value in regard 
to the value of our clinical findings and of the 
deductions which can be drawn from them in 
regard to diagnosis of the actual conditions pres- 
ent. And by such a test only can the real value 
of our method of clinical procedure be deter- 
mined. 

The summary of the special record which forms 
this experimental test is as follows: 

Among 180 cases included in my investigation, 
39 came to surgical operation or post-mortem 
examination. 

In these 39 cases, the test cases of our experi- 
ment, 21 had a clinical diagnosis of stasis and 18 a 
diagnosis of no-stasis. 

In the 21 cases of clinical stasis an anatomical 
finding of obstruction of the pylorus, that is of an 
actual anatomical cause for insufficient drainage, 
was found in every case. 

The actual pathological findings in these 21 
stasis or obstruction cases were: 

Cancer at the pylorus, 11 cases; ulcer at the 
pylorus, 9 eases; adhesions about the pylorus, 
1 case. 

In the 18 clinical no-stasis cases, the pylorus 
was found to be intact or patent in every case. 
The actual pathological findings present in these 
cases were: 

Cancer of the stomach, 10 cases; ulcer of the 
stomach, 3 cases; chronic gastritis, 2 cases; no 
demonstrable lesion of the stomach, 3 cases. 

That is,in the 39 cases of our investigation in 
which it was possible to obtain an actual test of 
the accuracy or the significance of our clinical 
finding, the finding of stasis (twelve-hour stasis) 
was discovered to be an associate and sign of a 
pathological lesion of the stomach of a serious 
character. Also,no lesions of the pylorus were 
found in any of the test cases which did not show 
stasis. 

The testimony of this experimental record is, 
therefore, unanimous in favor of the accuracy 
and importance of the method of diagnosis. It 
gives us three indications of importance in con- 
nection with the study of stomach conditions. 

These are: (1) The existence of obstruction 
of the pylorus in a given case can always be diag- 
nosticated by a proper method of investiga- 
tion. 

(2) The clinical sign of stasis (twelve-hour 
stasis) as a constant feature of a case is always a 

1 The occurrence of a temporary attack of retention under nervous 
influences or in acute conditions of the stomach is not an infrequent 


event in a physician’s experience. Such stasis phenomena are, of 
course, excluded in making this statement. 
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sign of a serious condition (vid. the actual patho- 
logical finding in my case.)" 

(3) Stasis is not, as a rule, an associate of even 
the serious stomach conditions as cancer or ulcer; 
unless the lesion is situated in the region of the 
pylorus (vid. pathological records of no-stasis 
cases) .” 

To further illustrate the facts and conclusions 
which have been determined from this investi- 
gation, I append a table of the individual records, 
the research of 25 of the 180 cases included in 
the investigation. 

In each record there are, first, the results ob- 
tained by each test or step of the clinical proce- 
dure included in the routine method of exami- 
nation of the contents of the fasting stomach 
utilized, and in addition a record of the test for 
free hydrochloric acid in a contents obtained one 
hour after an Ewald test meal, and some record 
of the results of the ordinary physical examina- 
tion as the finding in regard to the existence of 
dilatation of the stomach or ptosis; second, the 
statement of the clinical diagnosis in regard to 
the existence or non-existence of stasis as deduced 
from these findings; and third, the record of the 
actual anatomical condition present where, as a 
result of operation or post-mortem examination, 
this condition was determined. 


iii 


INDIVIDUAL FACTORS IN HYGIENE.* 
BY R. C. CABOT, M.D., BOSTON, 
AND 
P. K. BROWN, M.D., SAN FRANCISCO, CAL. 

InN the prevention and the cure of the vast 
majority of diseases known to us to-day, our 
main stay is general hygiene, which may be 
defined as whatever brings us into the best con- 
dition to resist disease. 

But what will accomplish this end? What is 
positively known to-day about personal hygiene? 
We know a good deal more than we did about 
public hygiene, about water supplies, food 
adulteration and the like, but in regard to per- 
sonal hygiene, diet, exercise, rest, bathing, we 
are now in one of those periods which occur not 
infrequently in any growing science, a_ period 
when we know considerably less than we used to, 
or rather, than we used to think we knew. Our 
venerated hygienic dogmas are being analyzed 
back into their constituent prejudices and super- 
stitions and no new ones have yet gained currency 
or confidence. 

Is hygiene a set of rules valid for all? A set of 
averages obtained by the erasure of individual 
differences? We think it can be shown that the 
only rules valid for all are so vague as to be almost 
useless. We can say that a man must eat some- 
thing and sleep sometimes, but if we try to ad- 
vance beyond these ludicrously vague generali- 
ties we find ourselves at once on very uncertain 
eround. 

If, on the other hand, we try to state the matter 
in terms of averages, we are not likely to get 
any useful guidance for any particular individual. 


* Read in the Department of Health, American Social Science 
Association, May 12, 1905. 








It is like averaging on a map the routes of all the 
transcontinental roads; the resulting line would 
run across the country and at about its middle, 
but would not afford you or me any assistance 
in finding the best route for our own travels, 
whatever they may be. 


¥ 


Suppose you went to a general information 
office, such as Raymond’s or Cook’s, and asked: 
‘““What’s the best railroad to travel on?” the 
clerk would very naturally reply; ‘“‘ That depends 
on where you want to go.” The individual desire 
is the first and decisive factor, and to attempt 
to ignore it is folly. But the attempt to answer 
the question, ‘‘ What railroad should I travel 
on?”’ without knowing where the questioner wants 
to get to is no more absurd than the attempt to 
tell a man the best rules of hygiene without first 
knowing what kind of life he wants to lead. 
‘‘Good morning, Colonel,” said a stranger on a 
visit in the South, ‘‘ how do you feel this morn- 
ing?” ‘ How do I feel, sir?” said the Colonel, 
“T feel like the devil, sir, as every gentleman 
should, sir, in the morning.” 

Note the individual factor in the colonel’s 
hygiene, the individual modification imposed on 
his rules of living by his general ideal of the posi- 
tion of a gentleman. This is the first of the 
individual factors in hygiene to which we wish 
to direct attention, the factor introduced by the 
man’s aim in life, the destination at which he 
wishes to arrive. Knowing that a man wants to 
go to San Francisco as cheaply as he can, you may 
be in a position to offer him some advice as to 
the best means of fulfilling his desire; otherwise 
it would be absurd to trv to advise him. “If 
you want to get the most work out of yourself and 
keep yourself always at your best, I should ad- 
vise you not to drink and smoke.” ‘ Oh, but I 
don’t care at all to get the most work I can out 
of myself,’ your patient may (and not_ infre- 
quently does) reply, ‘‘I want to have more va- 
riety, more fun in my life; I don’t want to be a 
mere working machine.” 

Hygiene, then, is a branch of ethics and, like 
ethics, finds the ultimate warrant for its “ Thou 
shalt”? and ‘‘ Thou shalt not” in the ideals of 
the individual. 


If. 


A second set of individual factors becomes ob- 
vious as soon as we begin seriously to consider 
the differences of race, climate, occupation, age 
and sex. This is more familiar ground. We are 
pretty well accustomed in our practical dealings 
with patients to modify or restate the traditional 
canons of hygiene in accordance with the differ- 
ences just mentioned. We know in a general 
way that the hygiene of men differs from that of 
women, and we have begun to recognize a hygiene 
for children that takes account of other differ- 
ences besides those of weight. We recognize 
(though our school boards do not) that young 
children ought to be allowed a very large amount 
of running about, climbing, yelling and other 
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exercises of large groups of muscles rather than 
the minutely focussed activities that ‘‘ wag the 
tongue and wag the pen,” as Stanley Hall says. 
Yet we recognize that the same amount of vio- 
lent exercise would probably be bad for an adult 
and that, at any rate, no adult except a maniac 
would attempt it. 

Further study will, we believe, carry these dis- 
tinetions much further. We shall grow to be 
less local, less parochial in our views of hygiene. 
We shall probably recognize a hygiene for Cau- 
casians, a hygiene for Orientals, a hygiene for 
brain-workers, a hygiene for adolescence and one 
for those who have reached Osler’s age of chloro- 
form; very possibly, also, one for San Franciscans 
and one for New Yorkers. All this is more or 
less a matter of guess work and prophecy, but 
already our knowledge has gone far enough in 
this direction to make some of the textbooks of 
hygiene smack ludicrously of the town that pro- 
duced them. The German textbooks are un- 
mistakably German in their point of view, and 
vet undertake to dogmatize for us all; no doubt 
ours sound as strange to them. 

We shall allude but for a moment to the extraor- 
dinary disregard of individual differences that 
is apt to afflict those physicians who are them- 
selves strongly individual in their hygienic habits. 
The physician who finds that coffee disagrees 
with him is apt to preach a crusade against all 
users of coffee and proclaim it rank poison. The 
doctor who happens to need no exercise is tempted 
to assume that all exercise is a fad, and so on. 

But we pass at once to ancther class of differ- 
ences, dependent not like the first type on one 
conscious ideal of life nor like the second on 
environment and circumstances, but on certain 
characteristics which seem to be inherited, yet 
which we are often very backward in discovering. 
We shall try to exemplify some of these differences 
in each of the following functions: 


(1) Sleep; (2) Waking up; (3) Work; (4) 
Rest; (5) Exercise; (6) Food; (7) Tests of 
Health. 


(1) Sleep. -- (a) The average Caucasian has 
come to take his sleep in one dose and his food 
in several; but the American Indian often takes 
his sleep in divided doses and sometimes takes 
his food in one. Here is an interesting individual 
difference. How common each of the two meth- 
ods is seems to us a question on which consider- 
able statistical study might profitably be spent. 
Some persons habitually wake up in the night, get 
up, do a bit of work, and then go to bed again. The 
mid-day siesta, so commonly taken in the tropics, 
is another example of divided doses of sleep. 
(b) The total dose of sleep necessary is a matter 
on which there is, so far as we are aware, very 
little statistical information. It is a common 
belief that women need more sleep than men, but 
it is hard to find a statistical backing for that 
statement. (c) Preparations are generally neces- 
sary for good sleep. Certain persons, if they are 
to sleep well, must arrange that the vigor of their 
activities shall taper off and not rise in a crescendo 
as the evening goes on. Others do not find this 





so. There are many other interesting questions 
about sleep to which we have no time to allude 
here. 

(2) Waking up. — One of the most interesting 
individual differences concerns the simultaneity 
or lack of simultaneity with which the different 
organs wake up. In some persons the brain 
seems to wake before the stomach; in others 
the stomach gets ahead of the brain, while some 
persons wake all at once. Some have to wake 
their systems up by using dumb-bells, some by 
a cold bath, some by drinking coffee, some by 
work. Habit, of course, plays a large part. One 
who is used to breakfast at eight and is forced to 
breakfast at three or four may find that his 
stomach is not awake, and being unready for its 
work does it so badly that indigestion results. 
It seems likely that the rise of the ‘no break- 
fast ”’ idea is due to the fact that some persons’ 
stomachs (or general metabolic processes) can- 
not be awakened except by work; it is probably 
a matter of individuality, but we need a great 
deal more statistical evidence on this point. 

People differ much in regard to the time of 
day at which they become so thoroughly wide 
awake that they can do their hardest work. 
Whether a brain-worker should do his hardest 
in the morning or later in the day is a matter 
which we hope to investigate statistically and 
in comparaton with tasks of other kinds. It is 
said that marksmen shoot more accurately after 
luncheon than before. . 

(3) Work. — We think it is not sufficiently 
realized that work is a great, if not the greatest, 
factor, in keeping us well. Physicians sometimes 
tell a man to give up work without realizing that 
they are compelling almost as serious a change 
as if they told him to give up eating. To take 
away a man’s work is almost as serious a thing 
as to take away his food. We may feed a man 
by some other channel. So may we send him 
on a vacation and try in this way to take the 
place of the nutrition that comes to him by work, 
but good working of the organism is not always 
secured in this way. It may be as hard to fit 
him to loafing (and as unnatural) as to rectal 
feeding. My convalescent patients sometimes 
say: “‘I don’t feel fit to work,” and the answer 
is “ You will never be fit to work if you wait 
till you feel like it. The only thing that will 
make you feel better is the tonic and stimulus 
of getting to work.” This is true not merely 
in neurasthenic cases. Balfour, the present 
Premier of England, was miserable physically 
until he was induced by a wise physician to take 
up his present strenuous work. 

(4) Rest. — Of the many problems about rest 
and recreation we shall cite but one. Persons 
may be divided into two classes, expressing indi- 
vidual differences, according as they can rest by 
change of work, going from one work to another, 
or cannot. We know of nothing more important 
than for a man to find out early in life to which of 
these classes he belongs. 

(5) Exercise. — Almost all doctors prescribe 
exercise. How many healthy doctors ever take 
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any? Did it ever occur to you to ask whether 
there is any word in any language other than Eng- 
lish which really corresponds to “ exercise ’’ in 
our sense? We can think of none in French, 
German or Italian, and we are interested to 
know whether exercise, like athletics, is an Anglo- 
Saxon peculiarity. Other languages have words 
that seem to translate it after a fashion, but not 
very precisely. If this is true it is a very impor- 
tant thing to take account of. 

Health and Muscle. --- Some of the older men 
here may remember Bleakie’s book, ‘“‘ How to 
Get Strong,” a book much in vogue fifteen vears 
ago. It dealt with the question of exercise, and 
dealt with it on the assumption that to “ get 
strong ” is the same thing as to develop muscle. 
In fact the book should have been entitled ‘“‘ How 
to develop muscle.”” But we know that a man 
may develop muscle to any extent and yet have 
no health, We knew a man in college who 
developed by gymnasium work the most extraor- 
dinary set of muscles that we have ever seen, 
except on Sandow, yet he was never well or 
healthy and never could put through any piece 
of prolonged hard work, mental or physical. 

Now as soon as we realize that to be strong and 
healthy is not the same thing as to increase the size 
of our muscles, the individual element in exercise 
becomes more and more prominent. If one 
could prescribe gymnasium exercise to increase 
muscle and thereby health, the individual ele- 
ment could be largely disregarded, but when you 
recognize that the muscular individual is not 
necessarily healthy, the individual element in the 
choice of exercise comes to the fore. Some per- 
sons enjoy pulling chest weights, and are bene- 
fited by it, perhaps because they enjoy it, but 
the vast majority of people would rather be put 
to penal servitude than pull chest weights, and 
in such persons it certainly may do harm. We 
need to take the crude product we call ‘‘ exercise ”’ 
and analyze out of it what is of value. We be- 
lieve that the more fully it is analyzed the more 
the individual factor will be recognized. Is it 
deep breathing, vigorous heart action, profuse 
perspiration, that is that invaluable element? 
Is it relaxation, enjoyment, change of mental 
attitude? Is it the amount of fresh air breathed 
in? One thing we do know to be true in most 
persons, viz., that in valuable exercise there is 
no selj reference. Attention is turned away from 
self. In exercise which you enjoy that is the case. 
But many exercises (as, for example, the Swedish 
system or any other system of gymnastics, cales- 
thenies, ete., that is done jor exercise and not for 
fun), direct the person’s attention to himself, and 
thus in a very large proportion of cases neutralize 
any possible good to be accomplished through 
them. 

(6) Food. — First, in regard to the amount. 
The vast majority of us have the idea that when 
the patient is run down we should feed him up. 
But the recent investigations of Professor Chit- 
tenden should certainly make us more doubtful 
of the value of feeding persons up. Professor 
Chittenden has shown that Voit’s diet tables can 





no longer be regarded as standard for all persons. 
Some persons on a diet containing a very much 
smaller amount of proteid and of a lower calory 
value do not only*as well, but apparently much 
better. We are not arguing that the dict used 
in Professor Chittenden’s experiments is right for 
all of us, but merely that he has directed atten- 
tion to individual differences. Apparently, cer- 
tain persons are better off on what is practically 
a vegetable diet. Let those who find it to be 
good for them adopt it, but they need not mount 
to the house top and proclaim that every one 
must follow that diet or be damned. 

The brilliant work of the Russian physiologist, 
Pawlow, emphasizes again in another way the 
same point; he shows that gastric juice will flow 
freely if the animal likes the food presented to it, 
and will not flow if it does not like it. 

In regard to the use of water, many rules seem 
to be constructed in the following way: A person 
comes to us, in ill health; we find that he drinks 
very little water. We prescribe water; he gets 
better and we then formulate the rule that the 
ordinary man should drink more water. But if 
we investigate not the hygienic failures who come 
to doctors, but the people who are strongest and 
healthiest, we should find that many of them 
drink very little water or liquid of any other kind 
whatever, very much less than we, as physicians, 
are in the habit of saying that people must drink 
to be well. We believe that this is an individual 
matter, and that no invariable rule can be laid 
down. 

(7) Tests of Health.— We are very much in 
need of tests of the degree of health, tests that 
will show a ‘ healthy ” person how far from the 
danger point he is. In such cases we think that 
individual differences will be found to count a 
great deal. Some persons are to be considered 
well if they eat well and sleep well and feel well. 
For others these tests are not sufficient. We 
have noticed in quite a number of persons that 
information of some value can be obtained by 
noting the degree of infection of their hangnails. 
Everybody has some hangnails, but when the 
individual is below par, they begin to get in- 
flamed. Another possible test is the condition 
of the reflexes, some of the minor reflexes espe- 
cially. In the last report of Phipp’s Institute 
for Tuberculosis there is an account of the reflexes 
of tuberculous patients, especially the hypothenar 
reflexes. We have watched in ourselves for some 
time the condition of this reflex as compared with 
our own general condition, and are beginning to 
watch it in some other persons too. Perhaps 
certain individuals can measure their condition by 
noting the condition of their reflexes. One of us 
finds that when he loses sleep or is overworked 
this hypothenar reflex comes out very promi- 
nently; scratching the ulnar side of the forearm 
with a pencil makes the abductor minimi digiti 
stand out. When he is in firstrate condition the 
reflex cannot be elicited. 

We hope that we have done enough to remind 
you of a large body of facts which indeed are 
common knowledge (or common ignorance), but 
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which are not always in that foreground of our| 
minds whence action issues. These facts exem-| 
plify the individual variations dependent on: 

(a) Our chosen plan of lifé. 

(b) Our environment, age, sex and occupation. 

(c) Our inherited or acquired temperament, | 
taste and bent. 

(d) The selective bent of our individual tissue, 
which makes the amount and kind of rest, exer- 
cise, food, sleep, suit us as they do no one else. 


ITT. 


Now are these differences of individuality such | 
as to preclude the possibility of framing any set | 
of requirements for health, such as our hygienic | 
books have usually contained? A “required | 
course’ for health, we answer, like required | 
courses in college, will soon become extinct. but | 
a group-elective system will remain, From| 
among a group of possible ways of being well | 
each man will have to choose one by instinct and | 
experiment. For example, vou belong either to 
the group of those who can rest by change of 
work or to those who cannot; instinct and experi- | 
ment will enable you to judge. You are either a 
no-breakfast man, or you are not, and so on. 

To work out the actually existing and practi- 
eable methods of keeping well, at or near which 
-ach man is likely to live, is the job to which we 
propose to devote a good deal of time and money 
during the coming years. We propose to collect, 
if we can, the statistics of the actual habits of 
50,000 healthy Americans, the healthiest that 
we can get in touch with through physicians and | 
other intelligent persons in different parts of this 
country. 


} 
| 





How has hygienic success been actually 
achieved? What methods of keeping well are 


the most often successful in.this country at the 
present time? 

Imagine, for example, that statistics should 
show that 80% of healthy Americans eat three 
meals a day, 5% eat no breakfast, and 4.5% no 
lunch, while only 4% skip the evening meal; it 
would hardly be worth while to experiment much 
with a no-dinner plan, but one would want to find 
out by experiment whether one is better without 
breakfast or without lunch. If it should turn 
out to be true that one half the healthiest people 
to be found eat meat but once a day, while a 
third eat it twice and the balance three times a 
day, one would wish to try these experiments, 
but would not consider it worth while to try eat- 
ing no proteid whatever, nor making one’s diet 
exclusively proteid. 

In Colonial days, when our race was more homo- 
geneous and the range of our possible activities 
more limited than they are now, the variety of 
hygienically successful methods of living may 
very well have been fewer. Just as all gentle- 
men were in Colonial times of one religion and 
belonged to but two or three professions, so it may 
very well have seemed as heretical to speculate 
or experiment in hygiene as in religion. Authority 
decided such matters. 

Now, with the freedom of conscience and the 





right of private judgments in politics and religion, 
are coming, we believe, the right and the duty 


‘of the individual layman to prevent disease by 


working out for himself his own method of keep- 
ing well. 

Anyone who has watched himself carefully 
must have noticed how sharp and clean-cut his 
individual limits are. You can walk easily for 
miles just inside vour individual limit of strength, 
but if anvone pushes vou even a little way beyond 
it, you are tired in fifteen minutes. Yet it will 
tire you almost as much to have to hold your pace 
down to that of a slower walker as it would to 
hurry after the champion pedestrian. By instinct 
and experiment vou find vour proper pace and 
then it varies little for vears. So it is with sleep, 
food, recreation. You can work for months just 
within vour normal sleep limits, but if you cut 
down sleep even a half hour a night below your 
limit it will show at once in the quality of your 
work if not in more obvious forms of ill-health. 

The individual’s best path of life. then, is 


}sharply marked out and not difficult to determine. 


But it may be almost impossible jor any outsider to 
determine it even ij the outsider is a physician. 
Suppose some one else tried to decide for you how 
fast you should walk, what the natural swing of 
your gait should be. He might by very careful 
and constant observation of your various paces 
come fairly near the right one, but it would be a 
great waste of energy for a result only approxi- 
mately correct. . 

The individual should be urged to find out for 
himself how to keep well. We count it a great 
misfortune or disgrace if an American arrives at 
manhood without knowing the three R’s, but it 
needs only a little reflection to make us realize 
that it is a far worse calamity to grow up without 
knowing what rests vou, whether change of work 
is your best recreation, whether vou are better 
with a low proteid diet, a low or high intake of 
water and what your vocation or hobby is. 

Have you not sweated blood in the attempt to 
discover for a man of forty what his proper 
avocation is, or for a woman of thirty-five what is 
her proper work? And as you labored has it never 
aggravated your toil to recognize that this job 
should have been done by the patient himself 
years before? 

To find out for another man how he ought to 
live is as awkward as to tie his necktie for him. 
You can do it somehow or other, but he can feel 
his way and adjust his motions much more accu- 
rately himself. 

The individual factors in hygiene, then, are so 
many and so essential, that in the great move- 
ments of preventive medicine it is the layman 
who, with some general guidance, must work out 
the salvation, that is the best hygiene of the 
future. We are often told that doctors should 
prevent disease instead of trying to patch up 
the poor wrecks who exemplify the hopeless 
results of long years of hygienic failure. But 
we cannot believe that the most important work 
in this line can be done by the doctor; it is a 
waste of energy for him to attempt it in most 
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cases. Moreover, the educated layman will more 
and more resent the attempt. I think it will not 
be long before it will be held as presumptuous for us 
to attempt to prescribe by general rules a man’s 
best way of living, as it would be for us to prescribe 
his wife, his profession, his political or religious 
opinions. Private judgment and unwillingness 
to submit to authority will spread to this sphere, 
nay, have already spread far in that direction. 

We will recur for a moment to our own plans. 
Our belief is (as we have tried to indicate) that 
the hygiene of the future will be not a series of 
commands, ‘Thus do or thou shalt die,’ but 
2 map showing a number of practicable roads, 
ach preferred and found satisfactory by a group 
of persons of a certain build, a certain ideal of life, 
a certain inherited and acquired set of the tissues. 
‘On or near some of these roads,” we shall say, 
“you will probably travel. Look them over as 
you do in choosing a profession, a house or a town 
to settle in. [Find out which suits you best; 
then take it.” 

Now, our ambition is to assist in the construc- 
tion of this map, to find out by the collection of 
an enormous body of statistics of healthy people 
what workable sets of habits now exist in regard 
to food, water, exercise, sleep, work, recreation 
and the rest. Such a map of passable roads will 
not bind the individual to walk on any one of 
them, but if he wishes to roam in the fields or 
ditches he will at least be conscious of what he is 
doing and where the ordinary roads are if he 
cares to return. 

To collect the body of statistics on which such a 
map could be based will need the codperation of 
many intelligent persons all over this country, 
and later we shall be asking members of the pro- 
fession to codperate with us in the task. 


> - 


THE EFFECTS OF TOBACCO UPON THE 
THROAT.* 
BY 8. W. LANGMAID, M.D., BOSTON. 

] HAVE been induced to write this short paper 
because my experience of the evil effects of tobacco 
on the throat, especially by smoking, has been 
contrary to what is generally taught in textbooks. 
and because very little has been written on the 
subject and no record of clinical observations has 
come under my notice. The subject has gener- 
ally been dismissed with an opinion for which no 
good reasons were offered. 

For many years I have been compelled to 
believe that smoking is responsible for certain 
forms of throat disease, or is an added factor in 
the injurious effects of climate. 

I must acknowledge that my observations have 
been made in a cold, moist climate, such as exists 
in winter all along the seashore of the northern 
United States, and may not hold good in other, 
warmer or warm-moist climates. Indeed, I am 
inclined to believe that such is the case. But 
should it be urged that climate alone might be 
considered responsible for the affections of the 


* Read at_a meeting of the American Laryngological Association 
at Atlantic City, N. J., June 3, 1904. 





throat, I might reply that until tobacco is aban- 
doned there is very little or greatly delayed re- 
sponse to treatment. 

The condition of the throat which I have ob- 
served is that so exhaustively treated and so 
truly described by Bosworth in his chapters on 
acute naso-pharyngitis and naso-pharyngeal cat- 
tarrh. Bosworth, although admitting that to- 
bacco may be an irritant to the pharyngeal 
mucous membrane, says that he “ has always con- 
sidered the nicotine absorption to be the vicious 
factor in its use.” He admits that the ammonia- 
cal vapor and possibly the small quantity of 
pyroligneous acid may act as irritants, and that 
it is frequently noticed that a patient suffering 
from naso-pharyngeal catarrh is greatly incon- 
vienced and his trouble even aggravated by smok- 
ing, and that in such cases it is necessary that the 
habit should be abandoned. But, he says, “‘ the 
vases are the exception rather than the rule.” My 
belief is that in all cases of acute and chronic naso- 
pharyngitis smoking must be abandoned or the 
cure is delayed. Especially is this the ease if 
cough is a prominent and distressing symptom. 

Diseases of the nose and throat. — Although I 
believe that much of the hyperemia of the pharyn- 
geal mucous membrane may be due to irritation 
of the smoke from the burning tobacco, I am 
forced to believe also that the poisonous effects 
upon the nervous system may be to a large extent 
responsible for the vasor-motor disturbances 
which are plainly visible in the throat of all 
smokers. 1 believe that most of us could hardly 
make the mistake of not recognizing by the ap- 
pearance of the throat the non-smoking man even 
if he should not apply to us for treatment of a 
naso-pharyngitis. It has been my custom to 
make such a diagnosis greatly to the astonish- 
ment of the patient. Turthermore, I think the 
appearance of the throats of most female patients 
will be noticed to be unlike that of men even 
when the pharyngeal mucous membrane 
acutely or chronically diseased. 

I am inclined to believe that it is largely due to 
the poisonous action upon the nervous system 
that tobacco plays such a part, as it seems to 
me, in producing and perpetuating disease of the 
throat. The following extracts from recent arti- 
cles on the action of excessive smoking upon the 
organs of special sense may seem to you to afford 
justification for such an assumption. 

Possible etiological factor in tobacco. 
amblyopia. — “G. E. de Schweinitz and Kd- 
sall' attempt to throw some light on what the 
possible poison may be which produces one or 
the other of the many changes which have been 
described by many authors in the optic nerve 
fibres, or the ganglion cells of the retina, and 
which manifest themselves by the clinical symp- 
toms.” 

“ Horner, long ago, and de Schweinitz, 1900, 
suggested that the disease depended on a species 
of auto-intoxication, and the investigations of 
Sachs and Casey Wood indicate ‘that certain 
stomach toxins are capable of causing in animals 
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blindness, probably of the type now under con- 
sideration.’ In seven there were evidences of 
marked disturbance of digestion or metabolism 
or of both.” 

Tobacco nerve deajfness.2— Wyatt Wingrave 
gives the results of his observations of seventeen 
cases as follows: (1) ‘“‘ That they were all well 
marked eases of nerve deafness {unattributable to 
other causes) occurring in heavy smokers. (2) 
That the loss of low tones in 50% suggests an 
auditory equivalent for a recognizable ocular 
lesion. (3) That the disease was symmetrical. 
(4) That there was an impairment of color sense 
in eight of them, and definite scotoma in four 
eases. (5) That 80% showed marked improve- 
meat on abstinence from tobacco supplemented 
by drug treatment; three were cured. 

‘“‘ Tobacco smoking. — Besides nicotine, tobacco 
smoke contains nicotianine, collidine and other 
pyridine derivatives, acids, resins, carbon di- 
oxide, prussic acidand ammoniacal salts. Two 
drops of nicotine placed on a dog’s tongue pro- 
duce, in succession, efforts to swallow, great weak- 
ness, convulsions and death, in less than a minute. 
light drops will kill a horse. Tobacco contains 
from 2 to 8% of nicotine and Le Bon has deter- 
mined that though most of this is changed in 
smoking, it appears as other pyridine bodies 
which are just as poisonous.” 

Petit? finds ‘‘ that these bodies do not condense 
much in the warm mouth, so are mostly exhaled, 
therefore the physiological effect of ordinary 
smoking is not a marked one. Susceptible per- 
sons may, however, be much affected by breath- 
ing the air of a room in which there is much 
tobacco smoke. 

“ The poisonous constituent of tobacco smoke. — 
The gaseous products of the incomplete combus- 
tion of tobacco, whether it be smoke in the pipe, 
cigarette or the cigar, are so complex that the 
question, To which constituent are the toxic 
effects of tobacco smoking precisely due? remains 
unanswered. Of course, it is well known that 
nicotine is a powerfully poisonous constituent of 
tobacco leaf, but it is by no means certain that 
the alkaloid reaches the system by way of the 
smoke in sufficient quantities to act seriously as a 
poison. To begin with, the amount of nicotine 
in tobacco is very small, and there is reason for 
believing that the quantity given in previous 
analyses has been considerably over-represented ; 
moreover, though a volatile poison, nicotine 
does not occur in the free state in tobacco, 
but as an organic salt, which is not volatile, 
and which probably breaks up readily on com- 
bustion. It is doubtful whether a seventh 
part of the total nicotine in the tobacco reaches 
the mouth of the smoker, and some investiga- 
tors deny that any nicotine occurs in tobacco 
smoke at all. But assuming that nicotine is the 
toxic constituent of smoke, the quantity must be 
quite minute, since in most mild tobaccos the 
proportion is rarely over 1%. On the other 
hand, the incomplete combustion of tobacco gives 


2 Ann. of Otol., Rhinol. and Laryngol., September, 1903. 
3 Le Progrés Médicale, Nov. 28, 1903. 





rise to the formation of aromatic compounds, 
oils, bases, amines and gases, some of which are 
undoubtedly poisons, and these are obviously 
produced in a far larger amount compared with 
the quantity of nicotine in tobacco. 

“ In this connection too little attention seems to 
have been paid to the relatively large quantity 
of the poisonous gas — carbon monoxide — in 
tobacco smoke. When the insidious nature of 
the gas is considered its absorption in the system, 
which must be very rapid when inhalation is 
practiced, would sufficiently explain the train of 
poisonous symptoms which excessive smoking is 
apt to set up. In some particulars the physio- 
logical action of nicotine and carbon monoxide is 
similar. The dizziness and stupor, the trembling 
of the limbs and the hands, the disturbance of the 
nerve centers and the circulation, palpitation on 
a slight effort, and the feeble pulse may be the 
indications of either carbon monoxide or nicotine 
poisoning. But since one ounce of tobacco gives 
no less than one fifth of a pint of pure carbon 
monoxide gas when smoked in the form of ciga- 
rettes — and probably as much more in the form 
of cigars or in pipes — it is not improbable that 
to a very large extent these symptoms are due 
to the carbon monoxide. 

‘We have recently tried the following instruc- 
tive experiment which bears upon this point: 
Two or three mouthfuls of tobacco smoke from 
a cigarette were shaken up with a few drops of 
blood diluted with water in a bottle. Almost 
immediately the blood assumed the pink color 
characteristic of blood containing the gas, and 
further observations with the spectroscope con- 
firmed the presence in the blood of carbon mon- 
oxide. Similarly a few mouthfuls of smoke from 
a pipe and a cigar were tried, and the results were 
even more marked. In this experiment we have 
some explanation in particular of the evil effects 
of cigarette smoking, for it is chiefly cigarette 
smoke that is inhaled — an indulgence by which 
the poisonous carbon monoxide is introduced 
directly into the blood. This effect of tobacco 
smoke upon the blood appears to be of consider- 
able significance.” — Lancet, Jan. 2, 1904. 

The above statements seem to offer sufficient 
evidence of the poisonous action of excessive 
smoking upon the nervous system. The ophthal- 
mie and the aural surgeons have never doubted 
their effect upon the organs of special sense. 

Clinical evidence, is to my mind, sufficient to 
prove similar action on the throat. The smoker 
is never quite free from a form of naso-pharyng- 
itis, and sooner or later a mild form of tracheitis 
appears and becomes chronic. The naso-pharyng- 
itis may reveal itself by the necessity for fre- 
quent hemming, or, as frequently occurs, by a 
morning cough which in some cases is so severe 
as to cause vomiting which is frequently ascribed 
to “‘ catarrh of the stomach.” 

Not infrequently when the naso-pharyngitis 
becomes acute, as it frequently does in winter, a 
most distressing night cough appears, convulsive 
in its nature and resembling the constantly re- 
peated cough of the child with naso-pharyngeal 
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adenoma. The cause for such a cough js not 
suspected by physician or patient, and demulcent 
medicines having been found inefficacious resort is 
had to opiates with the result of destroying the 
patient’s digestion, and the usual systemic dis- 
turbances follow. 

I have frequently found that the cough would 
quickly disappear if smoking was discontinued, 
internal medication being limited to the giving of 
a placebo, but if the smoking was continued, or 
not materially lessened, the cough would con- 
tinue, or, with intermissions, return during a 
period of months. 

But I would call attention especially to the 
effect of tobacco upon the throat and voice of 
singers. I have refused for many years to treat 
the throat of singers and public speakers where 
smoking was not discontinued, since I believe 
that treatment which otherwise would be eftfica- 
cious would be of little avail. 

The specialist is frequently consulted by a 
singer or actor for hoarseness which prevents a 
public appearance. The pharynx and larynx are 
hyperemic, the secretion of glutinous mucus is 
excessive, but the real reason for altered quality 
of voice or its extinction is found in the paresis 
of the intrinsic laryngeal muscles. Either one or 
both vocal bands are relaxed and the upper regis- 
ter of the voice is lost. In such cases a few days or 
hours of rest of the voice and the treatment which 
any skilled specialist would apply would be suffi- 
cient to restore the voice to a working condition. 
But the patient must be told that unless he ceases 
to smoke relief will be delayed. If it should be 
said that such a condition may result from over 
use of the voice or from climate, or both, I shall 
certainly agree, but would yet maintain that 
smoking not only helps largely to provoke such 
attacks, but that it retards the restoration of the 
vocal ability. 

I believe, then, that tobacco smoking is not only 
harmful to the throat as a direct irritant, but 
that it produces vaso-motor disturbances of the 
pharyngeal mucous membrane by its poisonous 
effects upon the nervous system. 

One can be materially aided by stopping smok- 
ing for a time. I have found this method of 
treatment to be productive of good results in 
many cases. 

With regard to the effect of tobacco upon 
singer’s voices, I have known several singers who 
have tried to smoke when the throat was affected, 
bnt who were obliged to give it up. I am willing 
to admit, however, that deep voices, such as bari- 
tone, bass, or contralto, are not so easily affected 
by tobacco smoke as are the higher voices, 22z., 
the tenor and soprano, since the beauty of tone 
in the lower pitched voices does not depend, for 
reasons foreign to the scope of this paper, upon 
the absolute integrity of the vocal bands. 


_— 
+> 





Five Years oF Mepicat Stupy.—It is stated 
that an optional fifth year will be offered at the Rush 
Medical College in affiliation with the University of 
Chicago, with varied possibilities of study, including 
an interneship under certain modified conditions. 





STUDIES ON EPILEPSY.* 


BY ARTHUR MORTON, M.D., 
AND 
MORGAN B. HODSKINS, M.D., PALMER, MASS., 
Assistant Physicians, Massachusetts Hospital for Epileptics. 


TREATMENT OF STATUS EPILEPTICUS. 
BY ARTHUR MORTON, M.D. 


Last year an article was written describing 
the treatment of status epilepticus at the Massa- 
chusetts Hospital for Epileptics. During the past 
year, the same general line of treatment has been 
varried out. We have, however, been especially 
interested in the use of a sterile solution of sodium 
bromide given hypodermically and in lumbar 
puncture. The consideration of these two agents 
will form the basis of this article. . 

In the use of a sterile solution of bromide, we 
feel that we have a very valuable method of 
treatment of status. Last year we could report 
on only four cases; but during the past twelve 
months we have used it in many cases and 
generally with good results. 

We experimented for several months with the 
different bromide salts and with solutions of 
different strengths, and finally came to the ¢on- 
clusion that the best results were obtained with 
a solution of the sodium salt of the strength of 
30 grs. to the ounce. Stronger solutions than 
this are too irritant and are apt to produce ab- 
scesses. The solution even in this strength 
should never be injected in large quantities into 
the thighs or breasts. Out of several thousand 
injections of this solution, we have had but two 
abscesses and these occurred after about an ounce 
of the solution had been injected into the thighs. 
We have, however, had several cases of sore and 
indurated breasts. The induration rapidly dis- 
appeared under the use of a glycerine poultice 
and none of the breasts suppurated. 

The site we select for the injection is on the 
back just below the angle of the scapula. Here 
several ounces of the solution may be injected 
without fear of abscess formation. 

Some authors recommend the use of a 10% 
solution of sodium bromide; but we have found 
that this is much too strong and very apt to pro- 
duce abscesses or painful indurated areas. Other 
advantages that might be mentioned in favor of 
the weaker solution are its diuretic and stimu- 
lating effects. In these respects its action is 
much the same as that obtained by the subcuta- 
neous use of normal salt solution. 

The amount of bromide injected varies in differ- 
ent cases; frequently 60 to 100 grs. will control 
the convulsions; but we sometimes have to in- 
ject 180 grs. or 6 oz. of the solution before the 
desired result is obtained. 

The earlier in a case of status the injections are 
commenced the better. Perhaps the most useful 
purpose of this solution is in aborting threatened 
attacks. During the past year we have given 
directions to the head nurses that if certain pa- 
tients, who are apt to have series of convulsions 


* The following papers were read in part at the Annual Meeting 


of the National Association for the Study of Epilepsy held in Boston, 
Nov. 22, 1904. 
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or to develop status, have two convulsions in 
succession they shall at once receive ten hypo- 
dermics, twenty minims each, of the sterile sod- 
ium bromide solution. In this way the patient 
receives about 12 gers. of the salt early in the 
attack. If the patient continues to have con- 
vulsions, ten of the small hypodermies are given 
after each convulsion until the patient has re- 
ceived forty injections with the small syringe. 
These injections may be given in any part of the 
body for,so far as we have been able to observe, 
they never give any trouble. This plan of treat- 
ment we feel sure has warded off many attacks 
of status which would have developed if we had 
followed the old plan of giving drugs by the 
mouth. 

If the patient continues to have convulsions 
after having received forty of the small hypo- 
dermics, the nurse calls the physician and from 
1 to 4 oz. of the solution are injected into the 
tissues of the back. For these last injections, a 
large antitoxin syringe is used. 

We do not wish it to be understood that we 
claim that the use of this method will control 
every case of status; but we have found. that 
in the majority of cases, we can control the con- 
vulsions, especially if the injections be begun early. 

The use of lumbar puncture in cases of status 
has been tried in seven cases with varying results. 
Three of our died while the other four 
recovered. In none of the cases was it used dur- 
ing the first of the attack; but only after re- 
peated injections of sodium bromide and other 
agents had failed to control the seizures. 

our of the cases showed a marked improve- 
ment after the withdrawal of 10 to 15 cc. of cere- 
bro-spinal fluid. While in the others, there was 
little if any permanent effect obtained. In five 
of the cases the fluid was under increased pressure. 

In one of the cases 20 ce. of the fluid were with- 
drawn after which 10 ee. of sterile sodium bro- 
mide solution, 30 grs. to the ounce, were injected 
into the subdural space. The patient, who had 
had twenty-five hard convulsions up to the time 
of the puncture, ceased having them and had 
only one more in the next fifteen hours. 

While our results have been varied, we feel 
that lumbar puncture may serve a useful purpase 
in the treatment of status especially in those 
cases that have increased intracranial pressure. 
Whether the subdural injection of a solution of 
bromide will prove a suecess remains to be seen. 
It certainly seemed to do a great deal of good in 
the case in which we tried it. We feel that the 
earlier the puncture is performed the better will 
be the results. 


sasSes 


REFLEXES IN EPILEPSY. 
BY ARTHUR MORTON, M.D. 

We have attempted during the past few months 
to study the knee jerks and plantar reflexes in 
patients directly after they have had an epileptic 
fit. 

In looking over various articles on epilepsy, 
we find that most of the authorities have little to 
say on this subject. 





The following are a few quotations from vari- 
ous well-known writers: 

‘‘ Transient increase of the patellar reflex, tran- 
sient albuminuria and violent vomiting are com- 
mon after epileptic attacks.”” — Dr. Ludwig Hrrt. 

“ After an attack the reflexes are sometimes 
absent; more frequently they are increased and 
the ankle clonus can usually be obtained.” — 
Dr. William Osler. 

‘“ For a few minutes the state of the spinal cord 
may be such that the knee jerk cannot be ob- 
tained. When it returns it is excessive, appar- 
ently from the lack of higher restraint. It lasts 
longer on the side most paralyzed, that is, the 
side towards which the head has been turned in 
the fit.” — Dr. W. R. Gowers. 

‘The cutaneous reflexes are suspended directly 
after an attack, but the tendon reflexes are gen- 
erally somewhat exaggerated, although some- 
times they also are diminished or absent.”? — 
Dr. Adolf Striimpell. 

“The reflexes are abolished during the attack 
(the conjunctival and corneal reflexes also, and 
particularly the pupillary light reflex), the knee 
reflexes being also absent (if they ean be tested 
at all) though they may be normal or exagger- 
ated. — (Sternberg). This loss of the reflex 
excitability may last somewhat longer than the 
attack.” — Dr. H. Oppenheim. 

We have been able to obtain the knee jerks 
after twenty-seven hard convulsions occurring in 
twenty-two different patients; also the plantar re- 
flex after twenty-four hard convulsions occurring 
in twenty-two different patients. Most of these 
patients could be classed as suffering from idio- 
pathie epilepsy. There were only a few who were 
hemiplegic. 

The tables on next page show our results: 

It will be noted that the knee jerks in most of 
the cases are active between convulsions. In a 
number of cases directly after the convulsion this 
reflex was increased markedly. Ten minutes 
after it was still found increased in some of the 
sases and the same condition was observed thirty 
minutes after the convulsions. In some of the 
other cases, the knee jerk was found to be either 
absent or not active directly after the convul- 
sion. Ten minutes after, most of these cases 
seemed to have regained their reflex activity. 

This reflex is always increased more on the 
side of the body that takes a more prominent part 
in the convulsion. We attribute the increase of 
the knee jerk to an increased irritability of the 
secondary and possibly of the primary reflex ares 
and to a lessening of the inhibitory influence of 
the secondary reflex are. In those cases in which 
the knee jerk is diminished or absent an exhaus- 
tion of the cortical motor cells and of the motor 
cells of the cord would seem to be indicated. 

The plantar reflex in most of the cases was 
found to be absent or not active directly after 
the tonic stage, probably due to the unconscious 
condition of the patient. In the state between 
the convulsions this reflex is often quite active. 

In cases of status epilepticus, the knee jerks 
are often very active during the early stage. At 
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KNEE JERKS TAKEN AFTER TWENTY-SEVEN 
CoNVULSIONS.* 
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* Two patients had two convulsions. 


this time ankle clonus and the Babinski reflex ean 
often be obtained, especially if the convulsion 
affects one side of the body more than the 
other. 

As the stage of exhaustion begins, the reflexes 
are less and less active until they finally dis- 
appear entirely, if the exhaustion be severe. They 
may remain absent or inactive for several days. 
After this they gradually return and may become 
very active. 

This variation of the reflexes may be explained 
as follows: During the earlier stages there is an 
irritable condition of the secondary and _ possibly 
of the primary reflex are. Also there is probably 
a partial paralysis of the inhibitory apparatus. 
Under these conditions we get an increase in the 
patellar reflex. 

As convulsion after convulsion follow one 
another, the cortical motor cells and the motor 
cells of the cord become so exhausted that they 
are unable to maintain a sufficient degree of 
muscular tonus to produce the reflex. The 





motor cells gradually recover and the knee jerk 
returns. 

As to the prognostic value of the reflexes in 
status, we are not prepared to make any state- 
ment at present. It would seem that in cases 
where the knee jerk disappears a very much 
exhausted condition was present and that the 
prognosis would be more unfavorable. 

During the past year, however, we have had 
one fatal case of status in which the knee jerks 
were very active until within a short period before 
death. In another case the knee jerks disap- 
peared early in the attack and exhaustion was 
profound. This case, however, made a good, al- 
though slow, recovery. 

The conclusion we have drawn in the study of 
the patellar reflex after convulsions is that the 
activity of the knee jerk depends upon the de- 
gree of exhaustion or irritation produced by a 
given convulsion in the cortical motor cells. 
The greater the exhaustion, the less active the 
knee jerk. 


EXHAUSTION PARALYSIS IN EPILEPSY. 
BY MORGAN B. HODSKINS, M.D. 


Tuts phenomenon is quite frequently observed 
in epilepsy, and probably occurs to some degree 
after every hard fit. The absence of tendon re- 
flexes after very hard seizures can probably be 
explained in this way. The writers on neurology 
either ignore the subject of exhaustion paralysis 
or dismiss it with a very few remarks. 

For a résumé on this subject, I would refer to 
the ‘ Clinical Studies in Epilepsy,” by L. Pieree 
Clark, from the Archives of Neurology and Psy- 
chopathology, Volume II, 1899. 

In this communication I wish to report four 
‘ases which seem to me to come under this head. 


Case I. Admitted June 3, 1903. Patient, A. J.C, 
male; age, fifteen. Occupation, none. Family history 
negative. Personal history: Patient has had the 
ordinary diseases of childhood. When five years of 
age he had some kind of fever, and during the course of 
this, he had a great many convulsions which were 
followed by right hemiplegia. After this the con- 
vulsions ceased for seven years, but returned at 
puberty. The attacks are usually of the petit mal 
type and occur usually during the day. At times 
there are absolutely no convulsive movements con- 
nected with them. At others there are convulsive 
movements of the right fingers and arm. 

Oct. 24, 1904. For the last few days patient has 
had a great many convulsions, from twenty to forty 
in twenty-four hours. The convulsions seem to start 
in the right hand and extend up the arm. Then patient 
loses consciousness for an instant and recovers con- 
sciousness almost immediately; but the arm’ and hand 
may be still in the clonic stage of the convulsion. 

Oct. 27. During the past week patient has had three 
hundred and fifty. or more convulsions of the Jack- 
sonian type. These seem to commence in the fingers 
of the right hand and extend up his forearm. Patient 
seems to know when they are coming. He grasps his 
hand and by holding it very tightly seems to ‘abort the 
convulsion. Motor “paralysis in patient’s hand com- 
plete; sensory paralysis not present; wrist reflexes 
absent; partial paralysis in forearm. 

Oct. 28, 1904. Motor paralysis of hand only par- 
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tial. A pronator reflex present on radial and anterior 
side of wrist ; sensation normal; knee jerks on both sides 
active but about equal; no ankle clonus; no Babinski. 

Oct. 29. There is noticeable improvement in 
patient’s hand; flexion and extension of wrist returned ; 
some use of fingers also; reflexes plus. 

Oct. 31. Patient’s hand has improved almost back 
to its normal usefulness. He is having only a few 
convulsions at present. Reflexes slightly plus. 

Case IJ. Patient, W. I. N., male; age, thirty-six. 
Occupation, stock broker. Family history: Father 
dead; cause apoplexy. Mother alive and well. Father 
was of very nervous disposition. Patient has two 
brothers rather below the average in intelligence and 
one is much addicted to alcohol. 

He did not have fits at any time during childhood, 
was bright, had the ordinary diseases of childhood, 
was an energetic young man, but very nervous and 
troubled with insomnia. Eight years ago, after busi- 
ness failure and a period of strain and over-work, 
he had his first fit. Since then they have steadily 
increased in number and severity. 

He was admitted to the hospital May 2, 1900, and 
has had fits at the usual intervals since. On Sept. 22, 
1901, at midnight, he had a severe general convulsion. 
The mode of onset was not observed. After the 
general spasm had ceased, a clonic spasm was main- 
trined in the left arm and to a less degree in the left leg. 
This continued with slight intermissions and the 
patient was unconscious until 3.30 a.m. During this 
time he did not have another general convulsion and 
only occasionally did the face muscles of the left side 
contract. At 3.30 a.m. he was comatose; temperature 
1054°; pulse 160; respiration 60. He remained in 
this condition until 6 a.m. when he became very restless 
and the nurse noted that he did not move the left side 
of his body. At this time his temperature was 1033°; 
pulse 130; respiration 20. At 9 A.M. temperature 
993°; pulse 108; respiration 18. 

He has complete motor paralysis of the left arm 
and a great deal of motor weakness of the left leg. 
The muscles of the left side of the face and neck are not 
:uffected, the reflexes are all abolished in the arm, and 
very much diminished in the leg. Babinski not present. 

Sept. 26, 1901. The motor weakness of the leg has 
improved somewhat and the tendon reflexes are plus. 
The arm remains completely paralyzed and the reflexes 
are absent. 

Sept. 27. Patient is now able to lift his arm but is 
not able to perform any of the finer movements, such 
as moving the fingers. The arm reflexes are all plus. 

Oct. 15. Patient has improved steadily since last 
note. He was examined to-day and no trace of the 
paralysis could be found. Tendon reflexes normal. 

Case III. Patient, G. W. R., male; age, sixty-two. 
Occupation, mariner. 

No heredity. Epilepsy probably caused by a blow 
on the right side of the head, which he received on 
Nov. 27, 1898. No fracture of the skull that can be 
detected at the present time, Jan. 31, 1902. After this 
injury to his head, he was troubled for a year with 
severe headaches and after one severer than usual, he 
had his first fit. This was followed by another in about 
four months’ time, after which the convulsions grew 
severer and nearer together, until sometimes he would 
have five or six in one night. While at work during 
the summer of 1901, patient received a partial sun- 
stroke. After this he developed delusions and was 
placed in an insane hospital. During his residence 
there, his convulsions grew milder and less frequent. 
Ile was transferred to this hospital Jan. 28, 1902. 
Kixamination at this time did not reveal anything 
especial except paresis of the extensor muscles of the 
hand, probably from neuritis following la grippe. 


Since this, he has had a few convulsions of moderate 
severity, occurring mostly in the night. 

On March 2 at 6.05 a.M., be began to have seizures. 
The onset of the first one was not. observed. After 
the general convulsion was over, clonic spasm of the 
left leg continued. This was rhythmical, about thirty 
contractions per minute. About every five minutes, 
the local spasm would increase in frequency and force, 
extend to the left arm, right arm, and finally become 
general, with the head turned slightly to the left side. 
After about a minute, the general spasm would grad- 
ually cease, with the exception of the left leg, which 
would remain in clonic spasm during the period 
between the general convulsions. 

This was repeated twelve times. After this, patient 
was examined for exhaustion paralysis and it was 
found that the left leg was almost helpless, sensation 
normal as far as could be determined, knee jerks 
absent, Babinski absent. At 7 o’clock P.M. consider- 
able weakness in the leg. He says his arm feels numb; 
otherwise normal. Reflexes in the left leg diminished. 

March 3. Patient is up and dressed this morning. 
He says his left leg feels as strong as the right one. No 
material difference in the knee jerks can be detected. 
The numbness has disappeared from the arm. 

Case IV. Patient, J. T. S., male; age, sixty-two. 
Occupation, laborer. 

Family and personal history: Father died at forty- 
two years of age; cause phthisis. He says that his 
father was a temperate man. Mother alive and well at 
eighty-two years of age. Patient was an only child. 
No history of epilepsy, alcoholism, or insanity, or 
other nervous disease in family. 

No history of patient having fits during childhood. 
He had the ordinary diseases of childhood and then 
was well until about two years ago when fits began. 
Patient is a father of ten children, five of whom are 
dead. Three died with scarlet fever. Cause of death 
of the other two unknown. He says that none of them 
died in convulsions. Patient has used alcohol ex- 
cessively for years. He denies venereal infection. His 
son says that several times during the last two years 
patient has had a series of convulsions chiefly confined 
to the left side, followed by paralysis of this side and 
afterwards slow recovery; but each attack of paralysis 
lasting longer than the preceding one. 

Patient was admitted to the hospital on March 18, 
1902. His son said that on March 12, patient had eight 
severe convulsions confined chiefly to the left side of 
the body and following this a period of stupor. Upon 
regaining consciousness he could not move the left 
side. He has improved gradually since then. On 
admission he could not walk without assistance and 
dragged his left foot. The tendon reflexes are all 
absent on the left side; the skin reflexes seem about 
normal; Babinski not present; tactile, pain, and 
temperature sense present but somewhat retarded. 
The retardation may be due to the patient’s mental 
condition as he is somewhat demented. The left side 
of the face is not affected and we understand that this 
did not take an active part in the convulsions. There 
is increased resistance to passive movements in the 
weakened muscles. 

March 21. Patient has recovered from the paralysis, 
and examination shows him to be suffering from 
locomotor ataxia. 


REPORT ON THE HYPOCHLORIZATION METHOD OF 
TREATMENT OF EPILEPSY. 
BY ARTHUR MORTON, M.D. 


THe hypochlorization treatment, or as it is 





sometimes called, ‘Salt Poor Diet,’’ has been in 
use at the Massachusetts Hospital for Epileptics 
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for several years. It consists in substituting 
sodium bromide for sodium chloride in the pa- 
tients’ food. The claim is made that the bromide 
salt is rapidly absorbed and becomes a part of 
the body tissues when administered in this way. 
It is also stated that when the bromide is given 
in this way, only about one half the usual 
quantity is needed to produce the sedative effect. 


We have had twenty-four patients, who are] 


either feeble-minded, idiotic, or demented, on 
this treatment for two and one-half years. The 
diet of these patients has consisted mostly of milk, 
eggs, bread and butter, gruel and soups, to which 
has been added enough sodium bromide so that 
each patient receives about 15 grs. a day. So- 
dium chloride has not been entirely excluded 
from their diet. 

The results in this class of cases were very en- 
couraging. The number of spells decreased 
markedly, and the patients were much quieter 
than they were before the treatment was com- 
menced. 

About the middle of last November, it was 
decided to put all the patients in the women’s 
hospital, about one hundred, on a salt poor diet. 
The women’s hospital building contains four 
wards and accommodates patients of all degrees 
of intelligence. These patients have a_ plain 
mixed diet. 

The following notes were kept during the course 
of the treatment: 


“ Nov. 24, 1903. Patients in women’s hospital were 
put on salt poor diet eight days ago. During this time 
they had approximately sixty grains of sodium bro- 
mide. This was mixed with their food in the kitchen 
and they also had access to salt cellars containing 
sodium bromide and corn starch. This amount seemed 
too much as bromism was produced in five cases. These 
patients all showed marked effects of the drug, being 
very sleepy, dull and stupid. No rashes have ap- 
peared as yet. Nearly all the other patients were quiet 
and seemed a trifle dull. 

“Tec. 8. Patients have been taking on an average 
about 35 grs. of sodium bromide a day since last note. 
Sodium chloride has been almost entirely excluded from 
their diet, butter being without salt. There has ap- 
peared in one case bromism of a mild type. This case 
had not taken bromide for several years. There is a 
large diminution in convulsions, but patients have 
been very noisy and excited ever since last note. 

“Dec. 15. For the past week the patients have been 
taking approximately 30 grs. of sodium bromide. The 
excitement in all the patients seems to be growing less 
at the present time. A few of the patients have grown 
weak, and some of them have been in a mild delirium 
a part of the time. The patients are not eating so well 
as they did before the diet began. There seems to be 
still a large diminution in the number of convulsions. 
Some patients who were suffering from the want of 
sodium chloride, have been put on 15 grs. t.i. d. 

“ Dec. 22. For the past week the patients have been 
taking approximately 30 grs. of sodium bromide each 
day. The excitement has diminished somewhat, al- 
though the patients are still very irritable. Some of the 
older patients have been taken off salt poor diet and 
are now allowed sodium chloride in their salt shakers. 

“Dec. 29. The excitement among the patients has 
somewhat decreased during the past week. They are 
getting the same amount of sodium bromide. A great 
many of the patients have complained of constipation. 





“ Jan. 1, 1904. Sodium chloride has been added in a 
small quantity to the patients’ dietary. This is mixed 
with equal parts of sodium bromide and placed in the 
salt cellars. 

“Jan. 5. Patients seem to appreciate the addition 
of sodium chloride to their diet and are getting along 
nicely. There is an increased number of convulsions. 
There have also been several series of spells. 

“Jan. 12. Salted butter was added to patients’ 
dietary three days ago. Patients seem considerably 
quieter than they have been for the past two weeks; 
although there seems to be an increase in the number 
of convulsions. 

“March 1. For the past two months, patients have 
been taking approximately 25 grs. of sodium bromide 
each day. The wards have been somewhat quieter 
than they were the preceding month. 

“April 1. The patients have continued taking the 
same amount of sodium bromide the past month. 
There has been one severe attack of status epilepticus. 

‘May 1. The same amount of sodium bromide has 
been administered during the past month. There have 
been two severe cases of status epilepticus during the 
past month. The new patient or patients from the 
other cottages who enter women’s hospital soon develop 
a mild attack of bromism; but this, as a rule, disap- 
pears quickly. 

“June 1. During the past month the patients have 
been allowed double the quantity of sodium chloride 
in their salt shakers, while the same amount of sodium 
brémide has been continued. There has been one fatal 
case of status epilepticus. 

“June l5. Beginning with the first of the month, the 
patients have been allowed all the sodium chloride they 
wished in their salt shakers. Sodium bromide has been 
withdrawn entirely from the salt shakers and now each 
patient gets approximately 25 grs. of sodium bromide 
which is mixed with their food in the kitchen. 

“ July 26. Sodium bromide, which the patients have 
been taking in their food, has been gradually reduced 
so that now they are getting about 14 grs.a day. The 
patients seem to show the effect of this reduction by a 
marked increase in the number of spells. During the 
past few days there have been several cases of status 
epilepticus. 

“Sept. 3. The reduction of sodium bromide in pa- 
tients’ food has been continued gradually since last 
note until now it has been entirely removed from their 
diet. The patients are being carefully watched for the 
development of status epilepticus and if any signs of 
this are seen, they are immediately given 60 grs. of 
bromide by the mouth.” 


The - following table shows the approximate 
amount of sodium bromide taken daily by a pa- 
tient, the average number of grand mal, petit 
mal, and mild convulsions that each patient had 
during the month, and the average weight of 
each patient during the month. This table in- 
dicates the results in treating ninety-five patients 
by the hypochlorization method for a period 
extending from the 15th of November, 1903, to 
the Ist of September, 1904. The months of 
September and October, 1903, are included in the 
table so that a comparison may be made as to the 
condition of the same patients when on regular 
diet. 

It will be seen by the table that the greatest 
decrease in the number of convulsions occurred 
in December when the patients were taking about 
35 grs. of sodium bromide cach day, and the so- 
dium chloride was almost entirely excluded from 











700 


BOSTON MEDICAL AND SURGICAL JOURNAL 


(June 15, 1905 





Amount 





of NaBr. Convulsions. | Weight | Remarks. 
G ¥ M_ Total | 
' ' ' 
Sept. 0) 7.5| 3.7) .2/11.4 1117.7 |Regular Diet. 
Oct. 0) 17.2) 4.7] .2/12.2 | 118.8 (Regular Diet. 
Nov. I grs. | 5.0 2.8) .1) 7.9 | 118.1 (Began Nov. 15. 
Dee. 35 13.9) 1.5} .O| 5.4 | 118.1 |NaCl excluded. 
Jan. 25 13.8) 1.9} .9) 6.7 | 117.0 |NaCl added. 
Feb. 25 1.7| 2.5) .3| 7.5 | 1170 
Mar. 25 6.2) 1.8] .4| 8.4 | 117.0 
Apr. | 25 16.4 2.0 8.4 | 117.8 
May | 25 , 6.9) 1.1 8.1 | 118.8 [NaCl increased. 
gune 1 25. .,, 6.8 10 7.9 (117.4 |NaCl ad lib. 
July Is , 6.0) 1.2) .1| 7.3 | 118.8 
Aug. Be as 7.5) 1.3 8.8 | 118.2 


G = Grand mal convulsion. 
P = Petit mal convulsion. 
M = Mild convulsion. 


their diet. During this time, however, the pa- 
tients were very irritable, and those of inferior 
mentality were noisy and quarrelsome. 

There was not enough of the bromide salt to 
satisfy their craving and it was no unusual thing 
to sce a patient empty the entire contents of 
the salt cellars on her plate. 

We continued this dict through the month of 
December; but at this time the patients found so 
much fault, that it was decided to add sodium 
chloride to the bromide contained in the salt 
shakers. After the sodium chloride was added, 
there was a gradual increase in the number of 
convulsions; but the number was still below the 
sverage when the patients were on the regular 
diet. 

CONCLUSIONS. 

The hypochlorization method controls the con- 
vulsions, requiring only about one half the amount 
of bromide usually given. 

It has little or no effect on the general nutri- 
tion of the patient. 

It is apt to cause constipation. 

It does not furnish enough salt to satisfy the 
patients’ craving. 

It may be used with success with intelligent 
patients. 

It is practically useless in the middle grade of 
epilepties, as they have neither the desire nor the 
w Il power to carry it out properly. 

A modified salt poor diet, in which about equal 
parts of sodium chloride and sodium bromide are 
used in the food may be used to advantage with 
idiotic and demented patients if their diet can be 
controlled absolutely. 

Bromism is comparatively rare. 

LUMBAR PUNCTURE 


IN STATUS EPILEPTICUS. 


BY MORGAN HODSKINS, M.D., AND ARTHUR MORTON, M.D. 

Ir seems to be a much disputed question 
whether or not there is an increase in intracranial 
pressure during attacks of status epilepticus. 
During the past year, we have performed lumbar 
puncture in seven cases. In five of these, the 
cerebro-spinal fluid was under increased pressure. 

We think that in most cases, there is an inerease 





in intracranial pressure, and that by withdrawing 
from 15 to 20 cc. of cerebro-spinal fluid, we may 
be able to lower this pressure in a marked degree. 
In one of our cases, the blood pressure fell thir- 
teen points after the puncture. 

We do not wish it to be understood that we 
think the attack is necessarily caused by increased 
intracranial pressure; but we do think that after 
un attack has started, there is increased pressure 
present and that this increase probably has much 
to do with the continuance of the attack. 

Much the same symptoms are found in status 
epilepticus as exist in uremic eclampsia. In the 
Journal of the American Medical Association for 
Oct. 8, 1904, Dr. Robert N. Wilson reports a 
series of cases of uremic eclampsia in which he 
performed lumbar puncture. He lays consider- 
able stress on the increase of intracranial pressure 
in the production of uremic convulsions. In our 
seven cases, four showed marked improvement 
after the puncture and recovered while the other 
three died, although two of these showed tem- 
porary improvement. 

We think that this procedure will give better 


results the earlier in the attack it is used. In 
most of our cases, it was used as a last resort. 
Case 399. March 26, 1904. Patient developed 


status and the convulsions could not be controlled by 
the ordinary means. After she had had forty hard 
convulsions at intervals of about fifteen minutes, 
lumbar puncture was performed and 12 ce. of cerebro- 
spinal fluid was removed. ‘The fluid was not under very 
high pressure. . 

After the withdrawal of the fluid, patient ceased 
having convulsions for over two hours. After this 
she began again and had about 35 more during the 
next two days. These last were not as severe and the 
intervals between them were longer. 

This case made a slow recovery. 

Microscopical examination of the fluid, with a one- 
sixth objective, showed about one or two red cells 
and one endothelial cell in each field. 

Case 578. April 18, 1904. Patient developed 
status and 100 ers. of sodium bromide were adminis- 
tered hypodermically. As the convulsions did not 
cease, lumbar puncture was performed after patient 
had twenty-four hard seizures. Fourteen cubic 
centimeters of cerebro-spinal fluid were removed. The 
fluid was under increased pressure. After the with- 
drawal of the fluid, patient had only one more con- 
vulsion in the next twelve hours. After this she had 
a few more light convulsions which were easily con- 
trolled. This case was followed by an exhaustion 
paralysis of the pharynx and extremities. Recovery 
was slow. Microscopical examination, with a one- 
sixth objective, showed one red cell in each field. 

Case 568. April 18, 1904. Patient developed 
status and had twenty-five convulsions of the grand 
mal type although not very severe. As the usual 
remedies failed to control the spells, lumbar puncture 
was performed and 14 cc. of the cerebro-spinal fluid 
were withdrawn. The fluid was under slightly in- 
creased pressure. 

After this, patient had five light convulsions within 
the next two and one-half hours after which they 
ceased entirely. 

Patient made quick recovery. 

Microscopical examination of the cerebro-spinal fluid 
showed with a one-sixth objective about one red cell to 
every two fields. 
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Case 417. May 19, 1904. Patient developed 
status and had about twenty-five hard convulsions. 
The usual remedies were used, but had little effect. 
Lumbar puncture was performed and 14 ce. of cerebro- 
spinal fluid were removed. The fluid did not seem to 
be under greatly increased pressure until the patient 
had a convulsion, when it squirted from the needle in a 
stream. 

May 20, 1904. Lumbar puncture produced little, 
if any, results in this case as patient had about seventy- 
five more hard convulsions and is now having many 
light spells. 

May 21, 1904. The light convulsions continued to- 
day and patient died at 5.15 p.m. Microscopic exam- 
ination of the fluid showed about two red cells to each 
field, one-sixth objective. There were also a few leu- 
cocytes and endothelial cells present. 

Case 246. Aug. 29, 1904. — For the last three days, 
patient has been having on an average of from seventy- 
five to one hundred fits a day. All the ordinary reme- 
dies have been tried without result. At two o’clock 
p.M. lumbar puncture was performed and 15 cc. of clear 
cerebrospinal fluid were withdrawn. The fluid ap- 
peared to be under considerable pressure, dropping 


about one hundred and twenty times a minute. The 
fluid was examined with a one-sixth objective. The 


only abnormal constituents noted were a few red cells. 

After the puncture, patient seemed somewhat im- 
proved and did not have a convulsion for three and 
one-half hours. After this, the fits began again, the 
temperature ran up to 109° F. and death followed. 

CasE 321. Sept. 12, 1904. Patient has been suf- 
fering from status for the past thirty-six hours. The 
ordinary remedies having no effect, at 4.30 o’clock this 
afternoon lumbar puncture was performed and 15 ec. 
of clear cerebrospinal fluid were withdrawn. The fluid 
was under increased pressure. Patient did not have 
another convulsion for eight hours. Then the fits be- 
gan again. The temperature went up to 107° F. and 
death ensued from exhaustion. The cerebrospinal fluid 
was not examined microscopically. 

Casg 578. Oct. 12, 1904. Patient had twenty- 
five hard convulsions which could not be controlled. 
Lumbar puncture was performed and 20 ce. of the 
cerebrospinal fluid were removed. The fluid was 
under increased pressure. After this 10 cc. of a sterile 
sodium bromide solution, 30 grs. to the ounce, were 
injected directly into the subdural space. Patient had 
only one convulsion in the next fifteen hours. 

Examination of the cerebrospinal fluid was negative. 

The blood pressure which was 140 before the punc- 
ture fell to 127. 

Patient made slow recovery. 

In examining the cerebrospinal fluid the following 
technique was used: The fluid was caught as it dropped 
from the needle in two sterile centrifuge tubes. About 
7 ce. were allowed to drop into each tube. These 
tubes were immediately centrifuged for twenty min- 
utes at twelve hundred revolutions a minute. After 
this all but a few drops of the fluid was removed with a 
pipette. A drop of the remainder was placed on a 
slide, covered with a cover glass, and examined with a 
one-sixth objective. In estimating the red cells, the 
contents of the second tube were used so as to avoid 
any introduction into the fluid of blood from the wound. 


ve 


Bequests. — By the will of the late Mrs. 
Emily Warren Appleton of Boston, among many 
other public bequests, the Massachusetts Chari- 
table Eye and Ear Infirmary receives $2,000 and 
the Boston Instructive District Nursing Asso- 
ciation $5,000. 








Clinical Department. 


A CASE OF URETERAL CALCULUS; REMOVAL 
BY ILIAC INCISION .* 


BY F. B. LUND, M.D., 
AND 
HOWARD H. SMITH, M. D., BOSTON. 


History BY Dr. H.H. Smirx: C. A. T., aged 
twelve, born in Boston, schoolboy. Since latter part 
of 1903, boy has been more or less delicate and has tired 
easily. 

April 16, 1904. About three months ago, after 
skating for some hours, patient came home complain- 
ing of sharp, lancinating pains in lower right abdomen. 
Pain was severe, compelling him to remain in sitting 
posture. At this time mother says she noticed a 
tumor in right lower abdomen, which was red and 
tender. Duration of tumor unknown. Since first at- 
tack of pain he has had four others, at about intervals 
of two weeks. Attacks last from one to three days, 
pain being constant with frequent sharp exacerbations 
of a colicky nature. Each attack has been associated 
with vomiting, vomitus greenish in color, never bloody. 
Bowels regular. Micturition more frequent recently, 
gets up once or twice at night. Appetite poor. 

Last attack was April 15, 1904, pain severe, kept 
child up all night, considerable vomiting, pain referred 
to end of penis, and to scrotum. Never has noticed 
color of urine during attack. 

Examination showed a well developed and nourished 
boy. 

April 16, 1904. Skin and visible mucous mem- 
brane pale. Occasional choreic movements, especially 
noticed in extended fingers. 

Abdomen retracted, tympanitic, no mass felt. On 
right side there is tenderness on deep pressure. Tender- 
ness seems to follow line of psoas muscle. There is no 
muscular spasm. There are a few small palpable 
glands along right psoas muscle. 

Liver, spleen and kidneys are not palpable. 

Reflexes normal. There are a few palpable glands 
in each axilla, and in both sides of the neck, and in the 
groins. Glands are discrete, movable and not tender. 
There is no edema. Rectal examination not made. 

Urine. — Acid; slight trace of albumin; no sugar. 

Leucocytes. — White count, 4,200. 

No attacks of pain since last visit. 
able; no subjective symptoms. 

Total quantity in twenty-four hours, 1,060 cc. 
amount, 620 ce.; night amount, 440 cc. 

Day amount: Normal color, acid, specific gravity, 


Child comfort- 


Day 


1,022. No albumin. No sugar. Sediment: Much 
calcium oxalate, few uric acid crystals. Small amount 
of pus, rarely in clumps. Few pelvic cells- Amor- 


phosis urates. No blood. 

Night amount: Normal color. Specific gravity, 
1,020. Acid. No albumin or sugar. Sediment as above. 
Urea not calculated — through oversight. 


April 22. Childimproving. Nosymptoms. Urine 
shows no albumin or sugar. 
X-ray examination. — X-ray examination shows 


well-marked shadow about size of date stone in lower 
right quadrant, just above pelvic brim. The radio- 
graphs are shown in Figs. 1 and 2. 

On examination there is still some tenderness along 
right psoas muscle, on deep pressure. No spasm. No 
mass. Operation advised for removal of the ureteral 
calculus. 

May 26, 1904. Since last note one month ago, 
patient has had two attacks of pain, the last, a day or so 
ago, was the most severe he has had at any time during 


*Patient shown at the meeting of the Boston Medical Library on 
March 1, 1905. 
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course of the illness. Urine shows no albumin. No 
blood. Tenderness persists on right. Parents give 
consent for operation. 

May 28, 1904. Operation May 28, 1904, by Dr. F. 
B. Lund, at the Boothby Hospital assisted by Dr. 
Germain. 

Under ether an oblique incision was made, about one 
inch above and parallel to Poupart’s ligament, its upper 
end opposite the anterior superior spine of the ilium. 
On making the’incision through the skin and aponeu- 
rosis of the external oblique and the internal oblique 
muscle, peritoneum was exposed. It was not opened, 
but worked carefully back with the hand, inward and 
downward, down to the bottom of the pelvis, where the 
stone could be felt. The ureter above the stone could 
not he identified. By freeing the tissues surrounding 
the ureter and stone, an attempt was made to push the 
stone upward so as to identify the ureter at a higher 
point, but as the stone could not be pushed upward, it 
was necessary to make the incision upon the stone in its 
original position in the bottom of the pelvis. This was 
done with some difficulty, and as soon as the stone was 
exposed, silk sutures were passed with a curved needle, 
and after removal the incision was closed in the ureter 
by tying the sutures. The stone was then found to 
have been rough on its outer surface and lying in a 
pocket in the ureter, which sufficiently explained why 
it could not be moved upward from its position. Great 
assistance in removal of the stone was obtained by 
having an assistant lift it up by a finger in the rectum. 
A probe passed upward into the pelvis of the kidney and 
downward into the bladder, failed to reveal the presence 
of any more stones. The sutures were then tied, closing 
the wound, except for an opening in the lower angle 
through which a cigarette drain was passed down to 
the line of sutures in the ureter. The patient had no 
shock, but had slight elevation of temperature for the 
first two days. He made an excellent recovery. There 
was a leakage of urine about the drain up to the 
second day, when it was removed, and through the 
sinus left by its removal, for two or three days more. 
After that the drain opening closed, and the boy left 
the hospital with the wound firmly healed, having 
gained markedly in weight and general condition, 
about two and a half weeks after the operation. 

July 12, 1904. Child has made a perfect recovery 
from operation. He still has frequent micturition, has 
to get up once or twice nearly every night to pass water. 

There is no tenderness along course of ureter. His 
general condition is much improved, color is better and 
there is no evidence of chorea. 

Urine has been examined at different times, each time 
there has been the slightest possible trace of albumin 
present. Specific gravity from 1,008 to 1,014. Sedi- 
ment has always contained abundant calcic oxalate 
crystals, small amount of pus and uric acid. 

At last examination a few days ago there were also a 
few fine granular casts and small round cells. Quantity 
ranges from 900 cc. to 1,200 ce. 

X-ray taken to-day shows no evidence of calculi. 

March 1, 1905. The patient is in good condition with 
no urinary symptoms. 

The excellent x-ray plates were taken at the Boston 
City Hospital by Dr. F. H. Williams. 


— 
~> 





Girt TO CoLuMBIA MEpIcaL ScHoou. — At a 
meeting of the trustees of Columbia University 
held June 5, among other gifts was announced 
one of $20,000 from H. W. Carpentier, to be added 
to the principal of the R. S. Carpentier Fund of 
the medical department of the University. 





fieports of Aocieties. 


ABSTRACT REPORT TWENTIETH ANNUAL 
MEETING ASSOCIATION OF AMERICAN PHY- 
SICIANS. 

Hetp 1n WasuINGTON, D. C., May 16 anp 17, 1905. 


PRESIDENT’S ADDRESS. 


E. L. TrupgEav, Saranac Lake, expressed his great 
appreciation of the honor that had been conferred upon 
him and said that the Association had more than ful- 
filled its destiny along the lines laid down from the be- 
ginning, its object having been the consideration of 
scientific subjects and original research and observa- 
tion. All the subjects pertaining to the advancement 
of medical science had been discussed at its meetings, 
and their practical value passed upon for the benefit 
of the clinician. He referred to the increase in the 
active membership as a step in the right direction. 
Speaking of the loss of Dr. William Osler, who will take 
the chair of medicine as Regius Professor at Oxford, 
Dr. Trudeau dilated upon the great benefit the asso- 
ciation had derived from his membership init. He also 
referred to the calling abroad of Dr. Cushny. 


ON THE FEAR OF CATS AND ON THE POWER OF CERTAIN 
PERSONS TO DETECT THEIR PRESENCE WHEN THE 
ANIMAL IS UNSEEN AND UNHEARD. 


S. Weir Mircuety, Philadelphia: The writer pre- 
sented an accumulation of evidence received through 
letters from all parts of the world on the susceptibility 
of certain persons, both male and female, to the feline 
presence. A whole train of symptoms was produced 
in some individuals by the presence of cats, the Symp- 
toms ranging from nausea to blindness. Many referred 
their sensations to fright in childhood; about one 
fourth of them spoke of it as a family peculiarity. In 
some cases the odor of the animal announces its pres- 
ence. In others the olfactory organs are the parts 
through which the fear is suggested, but without recog- 
nition of any sense of odor as the cause. Some were 
subjected to emotional disturbances by the presence 
of a cat without any affection of the olfactory sense. 


INTRAPLEURAL LIPOMA; PERICARDIAL EXPLORATION, 


R. H. Fitz, Boston: The author said that intra- 
pleural lipomata may grow from the subperitoneal, 
subpleural and mediastinal fat tissue and project into 
the pleural cavity from the diaphragm, costal wall or 
from the mediastinum. That diaphragmatic lipoma 
is a rare anatomical curiosity, only two cases having 
been reported, and is of no clinical significance. The 
costal subpleural lipoma may penetrate the wall of 
the chest and appear as an external tumor connected 
by a stalk with the internal growth. Three such 
tumors have been operated upon with two deaths. 
The mediastinal type also may penetrate the thoracic 
wall and grow from the surface of the chest, three cases. 
having been reported and were operated upon with a 
fatal result in all. The writer added a case of pedun- 
culated intrapleural lipoma of mediastinal origin to the 
series and suggested its significance in the differential 
diagnosis of pericardial and pleural exudations. He 
considered its presence explanatory of a failure to 
obtain pus in purulent pericarditis. The case reported 
occurred in a patient who had an attack of lobar 
pneumonia. There was delayed resolution and signs 
suggestive of pericarditis. It was thought that there 
was effusion, and punctures were made in the fourth and 
fifth interspaces, but no fluid appeared. On aspira- 
tion no pus was obtained. There was some fatty tissue 
adherent to the needle suggesting the possibility of a 








LUND —A CASE OF URETERAL CALCULUS. 


: : ; Fig. 2.— Reduced two-thirds. After operation and removal 
Fie. 1. — Reduced two thirds. Before operation, showing stone. of stone. 
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new growth. A puncture was then made in the right 
xiphocostal angle and pus withdrawn. At autopsy 
there was grey hepitization of the left upper lobe, pur- 
ulent pericarditis and this lipoma arising from the 
mediastinum. This explained the absence of the usual 
signs of pericarditis. The possibility of diagnosing 
these tumors by the presence of fat on the needle was 
suggested. The writer had punctured in the xipho- 
costal angle in two cases without untoward results and 
other cases had been reported. It seemed desirable to 
use this route when fluid was not obtained by puncture 
elsewhere. If drainage was desirable the puncture 
might be followed by incision and the insertion of a 
finger for exploration. 


DISCUSSION. 


‘James Ew1na, New York, demonstrated the patho- 
logical findings in the tumor, which consisted of five 
lobules united by connective tissue. It was joined to 
the mediastinal tissue over the pericardium and partly 
surrounded the aorta. It extended up in the neck 
around the trachea. There was moderate compres- 
sion of the lung and the heart muscle was flabby. 

Wiui1aM Oster, Baltimore, agreed with the writer 
that when pericardial invasion occurred puncture in 
the right xiphocostal angle was the proper procedure. 

Ile had so done on several occasions; one, a case of 
tuberculous pericarditis, which had already been tapped 
in several places. He had noticed the results of punc- 
ture at this point on bodies coming to post-mortem, as 
to the danger of wounding the liver, diaphragm, etc., 
and found that these organs were not involved. The 
liver is depressed and out of the way when there is much 
exudate. He thought that often patients were allowed 
to die from large pericardial exudates who might be 
saved. In looking over some records recently he had 


noticed four or five instances in which this procedure 


should have been employed. He advocated the more 
frequent use of the small hypodermic needle for explo- 
ration in doubtful cases. 

FRANK H. WILuiAMs, Boston, questioned if there was 
any rule that was applicable to all cases, and thought 
that a pleuroscopic examination should be carefully 
made. 

F. ForscHHEIMER, Cincinnati, did not feel so enthu- 
siastic about the use of the needle for exploration, 
especially in children. 

G. L. PEanopy, New York, said that pneumonia 
differed in type in different years and referred to a 
patient with a mass of fibrinous exudate so thick 
it could not be detected by a needle and could not have 
been removed at operation. He believed a safer rule 
for tapping was to wait until there should be impair- 
ment of cardiac function and that it was not wise to 
tap for diagnosis or as a routine practice in pneumonia. 

T. M. Rorcu, Boston, thought we could tap with 
perfect success in children, and that the fifth inter- 
space was the place of election for tapping. 

R. H. Frrz, Boston, in closing said if the xipho- 
costal puncture were used and no fluid obtained, punc- 
ture could be followed by incision, and in this way 
exudate reached which otherwise could not be gotten 
at because of its position behind the heart. 


RHYTHMIC LATERAL DISPLACEMENT OF THE HEART AS 
A SIGN OF UNILATERAL PLEURITIC EXUDATE. 


CHARLES LYMAN GREENE, St. Paul: The essayist had, 
in 1902, called attention to this theretofore unobserved 
sign of unilateral pleuritic exudate, consisting of a 
rhythmic lateral displacement of the heart, synchronous 
with respiration. Observation during the past three 
years had confirmed the original observations and 
shown that the sign was of value in differential diag- 





nosis. A number of cases were quoted in support of 
this view, a large number representing other conditions 
having failed to show rhythmic lateral displacement. It 
was absent in subdiaphragmatic abscess, malignant dis- 
ease of the lung and pleura and in pneumothorax. The 
sign is best observed by the fluoroscope or by auscul- 
tatory percussion. The degree of effusion markedly 
influences the movement, trifling effusion failing to 
show it, massive effusion being accompanied by a min- 
imum of rhythmic displacement. The sign sometimes 
obtained by inspection, but such observation subject 
to error. More easily recognized in right than in left- 
sided effusion. Deep respiration is necessary and may 
require the exhibition of morphine for the relief of the 
attendant pain. The author doubts the statement, 
generally accepted, that in certain cases of effusions the 
diaphragm is rendered immovable or bulges into the 
abdominal cavity, no such condition having been ob- 
served. He also takes issue with the statement that 
the extent of cardiac displacement in liquid effusion 
cannot be accurately determined without the use of 
the fluoroscope, auscultatory percussion in cases of dis- 
placement to the left and simple percussion having 
yielded outlines corresponding accurately to fluoro- 
scope findings. The writer concludes: (a) a rhythmic 
lateral movement of the heart occurs in unilateral 
liquid pleural effusions. (b) Such movement is most 
marked in medium-sized effusions. (c) The heart 
approaches the affected side in inspiration and moves 
outward in expiration. (d) The extent of movement 
is variable, but often amounts to two inches. (e) That 
it may be measured by fluoroscopic examination, aus- 
cultatory percussion, or, in the case of right-sided effu- 
sions, by simple deep percussion of the free cardiac 
border, or, in some instances, by mere inspection of the 
apex beat. (/) Deep breathing and especially forced 
expiration are essential to the success of the maneuvre, 
and, to obtain this, morphine must sometimes be ad- 
ministered. (g) Marked rhythmic lateral movement 
has not been found in pneumonia, tuberculous infil- 
trations of the lung, malignant disease of the pleura or 
lung, or in sub-diaphragmatic abscess. 


GONORRHEAL SEPTICEMIA AND ENDOCARDITIS. 


W.S. Tuayer, Baltimore: The writer considered in 
detail several cases of gonorrheal septicemia and ulcera- 
tive endocarditis that had occurred at the Johns 
Hopkins Hospital, and one instance of general gonor- 
rheal septicemia associated with arthritis without other 
apparent complications. There was continued fever, 
simulating in some respects typhoid fever, of over two 
months’ duration with complete recovery. Gonococci 
were obtained in pure culture from the circulating 
blood. He said that acute urethritis was not so infre- 
quently followed by endocarditis. The main points 
of interest were that a mild continued fever may be a 
gonorrheal septicemia in the absence of other compli- 
cations, and that gonorrheal septicemia may run a 
course closely simulating typhoid fever. 

DISCUSSION. 

WItiiAM Oster, Baltimore, said that in addition to 
cases of mild gonorrheal septicemia, such as Dr. Thayer 
had spoken of, and which are difficult to differentiate 
from typhoid fever, there was also an acute fulminant 
septicemia which might sometimes be mistaken for 
typhoid fever. He had had one such case, the patient 
dying within a week. 


FEVER IN CHRONIC ENDOCARDITIS. 


J.S. THacuEr, New York: The paper consisted in an 
analysis of one thousand cases of chronic endocarditis, 
with reference to the presence of fever and the causes 
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and significance thereof, with especial attention to 
those cases in which the explanation of the pyrexia is 
not easy, and to the subsequent course of each case. 
The hospital list of histories consisted of 1,093, of which 
901 cases had been carefully studied. They were 
divided into three groups according to the height of 
temperature, those showing a maximum of 100, 101.5 
and 103. The first group consisted of 306 cases. Of 
the remaining 585 cases complications, as articular 
troubles, petechial or hemorrhagic eruptions, ruled out 
294, leaving 291 with temperature above 100 with no 
explanation of the pyrexia. Autopsy on the petechial 
cases showed that they were not associated with ulcera- 
tive endocarditis. Of the cases with hemorrhagic 
eruptions, however, 18 proved f»tal. As to cases with 
frank signs of complication, which might of themselves 
cause elevation of temperature, the most frequent com- 
plications were, pleurisy, pulmonary — tuberculosis, 
typhoid fever, malarial fever and a number in which 
minor operations could have accounted for the fever. 
Comparison between the febrile and afebrile cases 
showed that in the two groups the percentage of cases 
with previous history of arthritis did not materially 
differ. The kidney condition was also about the same 
in the two classes. As to mortality the rheumatic 
cases with fever had a lower death-rate than the afe- 
brile. As to the form of lesion compared with the 
clinical picture, it was generally supposed that those 
with vegetations were more apt to be febrile cases and 
more fatal. There were exceptions to this rule. A 
number of autopsies upon cases that showed no fever 
revealed large vegetations and ulcerations. There were 
four called malignant endocarditis that showed only 
slight vegetations on the valves. 


DISCUSSION. 


A. O. J. Keiiy, Philadelphia, was of the opinion 
that the explanation of the cases with no apparent cause 
for the pyrexia was that the endocarditis was a septi- 
cemia without necessarily heart lesions; that whether 
there were lesions or not the conditions might be the 
same. ‘The severity of the heart lesions was no criterion 
of the condition at all. 

A. Jaconi, New York, said that when the vegeta- 
tions were on the insertions of the valves there was 
generally no fever. He thought that in many cases the 
diagnosis of endocarditis was made because of the sys- 
tolic murmur merely when they were in reality cases 
of myocarditis. These get better for a while but the 
murmur does not disappear and is brought out on 
slight exertion. They were best diagnosticated by the 
fact that there was no enlargement or hypertrophy. 

James Tyson, Philadelphia, had at present under 
observation a girl of twenty-five with endocarditis and 
a subnormal temperature. In this case there was a 
sudden appearance of an eruption, confined to the legs, 
and especially invited by the upright position. 

Vicror VAUGHN, Ann Arbor, said that all bacterial 
poisons lower the temperature; that was one of the 
clinical signs for distinguishing between diphtheria and 
tonsillitis; if the temperature was 104-105 the disease 
was apt to be tonsillitis rather than diphtheria; if 
100-101 then chances were in favor of diphtheria. 
The lower the temperature in diphtheria the greater 
the danger. Cases of sub-normal temperature always 
die. The low temperature depends upon the rapidity 
with which the bacterial poison is liberated. He 
thought, therefore, that it was not surprising that in 
the cases where temperature did not go above 100 the 
death-rate was high. 

WituiaAM Oster, Baltimore, thought that the recur- 
ring fever in chronic endocarditis was often due to the 
little vegetations so common on the old sclerotic valves. 





He spoke of the case of a man under his observation for 
fourteen or fifteen years who had a number of severe 
attacks of fever in connection with his mitral endo- 
carditis which on one occasion reached 105°. He called 
attention to a form of chronic fever associated with 
chronic vegetative endocarditis — fever alone, with 
nothing else; gradually the signs of endocarditis occur- 
ring and going on to fatal termination. He exhibited 
a year’s temperature record in which the patient showed 
a temperature every day, with only this fever and the 
mitral murmur, the patient dying of chronic vegetative 
endocarditis. Had had a series of such cases, in which 
the fever dominated the whole picture. These might 
at first be taken for malarial cases. 

Fk. P. Kinnicutr, New York, had had in the past 
year two or three cases giving the same symptoms as 
those described by Dr. Osler, fever and nothing else 
except the slight mitral murmur; one case lasting five 
and another seven months; then the fever ceased and 
though the murmur persists the patients are in excel- 
lent health. 

(To be continued.) 


iii. 
> 





Kiecent Literature. 





The Practical Medicine Series of Year Books. 
Volume X, September. Skin and Venereal 
Diseases. By WiLu1aM L. Baum, M.D. Nervous 
and Mental Diseases. By Hucu T. Patrick, 
M.D. With the collaboration of CHARLEs L. 
Mrx, A.M., M.D. 12mo, pp. 234. With 27 
illustrations. Chicago: The Year Book Pub- 
lishers. 1904. ; 


The successive volumes of this series of year 
books, giving a review of the literature in the 
several departments of medicine, have estab- 
lished their value for the general practitioner, 
for whom an annual review is usually sufficient. 
The present volume is of decided merit, and in 
the section on nervous and mental diseases, in 
particular, Dr. Patrick, as was to be expected, 
has not only selected his articles with sound 
judgment, but has added many excellent brief 
comments as the editor. 


Recurrent Effusion into the Knee-Joint after 
Injury with Especial Reference to Internal 
Derangement Commonly Called Slipped Car- 
tilage. An analysis of 750 cases. A clinical 
lecture delivered at St. George’s Hospital. 
By Sir Wituiam Bennett, K.C.V.O., F.R.C.S., 
Senior Surgeon to St. George’s Hospital, 
Surgeon to King Edward VII Hospital, ete. 
With 11 illustrations. Reprinted, after re- 
vision, from the Lancet. All rights re- 
served. 39 Paternoster Row, London, New 
York and Bombay: Longmans, Green & 
Company. 1905. 


This is a reprint, with additional illustrations, 
from a lecture that appeared in the Lancet of 
January 7, 1905. The lecture attracted our 
attention when it was first published and we are 
glad that it has been placed in this more per- 
manent form. An analysis of 750 cases is of a 


great deal of interest, and the lecture will be 
turned to by anyone who is interested in the 
subject of effusion in the knee-joint. 
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A POSSIBLE SOLUTION OF THE PATENT 
MEDICINE QUESTION, 

TuroucHout the country, especially where 
the sale of intoxicating beverages is prohibited, 
the patent medicine evil has increased so exten- 
sively within recent years as to cause grave 
apprehension, and as a result many of the State 
legislatures have repeatedly been petitioned by 
individuals and associations to enact laws requir- 
ing each bottle or package to bear a label on which 
the formula shall be set forth. In but one state 
has even a small measure of success been attained; 
in the others, the movement has almost invari- 
ably ended in the committee-room in ignominious 
failure; and where a bill has been reported, it 
has promptly been killed. During the recent 
session of the Massachusetts legislature, no 
fewer than six bills were offered, and but‘one, a 
bill requiring a statement of the amount of alco- 
hol present, emerged from the committee-room 
and passed the House, only to be killed in the 
Senate without a vote in its favor. To most 
persons, unaware of the great influence exerted by 
the manufacturers, this result must appear inex- 
plicable; but one of the reasons is very simple. 
The amount annually expended in advertising 
these nostrums in the newspapers is said to be 
several millions of dollars, and the advertising 
contracts of most of the companies interested 
contain a clause to the effect that, in the event 
of any restrictive national or state legislation, the 
contract shall terminate. Thus, through financial 
interest, every newspaper employed as an adver- 
tising medium becomes an opponent of the move- 
ment for the public good. The outlook for 
improvement and advance is dark, but the action 





of one of our largest manufacturing companies 
sends forth a ray of light which leads to the hope 
that reform within the ranks of those against 
whom the fight is waged may lead to a solution 
of the whole question. After the defeat of all 
of the bills presented, this company took the 
commendable position that it would do volun- 
tarily what the legislature had vainly been urged 
to compel: it published its formulas and, depend- 
ing upon the value of its established reputation 
with the public, announced that anybody was 
welcome to use them and to compete with it in 
the public market. It has asserted, and with a 
certain measure of right, that its preparations, 
being no longer secret, may properly be prescribed 
by the profession, provided the formulas are such 
as to mect the indications for treatment of partic- 
ular cases. Disregarding the objectionable fact 
that the public is encouraged to practice self- 
treatment without adequate knowledge of its 
appropriateness and whether any medicine what- 
ever is needed, it must be conceded that there 
ean be nothing unethical in the prescription by a 
physician of a proprietary preparation of, for 
example, potassium iodide, compounded so as 
to be palatable and as efficient for his purpose 
as any mixture of the same for which he himself 
can write. Indeed, many proprietary prepara- 
tions of recognized drugs, not, however, adver- 
tised in the lay press, are prescribed by the most 
ethical of practitioners (the constituent parts 
being no secret), because of the excellence of 
manufacture. 

The action of the company under consideration 
is certainly commendable. May recognition of 
this fact not lead to good results? May other 
manufacturers of preparations based on legiti- 
mate prescriptions not be led to follow the 
example, and, breaking away from the combina- 
tion that opposes legislation, combine with the 
forces which ask it, and thus eventually force to 
the wall the makers and venders of wholly quack 
preparations, such as cures for the morphine 
habit and substitutes for ‘cocktails and other 
alcoholic beverages? The question is a serious 
one and worthy of sober consideration. 





+> 


THE UTILITY OF THE HISTORY OF MEDICINE. 

THE history of medicine in the past, and for a 
long period, enjoyed every favor to which it isso 
justly entitled. In point of fact all the greatest 
physicians of past times occupied themselves 
considerably with the history of their profession 
and published the results of their researches, 
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giving to the medical world extremely interesting 
works, which unfortunately are little read by 
physicians and students ofthe present time. The 
l'aculty of Medicine of Montpellier had a chair of 
the history of medicine, which unfortunately has 
The Faculty of Medicine of 
Paris founded its professorship of medical history 
at the time that the schools were founded in the 
year IIT. 


been abolished. 


This chair was preserved under the new 
organization in the year XI and was for a long 
time held by men of great reputation. At the 
present time this chair is filled by the eminent 
professor Dejerine, who succeeded Laboulbéne 
and Brissaud. Various incidents show that in 
Germany more and more interest has been taken 
in the history of medicine during the last decade, 
and the German Government has adopted the 
project of a law proposing a reorganization of 
the examinations which future physicians will 
be obliged to undergo. This project states that 
hereafter the preliminary examination (Staats- 
examen) will attach more importance to special- 
ties, such as legal medicine and the history of 
medicine. In adopting this rule the German 
government has been obliged to create a profes- 
sorship forthe history of medicine and medical 
geography in all the universities throughout the 
limpire. 

In reality the study of these two branches offers 
numerous advantages to physicians, and the least 
of these should be sufficient to restore a study 
which has been so unjustly neglected of recent 
In the inaugural discourse to the course of 
medical history at the Military Medical Academy 
of St. Petersburg, Professor Skoritschenko-Am- 
bodik has remarked: ‘“ The historical method is 
a supplement absolutely necessary to that of 
observation and experimentation. By following 
2 certain phenomenon from century to century, by 
witnessing its various changes under the domina- 
tion of various conditions, we form a compara- 


years. 


tive manner of observing, supplementary to the 
knowledge founded on the study by experiments 
and observation. Besides this, it is history which 
keeps us in touch with the consecutive develop- 
ment of medicine, explains to us the modern 
position, renders us reasoning participants in the 
advancement of science, enlarges the sphere of 
our ideas, develops a critical analysis relative to 
modern doctrines and contributes to retain the 
dogmas of medicine. By exposing predominat- 
ing theories it allows one to examine the matter 
on every side. All the celebrated representatives 
of medicine pass before our eyes, and history, 
studying their ways of thinking and of observa- 





tion, gives us the key to the understanding of the 
rauses of the success and non-success of medi- 
cine. History in no way conceals the sad scenes 
of persecution of the truth, and it teaches us an 
instructive lesson for the future. And lastly, 
history of medicine permits a more exact under- 
standing of certain occurrences of civil history.” 

Reference should also be made to a criticism 
which appeared in the New York Medical Jour- 
nal some little time ago relating to the well- 
known work of Dr. Roswell Park, entitled ‘ An 
Kpitome of the History of Medicine.” In speak- 
ing of this work that Journal points out 
that the study of medical history is too greatly 
neglected by physicians and, with the author, 
it regrets this condition of affairs and goes on to 
say that with their fever for progress, professional 
men of America have less time than physicians 
of the old world to go over the road once trodden. 
One should not be astonished that in America 
the history of medicine has been so neglected, for 
the simple reason that it does not give rise to the 
discovery of new remedies. 

It cannot be denied that there is something 
practical in the history of medicine, and it is not 
merely by chance that the great masters of the 
art, such as Hippocrates and Galen down ‘to 
Virchow, Charcot and Osler, urge the study of 
medical history. Its advantages have without 
doubt struck the critical minds of several eminent 
physicians, because in all countries a favorable 
movement for the study of this branch, so useful 
to the progress of medicine, is to be noted at the 
present time. The well-known publication Ja- 
nus took the initiative in founding an interna- 
tional association for the study of medical history 
and geography. On the other hand La France 
Médicale, thanks to the work of Professor Blan- 
chard and Dr. Albert Prieur, has been successful 
in forming an organization entitled ‘“ Société 
Frangaise d’Histoire dela Médecine,” and numer- 
ous distinguished physicians were eager in their 
response to the call for codperation. Ina circular 
sent to various physicians announcing its foun- 
dation, the first paragraph reads as follows: ‘‘Con- 
sidering that the study of medical history is 
indispensable for the wise understanding and 
progress of medicine and those sciences which it 
includes, we have thought we might contribute 
to their development by creating, with the aid 
of all those who share our opinion, a society of 
medical history.” 

With such an initiative, it is to be hoped that a 
general current will oppose certain existing 
tendencies. Certainly, a little poetry, a little 
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philosophy, and a little idealism can in no way 
harm the medical science, and may even embel- 
lish and inspire it. 


ities 
> 


MASSACHUSETTS MEDICAL SOCIETY. 


Tur Massachusetts Medical Society concluded 
its one hundred and twenty-fourth meeting this 
week with the customary annual dinner attended 
by upwards of eleven hundred fellows and guests. 
The meeting this year was noteworthy in several 
respects. It has become increasingly apparent 
that set papers do not meet with the appreciation 
which is no doubt their due. This is in a measure 
to be attributed to the usual heat of the season 
und the fact that large bodies of men usually 
prefer to see rather than to hear. This year, 
therefore, at the suggestion of Dr. W. T. Council- 
man, a demonstration of clinical and laboratory 
methods used in medicine was substituted for a 
part of the literary program. About twenty 
different departments of medical diagnosis were 
represented in this demonstration, including the 
various special subjects. The appreciation of the 
plan on the part of the visiting members of the so- 
ciety was complete. The aim of those having the 
demonstration in charge was to show as far 
possible recent - progress in scientific method as 
applied to clinical work. The various sections 
were all largely attended and no doubt many 
suggestions, or at least an added stimulus for 
accurate work was carried away by those prac- 
titioners who have not the benefits of access to 
laboratories and large hospitals. 

As an introduction to this series of demonstra- 
tions, Dr. Lewellys F. Barker of the Johns Hop- 
kins University addressed the society on the 
general subject of ‘‘ Methods in Medicine.” As 
was to be expected, Dr. Barker discussed the 
matter from the broad point of view which it is 
eminently desirable to impress on every occasion. 
He insisted on the necessity of recognizing the 
close relationship between the laboratory and 
practice and pointed out what is too often over- 
looked that the problems of the laboratory and 
the clinic are essentially the same, and that each 
must be regarded as a stimulus to the work of 
the other. We have no doubt that the time has 
come when the old and wholly unjustified antag- 
onism between so-called scientific and practical 
medicine will be laid aside and the true relation- 
ships of these branches of medical research be 
recognized. Dr. Barker’s address should help 
in this good work. 

The Shattuck Lecture was this year given by 





as 





Russell H. Chittenden, Ph.D., of New Haven, on 
the subject, “Some Problems of Intermediary 
Metabolism.” Dr. Chittenden attracted a large 
number of hearers who listened to a discourse 
illustrating the difficulty of some of the medical 
problems which lie immediately before us. It 
was a peculiarly happy choice that Dr. Chitten- 
den should have been selected for this lectureship, 
since he exemplifies the type of investigation 
which no doubt for many years to come will oc- 
cupy the attention of many of the best minds 
in the medical profession. The annual address 
was given by Dr. Charles A. Drew of the Bridge- 
water State Farm, and drew attention to certain 
facts of much importance to the medical profes- 
sion. Dr. Drew’s address was followed by the 
annual dinner, which, as we have indicated, was 
attended by a larger number than ever before. 
Dr. Arthur T. Cabot, President of the Society, 
in his introductory remarks, at the conclusion of 
the dinner, laid stress upon the necessity of pio- 
neer work and of pushing the ‘“ forward men 
still further forward.”  Lieut.-Gov. Curtis 
Guild was the first speaker. After referring in a 
humorous manner to the difficulties of his posi- 
tion in his capacity as Lieutenant-Governor, he 
spoke eloquently of the great progress which has 
been made in this state in many methods of medi- 
cal treatment, referring to the treatment of the 
insane, and particularly to Dr. W. E. Fernald’s 
work in the care of the feeble-minded, whom he 
characterized as “ first among the foremost in 
his line.”” Finally he insisted upon the absolute 
necessity of good citizenship among physicians, 
and spoke with a certain measure of reproach 
of the fact that of four thousand voters in the 
residence part of Boston, many of them physicians, 
but one thousand exercised their right of suffrage 
at a recent election. The Rev. Dr. Worcester of 
Emmanuel Church spoke of the work undertaken 
by his parish in caring for tuberculous families, 
and in attempting to do its share in the eradica- 
tion of the disease. He begged for further co- 
operation among physicians and drew a picture of 
the ‘ perfect physician ” in a manner which appar- 
ently met with no dissent among his listeners. 
Mr. Louis D. Brandeis of the Suffolk Bar spoke 
feelingly of the lack of interest which the medical 
profession showed in politics. He insisted that 
if the reforms for which we are clamoring in the 
way of further accommodation for tuberculosis 
and similar matters are to be effected, it must be 
through the political influence of physicians. He 
urged in conclusion that physicians take steps to 
procure for themselves the political recognition 
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which the character of their work in the commu- 
nity demands. 

Except for the heat which was unavoidable 
and the somewhat undue length of certain of the 
after-dinner speeches, there was nothing to mar 
the success of this last meeting of the society. It 
will pass into history as in some respects the most 
successful yet held in exciting the interest of the 
members. 


——@—_____—__ 


MEDICAL NOTES. 

A JouRNAL OF SURGERY, GYNECOLOGY, AND 
Ousrerrics. — A new Journal of Surgery, Gyne- 
cology and Obstetries will be published in Chicago, 
the first issue appearing about July 1. 

I ik LLOWSHIP 
LEGE. 


FOR JEFFERSON MepicaL CoL- 
It is announced that Dr. W. W. Keen 
has given $5,000 to the Jefferson Medical College 
aus a2 memorial to his wife, to be known as the 
Corinna Borden Keen Research Fellowship. 
Accumulated interest when it reaches $500 is to 
be used by a selected graduate of the college for 
the prosecution of original research, approved by 
the faculty. 

OrFICERS OF THE AMERICAN LARYNGOLOGICAL 
RHINOLOGICAL AND OTOLOGICAL Society. — At 
the Eleventh Annual Meeting of the American 
Larvngological, Rhinological and Otological So- 
ciety, held in Boston, Mass., June 5,6 and 7, 1905, 
the following officers were elected for the ensuing 
year: President, Dr. James E. Logan of Kansas 
City, Mo.; Vice-Presidents, Dr. Thomas H. Hal- 
sted of Syracuse, N. Y., Dr. William L. Ballenger 
of Chieago, Ill., Dr. H. Bert Ellis of Los Angeles, 
Cal.,and Dr. Henry L. Myers of Norfolk, Va.; See- 
retary, Dr. Wendell C. Philips of New York; 
Treasurer, Dr. Ewing W. Day of Pittsburg, Pa.; 
Council, Dr. Frederic C. Cobb of Boston, Mass., 
Dr. James F. McKernon of New York, and Dr. 
II. W. Loeb of St. Louis, Mo. 


BOSTON AND NEW ENGLAND. 


Acute Inrectious DisEasEs IN Boston. — 
lor the week ending at noon, June 14, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 20, scarlatina 14, typhoid fever 14, 
measles 30, tuberculosis 33, smallpox 0. 

The death-rate of the reported deaths for the 
week ending June 14, 1905, was 17.58. 

Boston Mortauity Statistics. — The total 
number of deaths reported to the Board of Health 


for the week ending Saturday, June 10, 1905, 
was 188, against 164 the corresponding week of 





last year, showing a increase of 24 deaths, and 
making the death-rate for the week 15.96. Of 
this number 95 were males and 93 were females; 
180 were white and 8 colored; 117 were born in 
the United States, 66 in foreign countries, and 5 
unknown; 36 were of American parentage, 121 
of foreign parentage, and 31 unknown. The 
number of cases and deaths from infectious dis- 
eases reported this week is as follows: Diphtheria, 
22 cases and 2 deaths; scarlatina, 27 cases and 1 
death; typhoid fever, 12 cases and no deaths; 
measles, 17 cases and 1 death; tuberculosis, 46 
‘vases and 27 deaths; smallpox, no cases and no 
deaths. The deaths from pneumonia were 19, 
whooping cough 1, heart disease 23, bronchitis 
4, and marasmus 2. There were 9 deaths 
from violent causes. The number of children 
who died under one year was 17; the number 
under five years, 27. The number of persons 
who died over sixty. years of age was 51. The 
deaths in public institutions were 69. 

Cases of cerebrospinal meningitis reported for 
the week were 7, the deaths, 5. 


GRADUATION OF Nurses, Lona Istanp Hos- 
PITAL, Boston Harpor. —- A class of seventeen 
nurses was graduated from the Long Island Hos- 
pital Training School on June 10. This traiting 
school is now definitely established and is pro- 
ducing nurses who are taking a high place in their 
calling. 


Cancer ReEsEARCH. — Dr. FE. E. Tyzzer of the 
Pathological Department of the Harvard Medical 
School has been appointed director of the Har- 
vard Cancer Commission in place of Dr. EK. H. 
Nichols who has resigned the position which he 
has ably filled since the foundation of the com- 
mission. 


SumMER Dentistry Cuiinics. — The Harvard 
Dental School will conduct free clinies during 
the summer in all departments of dentistry with 
the exception of orthodontia. The need of this 
charity is manifest, and no doubt the example 
set by the Harvard Dental School will be followed 
in other cities. 


APPOINTMENT OF Dr. Aucust Hocu. — Dr. 
August Hoch, for twelve years connected with 
the McLean Hospital at Waverley, Mass., has been 
appointed a successor to Dr. C. E. Atwood at 
Bloomingdale, N. Y. Dr. Atwood has resigned 
his position to prosecute his studies abroad. Dr. 
Hoch becomes the first assistant physician and 
no doubt will continue his most valuable studies 


begun at the McLean Hospital. 
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NEW YORK. 


YELLOW FEVER FROM Coton. — On the arrival 
at quarantine on June 7 of the steamer Segu- 
ranca, from Colon, one of the passengers, Frank 
O’Leary, aged twenty-eight, of Buffalo, N. Y., 
was found to be ill, with what proved to be yellow 
fever, and on June 9 he died of the disease in the 
hospital on Swinburne Island. 


Low Deratu-ratE. — A low record in the 
death-rate was reached in the week ending June 3, 
when the rate was 16.11, or .62 below the previous 
best record, in one of the weeks of May, 1900. 
l‘or the corresponding week in 1904 the death-rate 
was 17.19. During the week 60 deaths from 
epidemic cerebrospinal meningitis were reported, 
as against 63 in the corresponding week in 1904. 


Strate Hospirats FoR INSANE. — Governor 
Higgins has announced his appointments for the 
local boards of managers of the various state 
hospitals for the insane, under the new law re- 
establishing such boards. Among those ap- 
pointed are ex-Mayor Low for the Manhattan 
Hospital and ex-Mayor Schieren of Brooklyn for 
the Long Island Hospital. The wife of Dr. Fran- 
cis P. Kinnicutt is also to be one of the managers 
of the Manhattan Hospital. 


SratTe AND Crry Water ComMIssIONERS. — 
The members of the new State and City Water 
Commissioners created by the recent Legislature 
have now been appointed by the Governor and 
Mayor, respectively. One of the members of the 
State Commission is Dr. E. J. Lederle, who was 
for a number of years chemist to the New York 
City Health Department and afterwards its presi- 
dent under the Low administration. The Com- 
mission has an appropriation of $40,000 with 
which to carry on its work. Among its duties 
will be to make an investigation and report to 
the Legislature, as part of its first annual report, 
concerning the available sources of water in the 
State, the present and future needs of each muni- 
cipality, the present disposition of sewage, and 
also the advisability, the time required and _ the 
probable expense incident to the construction 
of a state system of water supply and sewage 
disposal. The City Water Commission consists 
of three members, at a salary of $12,000 a year, 
constituting a permanent local water board. 
They are required to investigate and report to the 
Board of Estimate and Apportionment upon the 
available sources of water supply and, upon 
the approval of their plans, to carry on the work 
of enlarging the supply in accordance with the 
requirements of the city. In making his ap- 





pointments to the Commission, Mayor McClellan 
selected the men from three lists of three names 
each, submitted at his request by the Board of 
Fire Underwriters, the New York Chamber of 
Commerce, and the Manufacturers’ Association 
of Brooklyn. 


GuItD OF Sr. Barnanas.— On Saturday 
evening, June 10, a meeting of the New York 
Branch of the St. Barnabas Guild for Nurses, a 
society composed of trained nurses, was held in 
St. Thomas’s Church. Bishop Cortland White- 
head of Pittsburgh presided, and an address was 
made by the Rev. Dr. Ernest M. Stires, the rector 
of the parish, who has just been elected Chaplain 
of the Branch. When residing in Chicago, Dr. 
Stires was instrumental in organizing the branch 
of the Guild there and was its first Chaplain. On 
Sunday the eleventh, a special service in behalf of 
the Guild was held in St. Thomas’s Church, when 
Bishop Thomas F. Gailor of Tennessee preached 
the sermon. 

PREVENTION OF POLLUTION OF STREAMS. — 
Governor Higgins has signed the bill creating a 
commission, composed of one member each from 
the cities of Yonkers and Mount Vernon and the 
town of White Plains, to provide for the con- 
struction of a two-million-dollar trunk sewer 
through the valley of the Bronx, and emptying 
into the Hudson River, the object of which is to 
prevent the pollution of the streams of West- 
chester County. This Bronx Valley sewer is to 
be seventeen miles long,.and it will be the most 
extensive public improvement ever undertaken 
in Westchester County. It will drain the entire 
territory from White Plains to Mount Vernon, 
and from thence eastward to Yonkers, taking in 
the Seventh Ward of the city of Yonkers. It will 
then pass under the latter city by means of a 
tunnel, and have its outlet into the Hudson at 
the lower boundary line of Yonkers. The com- 
mission is to be headed by the mayor of Yonkers, 
and the bill stipulates that the whole work must 
be completed within three years. 

MorRTALITY FOR THE QUARTER. — The con- 
densed quarterly report of the Bureau of Records 
of the Health Department for the quarter ending 
December, 1904, which has just been issued, shows 
that the number of deaths during the three 
months was 16,935. Estimating the population 
at 3,838,024, this gives a death-rate of 17.52 per 
thousand, as against an average number of 15,603 
deaths for the corresponding quarter of the pre- 
ceding five years; which, on an estimated popu- 
lation of 3,540,664, gives a death-rate of 17.49 
per thousand. There was, therefore, an increase 
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of 0.03 of a point above the quinquennial average. 
In comparing the deaths in this quarter with 
the preceding quinquennial average of the cor- 
responding quarters, the noteworthy increases are 
found to have been among the diseases affecting 
adults and old people, as follows: 
pulmonary tuberculosis, 70; 


Influenza, 32; 
‘vancer, 108; apo- 
plexy, 66; heart disease, 221; Bright’s disease 
and nephritis, 144; pneumonia, 445; deaths in 
those over five years of age, 1,384; all ages, 1,332. 
Continuing the comparison, the following diseases 
and Typhoid 


ages show decreases as follows: 
21; malarial fever, 20; smallpox, 7; mea- 


fever, 


sles, 16; whooping cough, 37; diphtheria and 
croup, 103; acute bronchitis, 83; under five 


years of age, 52. Searlet fever showed an increase 
of 51 above the quinquennial average. 


— 


Apiscellanp. 
PROPRIETARY THERAPEUTICS. 

Il. C. Woop, Jr., Philadelphia,’ considers that 
the inereasing use of proprietary drugs is exceed- 
ingly detrimental to the best interests of medi- 
cine. He refers more particularly to nostrums 
or mixtures and not to definite chemical com- 
pounds which may be the property of some manu- 
facturing druggist. While these latter may not be 
an unmixed blessing, whatever objections he has 
tothem are based on essentially different grounds. 
The great fundamental objection to nostrums is 
that to all set and unalterable formule, they must 
necessarily be a misfit in the ever-changing aspects 
of disease. Another is their secret or semi-secret 
nature, and this is all the more dangerous when 
it is masked by a deceptive show of frankness. 
There is no universal assurance that even the 
wleged composition is the true one, and some of 
those that publish a formula attempt to obscure 
the real nature of their mixtures, by using uncom- 
mon names of well-known drugs or including 
some unfamiliar ingredient which may be assumed 
to have some special virtue. A common defense 
of these nostrums is that of their value as property. 
Wood asks: How have the manufacturers ac- 
quired such valuable property rights? Have they 
hired men to be sick to prove the virtues of their 
compounds, or has the medical profession been 
willing to utilize human suffering for the benefit 
of the nostrum vender? The reasons why these 
nostrums are so profitable to their manufacturers 
are, Wood thinks, the imperfect therapeutic 
instruction given in our medical schools and the 
extremely lavish and often very shrewd adver- 
tising they receive. It has been estimated that 
$600,000 is expended annually in advertising 
secret nostrums, but Wood considers this far short 
of the true amount. These hundreds of thou- 
sands of dollars are paid, he says, out of the physi- 
cians’ pockets and their patients’ lives, and yet 
the medical profession is blind enough to let the 

1 Journal A. M. A., June 10, 1905. 








process continue without complaint. The nos- 
trum venders, he says, at a conservative estimate, 
have obtained control of the reading columns 
of two thirds of the medical journals of this coun- 
try, and it is time, he thinks, to call a halt. 


~ 


Correspondence, 
HOSPITAL RECORDS AS EVIDENCE IN COURTS. 


Boston, Mass., 409 Marlborough Street, 
June 5, 1905. 

Mr. Eprror: There have been so many inquiries in 
regard to the meaning of the bill known as “ A bill to 
require the keeping of records in certain hospitals,” which 
was passed by the last State legislature, as well as for 
copies of the same, that I pray your indulgence for an 
opportunity to answer them, which I will do as briefly as 
possible. 

Prior to May 18, 1904, when the Supreme Court of Mas- 
sachusetts handed down a decision in the Case of Cashin 
vo. N. Y., N. H.& H. R.R., Mass. Reports, Vol. 185, page 
543, hospital records were admitted in the various courts 
of the Commonwealth as evidence, without, excepting in 
rare instances, compelling the attendance at court of the 
maker of the records. 

“ The books offered by defendant as records of hospitals 
which were mentioned in the opinion, were books kept in 
the Merey Hospital of Springfield and the Springfield 
hospital, in both of which the plaintiff was treated after 
he was injured.” 

The opinion, as far as it refers to the admissibility of 
hospital records, is as follows: 

“In the case of the books which were offered as records 
of the respective hospitals, it was not contended that as 
to either institutions the records were kept under any 
requirement of law. 

“They were, therefore, not public records, and were not 
admissible unless supported by the testimony of the one 
who made them, if that person was still alive and capable 
of being produced to testify,” and quotes Kennedy v. 
Doyle, 10 Allen, 161-165; Townsend v. Pepperell, 99 
Mass. 40, as not being inconsistent with the decision. 

This decision was so far-reaching that, unless relief was 
obtained by a new enactment of law, physicians connected 
with hospitals would be subjected to great inconvenience, 
or the records would be made in an incomplete way by 
omitting the name of the maker, or by omitting the name 
of the physician or physicians in charge. 

To remedy as far as possible the difficulty and to give 
once more a standing to records in covrt, a bill was intro- 
duced upon my petition in the St... e Senate, and was 
known as Senate Bill 182. This bill was based upon the 
part of the decision of the Supreme Court which says, “ It 
was not contended that as to either institution the records 
were kept under any requirement of law. They were, 
therefore, not admissible,” ete. This bill endeavored to 
provide that hospitals should keep records as a require- 
ment of law, and these would, therefore, be admissible. 

No effort was made to provide how records should be 
kept or to interfere in any way with hospital management, 
but simply to provide that whatever was done should be 
available without incommoding those who, at the present, 
or in the past (for thirty years) had to do with the records. 

3efore the bill was printed, I applied to Dr, E. P. Joslin 
for an opportunity to present the bill with a five-minute 
explanation at a meeting of the medical societies. The 
committee in charge decided against such a presentation. 
They, however, arranged for a meeting which was held at 
Dr. Gay’s office and which was attended by Drs. Gay, 
Geo. B. Shattuck, Henry B. Howard, Geo. H. M. Rowe, 
F. B. Lund, E. P. Joslin and myself. The bill was fully 
considered and at the hearing before the Legislative 
Committee, two weeks afterward, the bill was changed as 
suggested by these gentlemen, and some changes were 
made at the suggestion of Robert B. Boit, Esq., and Dr. 
Copp, of the State Board of Insanity. 

The bill which was passed by the Legislature and ap- 
proved by Governor Douglas, on April 25, is known as 
Chapter 330, Acts and Resolves of 1905, and is as follows: 
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AN ACT TO REQUIRE THE KEEPING OF RECORDS BY CERTAIN 
HOSPITALS, 


Be it enacted, ete., as follows: 

‘Section 1. Hospitals supported in whole or in part by 
contributions from the Commonwealth or from any muni- 
cipality, incorporated hospitals offering treatment to 
patients free of charge, and incorporated hospitals con- 
dueted as publie charities, shall keep records of the cases 
under their care and the history of the same in books kept 
for that purpose. 

“Seer, 2. Such records shall be in the custody of the 
person in charge of the hospital, and shall be admissible 
as evidence in the courts of the Commonwealth as to all 
matters therein contained. 

“Srcr. 3. Section 17 of Chapter 35 of the Revised Laws 
shall not apply to such records, and they shall not be open 
to publie inspection until they are produced in court by 
the person having the custody of the same.” 

Thanking you for your courtesy and help in this matter. 
I remain, 

Very truly yours, 
Francis D. DonoGuur, M.D, 





FIFTEENTH INTERNATIONAL MEDICAL 
CONGRESS. 


Sr. Josern, Mo., June 5, 1905. 

Mr. Eprror: Anticipating that a large number of Amer- 
ican physicians will attend the Fifteenth International 
Medical Congress to be held in Lisbon, Portugal, April 
19-26, 1906, the undersigned has completed arrangements 
for the chartering of a first-class vessel, upon which the 
American delegation may sail as one party. In this way 
better accommodations Can be secured at a more reason- 
able price; the social features in the trip will be enhanced 
and each individual surrounded by those who are per- 
sonally congenial. Additional security and consequently 
added pleasure will be obtained, as the party will be in 
charge of a traveling conductor who is thoroughly con- 
versant with the language and customs of the countries 
to be visited en route. 

As there will doubtless be some differences as to the 
choice of the routes, depending on individual inclination 
and previous opportunities for foreign travel, a number 
of returning routes have been selected, the itineraries o! 
which, although separate from the journey proper, have 
been arranged so that the principal points may be visited 
together. Those who desire may include a Mediterra- 
nean trip; excursions to Madrid, Corunna, Vigo, Oporti, 
the Escorial, Toledo, Seville and Cordova have been ar- 
ranged, as well as an opportunity to return leisurely 
through Italy, France and Great Britain. 

Hotel reservations for the party have also been arranged 
for in the best hostelries of Lisbon, and in addition a num- 
ber of floating hotels will be anchored in the Tagus during 
the entire session of the Congress, thus enabling visitors 
who desire to enjoy all the comforts of a superb hotel 
system on the water. 

The round trip rates from New York will run from 
$275 up, according to the tour selected, including all ex- 
penses. 

Itineraries of the various tours are being prepared and 
will soon be ready for distribution. It is important that 
all who contemplate taking this trip should register at 
once so that no disappointment in hotel reservation may 
be experienced, The final arrangements will, as hereto- 
fore, be in the hands of the well-known conductors, Thos. 
Cook & Sons, which insure perfect and complete service, 
thus relieving the passenger from all annoying details 
incident to the voyage. Those delegates who attended 
the last Congress in Madrid, sailing from New York on the 
Princess Irene, will remember the 
afforded them, 

Further information, reservations and copies of itiner- 
ary may be obtained by addressing 

Cuartes Woop Fasserr, M. D., 


St. Joseph, Mo. 


excellent service 





RECORD OF MORTALITY 
FoR THE WEEK ENDING SATURDAY, JUNE 3, 19085. 
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Deaths reported, 3,037; under five years of age, S80; princi- 
pal infectious diseases (smallpox, measles, cerebrospinal 
meningitis, diphtheria and croup, diarrheal diseases, whoop- 
ing cough, erysipélas, fevers and consumption) 745; acute 
lung distases 378, consumption 850, scarlet fever 21, whooping 
cough 24, cerebrospinal meningitis 93, smallpox —, erysipelas 
12, puerperal fever 13, measles 33, typhoid fever 32, diarrheal 
diseases 114, diphtheria and croup 45. 

From whooping cough, New York 6, Chicago 15, Philadel- 
phia 2, Baltimore 1. From scarlet fever, New York 14, 
Chicago 1, Philadelphia 1, Providence 1, Boston 2, Holyoke 1, 
Medford 1. From crebrospinal meningitis, New York 60, 
Chicago 1, Philadelphia 1, Providence 3, Boston 6, Lawrence 6, 
Lowell 2, Somerville 2, Holyoke 2, Waltham 2, Hyde Park 2, 
Southbridge 2, Worcester 1, Lynn 1, Springfield 1, Pittstield 1. 
From erysipelas, New York 7, Chicago 1, Philadelphia 1, 
Boston 3. ; 

Inthe seventy-six great towns of England and Wales, with an 
estimated population of 15,609,377, for the week ending May 
27, 1905, the death-rate was 14.6. Deaths reported 4,371; acute 
diseases of the respiratory organs (London) 92, whooping 
cough 133, diphtheria 38, measles 152, smallpox —, scarlet 
fever. 50. pe 

The death-rate ranged from 6.2 in Hornsey to 20.8 in Smeth- 
wick; London 14.6, West Ham 10.8, Brighton 15.9, South- 
ampton 10.0, Plymouth 15.7, Bristol 15.0, Birmingham 15.7. 








Leicester 11.4, Nottingham 14.1, Birkenhead 18.4, Live somiet 
18.0, Wigan 20.5, Bolton 14.6, Manchester 16.8, Salford 17.6, | 


Italifax 17.8 
17.0, 
thyr 


, Bradford 14.0, Leeds 15.6, Hull 14.7, Shettield | 
Neweastle-on-Tyne 15.0, Carditl 9.8, Rhondda 20.4, 
Tydtil 19.8, Kings Norton 7.5, Middlesbrough 18.0. 





METEOROLOGICAL RECORD. 
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Smith of the United 


For the week ending June 3, in Boston, 
observations furnished by Sergeant J. W. 
States Signal Corps: 
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*O., cloudy; C., clear; F., fair; G., fog; II., hazy; S., smoky, 


R., rain; T., threatening; N., 
of rainfall. 


snow ;,—, below zero. 
Means for the week. 


i Indicates trace 


OF THE CHANGES OF 
OF COMMISSIONED 
OFFICERS = OF 
MARINE HOSPITAL 
DAYS ENDING JUNE 7, 


OFFICIAL LIST 
AND DUTIES 
COMMISSIONED 
HEALTH AND 
THE SEVEN 


STATION 
AND NON 
THE PUBLIC 
SERVICE FOR 


1005. 


SAWTELLE, H. W., surgeon. Relieved from duty at) Pur- 
veying Depot, New York, and directed to proceed to Washing- 
ton, D. C., for special temporary duty. June 1, 1905. 

STONER, G. W., surgeon. To proceed 
border as far as Sault Ste. Marie, Mich., 
mediate points, especially Quebec, Montreal, 
Detroit, on special duty. June 5, 1905. 

OAKLEY, J. HL, passed assistant surgeon. 
inspector of unserviceable property at the U. 


along Canadian 
stopping at inter- 
Niagara Falls and 


Detailed as 
S. Marine Hospi- 


tal, Port Townsend, Wash. June 2, 1905. 
CLARK, TALIAFERRO, passed assistant surgeon. Granted 
leave of absence for three days from June 7, 1905, under 


paragraph L191 of the regulations. 
KERR, J. W 
absence for one 


, passed assistant surgeon. Granted 
month from June 15. June 1, 1905. 

SALMON, 'T. W Granted leave of absence 
for tive days 1905, under paragraph 191 of the 
regulations. 


leave of 


., assistant surgeon. 
from June 4, 


Spratr, R. D., assistant surgeon. Relieved from duty at 
New Orleans, La., and assigned to duty at Louisville, Ky., 
effective June 15, 1904.) June 5, 1905. 


PorteER, J. Y..sanitary inspector. Granted leave of absence 
for seven days from June 20. June 2, 1905. 
BEAN, L. C., acting assistant surgeon. 
absence for three days from June 8s. June 7, 1905. 

MCCONNELL. E. F., acting assistant surgeon. Relieved from 
duty at Nuevitas, Cuba, and directed to proceed to New York 
and report to Surgeon G. W. Stoner, Ellis Island, for duty. 
June 3, 1905. 

Mason, W. C., acting assistant surgeon. 
absence for five days from June 26. June 6, 1905. 

RANSOM, 5S. A., acting assistant surgeon. Granted leave of 
absence for two days from May 3. June 6, 1905. 

ACHENBACH, J., pharmacist. Granted leave of 
sixteen days from June 13. June 6, 1905. 


MEDICAL 
WEEK ENDING 


Granted leave of 


Granted leave of 


absence for 


CHANGES 
FOR 


IN THE 
THE 


CORPS U. S. 
JUNE 10, 


NAVY 
1905. 


E. R. Srirr, surgeon. Detached from the Naval Museum of 
Hygiene and Medical School, Washington, D. C., June 5, and 
ordered to the naval hospital, Canaecao, P. I., sailing from 
New York, N. Y., about June 10. 

E. O. J. EYTINGE, assistant surgeon. 


Ordered to the naval 
hospital, New York, N. Y. 
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FARWELL, assistant surgeon. Detached from the naval 


| hospital, New York, N. Y., and ordered to the ** Brooklyn.” 


L. W. Bisitop, passed assistant surgeon. Detached trom the 
Naval Museum of Hygiene and Medical School, Washington, 
and ordered to the * Dubuque.” 

J. F. MURPHY, assistant surgeon. Detached from the 
‘Dubuque,’ and ordered to continue duties on the * Hancock.” 

G. M. MAYERs, assistant surgeon. Ordered to Washington, 
D.C., for examination for promotion, and then to wait orders, 
June 1. 

The following passed assistant surgeons have been ordered to 
report to the president of the naval and medical examining 
boards, for ae for gg a June 26, 1905, and then 
to wait orders: F. M. he RLONG, J. F. Leys, W. M. Garron, 


F. L. BENTON pi J. a 
SOCIETY NOTICE. 
ANNUAL MEEPING OF THE AMERICAN MEDICAL SOCIETY 
FOR THE Stubpy OF INEBRIETY AND ALCOHOL. — The 


thirty-fourth annual meeting of this society will be he ld in the 
hall of the Atkinson School Building, Portland, Ore., July 12 
and 13, 1905, beginning at 9 A.M. The pre sident’s address by 
Prof. W.S. Hall of the Northwestern University of Chicago, 
Lll., will be a review of the progress of the study of the action 
of alcoho! during the year. The Committee on the Influence of 
Alcohol in Literature and History will present a report by its 
preside nt. Dr. John Madden. The Committee on Heredity us 
a Cause in the Disease of Drug and Spirit Taking will report, 
and the Committee on Patent Medicines will also submit a 
statement of their work. 


T. D. CROTHERS, M. D., Secretary 


RECENT DEATHS. 
Dr. DEWrrt G. Lippincorr of Campbell Tall, Orange 
County, N. Y., died on June 8, at the age of forty-four years. 


Dr. Epwarp L. NEWHALL, of Lynn, died June 12. Tle 
Was cighty-three years old and was born in Lynn. He eradu- 
ated at the Harvard Medical School in 1848, and studied subse- 
quently in Dublin and Paris. He had practised in Lynn more 
than fifty years. He was twice m: age und leaves three sons 
who are physicians, Drs. Herbert W., Edward B., and Harvey 
N. Newhall; a fourth son, Charles S., ix 2 mining engineer in 
Colorado, and there are two daughters. 


BOOKS AND PAMPHLETS RECEIVED. 


A System of Clinical Medicine dealing with the 
Prognosis, and Treatment of Disease for 
Practitioners. By Thomas D. Savill, M.D. 
If. Illustrated. London: J. & A. Churchill. 
P. Blakiston’s Son & Co. 1905. 

An Emergency Poisoning Case. 
M.D. Reprint. 

Univegsity of California Publications. Physiology 
Improved Method of Artiticial Parthenogenesis. (Third Com- 
munication.) By Jacques Loeb. The Diuretic Action of Cer- 
tain Haemolyties and the Influence of Calcium and Magnesium 
in Suppressing the Haemolysis. (Second Communication.) By 
John Bruce MacCallum. The Action of Pilocarpin and 
Atropin on the Flow of Urine. By John Bruce MaeCallum. 
Berkeley. 1905. 

Sight and Hearing Tests. 
Quincey, Mass. By Supt. 
Wells. 

The Comparative Anatomy of the Anterior Cerebral Artery. 
By William W. Sisem, A.M., M.D. Reprint. 

Quarterly Report of the Board of Health of the Department 
of Health of the City of New York for the Quarter ending 
June 30, 1904. 

Annual Report of the Mount Sinai Hospital of the City of 
New York, January, 1905. 

Ueber weitere Fortschritte in der Moment-Roéntgen-photog- 


Diagnosis, 
Students and 
London. Vol. 
Philadelphia : 


By John W. Wainwright, 


On an 


Extract from School Report of 
Frank E. Parlin and Dr. David W. 


raphie. Von Professor H. Rieder und Dipl. Ing. Dr. Jos. 
Rosenthal. Reprint. 

Ueber eine Réntgenréhre zur Erzielune besonders kon- 
trastreicher Bilder. Von Diplom-Ingenieur Dr. phil. J. 
Rosenthal. Reprint. 

The Diagnosis of Diseases of Women. A Treatise for 
Students and Practitioners. By Palmer Findley, B.S., M.D. 
Second Edition, Revised and Enlarged. Tlustrated. Phila- 
delphia and New York: Lea Brothers & Co. 1905. 

Transactions of the American Pediatric Society. Sixteenth 


Volume XVI. 


Abstract Report of the Commission for the Study and Treat- 
ment of ** Anemia” in Porto Rico. December 1, 1904. 


Session. 
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@riginal Articles. 


EYESTRAIN, ITS IMPORTANCE, AND ITS 
LIMITATIONS.* 


BY G. L. WALTON, M.D., BOSTON. 


THE question of eyestrain and its effects upon 
the nervous. system is still under discussion. 
The most conservative allow that headache may 
sometimes be caused by eyestrain, but limit the 
application of this principle to the most obvious 
vases, eliminating cases in which there is no pain 
in the eyes, no conjunctivitis, no pain during the 
use of the eyes, and those in which no error of 
refraction can be demonstrated by crude tests 
without a mydriatic. The enthusiast, on the 
other hand, finds in eyestrain, not only a potent, 
but a curable, factor in the production of head- 
ache, epilepsy, chorea, indigestion, mental dis- 
turbance and nutritional changes, local as well 
us general, and in glasses a panacea for many of 
these ills. While the former gives, perhaps, too 
little weight to clinical evidence, the latter draws, 
perhaps, too sweeping inferences from _insuffi- 
cient evidence, is inclined to overlook other 
sources of nervous and mental disturbance, and 
especially to disregard the constitutional taint 
which predisposes to nervous and mental disturb- 
ance, a taint of which the error of refraction is 
merely one sign. 

At the risk of being accused of blowing hot and 
cold on the same proposition, I wish to call atten- 
tion, on the one hand, to the neglect on the part 
of the profession to recognize and adequately treat 
the cases in which headache does result from 
eyestrain, and on the other hand, to speak of the 
constitutional tendency underlying not only such 
disorders as epilepsy, but also that variety of 
headache perhaps most commonly and most 
erroneously attributed to eyestrain, namely, the 
constitutional headache of the deviate. 

My experience, while confirming the prevailing 
scepticism regarding the cure of epilepsy and 
chorea by glasses, tends to support the proposi- 
tion that, after eliminating such obvious causes as 
organic brain or frontal sinus disease and well- 
recognized toxic conditions, eyestrain is one of 
the commonest, if not the commonest, exciting 
‘ause Of headache in the otherwise healthy, par- 
ticularly of the frequently recurring headaches 
among the young and middle-aged, generally 
frontal, or frontal and occipital, sometimes 
unilateral, sometimes accompanied by nausea 
and blurred vision, and sometimes replaced by 
the latter. This class, which I shall term migra- 
noid, includes the paroxysmal form known as 
migraine, sick headache or blind headache, which 
is not infrequently replaced after youth has passed 
by headaches showing these characteristics in 
moderate degree and of less paroxysinal vivlence. 
These headaches generally have a run of several 
hours to a day with intervals of freedom, do not, 
as a rule, keep the patient awake, but often 
disappear during sleep. They appear sometimes 


*Read before the Boston Society of Psychiatry and Neurology, 
May 18, 1905. 





on waking in the morning, sometimes during the 
day. Eyestrain in these cases may be, and prob- 
ably is, superimposed upon an inherent predis- 
position, but notwithstanding this fact I have 
come to believe that the adjustment of glasses 
will do more for their relief than any other treat- 
ment, though absolute disappearance of the 
tendency can hardly be expected under any 
treatment. 

Whenever a young or middle-aged individual 
bears a frown and has been since childhood sub- 
ject to periodic, frontal, or fronto-occipital head- 
aches, with or without nausea or vomiting, and 
with or without twinkling scotoma, the suspicion 
that refractive error is the exciting cause of the 
trouble should not be dismissed on account of 
the statement that the frown is a family charac- 
teristic, and that the pain is not directly con- 
nected with overuse of the eyes. The headache 
and frown are relieved in such cases upon the use 
of spectacles so often, and to so marked a degree, 
that little weight can be given to these arguments. 

There is another variety of headache which 
may be fairly well distinguished from these migra- 
noid headaches, namely, the headache occurring 
at intervals of many months, even years, only on 
mental exhaustion, particularly exhaustion from 
continued application to a single subject. This 
headache is also apt to be frontal, but is, as a 
rule, unaccompanied by nausea or blur. This 
headache, which may be termed brain fag head- 
ache, is probably not due to, or excited by, eye- 
strain. Of the constitutional headache I shall 
speak further on. 

The etiology, pathology, and treatment of 
migraine has been made the subject of extended 
investigation and discussion. The general trend 
of such investigation is illustrated in a recent 
contribution by Levi.!| This author places the 
center for the phenomenon in the floor of the 
fourth ventricle, and explains the visual, audi- 
tory and other accompaniments by tracing the 
central connections between the fibers of the 
trigeminal nerve and those of the other cranial 
nerves involved. Excitability of this center he 
regards as hereditary, and compares the attacks 
and remissions to those of gout and uremia. He 
cites as accessory causes psychic excitation, 
sensorial or visceral, emotion, and exogenous 
intoxication, gastric disturbance and constipa- 
tion. 

The treatment, he states, should be directed 
toward lessening the excitability, increasing the 
resistance, and avoiding or diminishing the 
exciting causes. 

I have no special quarrel with this line of 
reasoning, but would suggest that refractive error 
be given a prominent place, in fact, the promi- 
nent place, among the exciting causes, and that 
a due amount of effort be made in each case to 
remove this exciting cause. To neglect this 
effort is to ignore without investigation a mass 
of evidence collected by competent observers. 

It occurred to me that some light might be 
thrown on this subject by ascertaining the fre- 

1 Rev. Neurologique, Feb. 15, 1905. 
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quency of headache among those totally blind 
from infancy, in other words, among those in 
whom the element of eyestrain could be practi- 
‘ally eliminated. The results were very sug- 
gestive and sufficiently striking to encourage 
further study. This study was made through the 
kindness of Mr. Anagnos, Superintendent of the 
Perkins Institute for the Blind at Boston, of 
Mr. Campbell, Superintendent of the Experi- 
mental Station for Adult Blind at Cambridge, 
and Mr. E. E. Allen, Superintendent of the Penn- 
svlvania Institute for the Blind at Philadelphia. 

By way of establishing a control, I have ques- 
tioned, regarding headache, 100 healthy individ- 
uals with sight, including 68 members of the 
Boston Normal School of Gymnastics, through 
the kindness of Miss Homans. Of these 100 
individuals, only 31 (31%) had never had head- 
aches. Of the remaining 69 cases, 24 (35%) 
had occasional headaches (less often than once 
in three months); 45 (65%) were subject to 
frequent headaches. The prevalent seat was 
the forehead; the duration, in general, varied 
from a few hours to a day or two, and the head- 
ache disappeared generally during the night. 
In the cases of frequent headache scotoma and 
nausea were common. Unilateral seat was not 
infrequent. In 17 cases typical attacks of sick 
headache with nausea, vomiting and blur had 
appeared at some period in the life. The pro- 
portion of these attacks was practically the same 
in the two sexes, contrary to the popular opinion. 

By way of still further control, 42 cases were 
examined who were either partially blind 
(whether the blindness was acquired or congeni- 
tal), or who suffered from acquired blindness 
coming on at an age after the habit of fixation 
and convergence was well established. The pro- 
portion of individuals in this class who had never 
suffered from headache was 29%, that is, prac- 
tically the same as among persons having sight. 
A further reason for including this class in the 
examination was to cover the question of sur- 
roundings and diet, since these conditions were 
the same as in the third class examined. 

The third class contained individuals totally 
blind since infaney. In this class, therefore, 
eyestrain was reduced to the lowest possible terms. 
Of this number, 90 were examined, and of these 
90 cases 59, or 66%, promptly stated that they 
had never had headaches, in marked contrast 
with the 31% of individuals with sight, and the 
29% of the cases with partial and acquired blind- 
ness. 

When the headaches were present, they re- 
curred with about the same frequency as in indi- 
viduals having sight. In 38% they occurred 
less than once in three months, in 62% oftener 
than that. The prevalent seat of headache was 
also in the forehead, the duration was generally 
a matter of hours to a day or two. Nausea was 
not uncommon, especially in the cases of fre- 
quent recurrence. Nothing allied to scintillating 
scotoma could be elicited, unless the statement 
of one individual that he felt a “ prickling in the 
eyes’ be so regarded. In five instances the 





headache was unilateral. The migranoid char- 
acter was sufficiently suggested to practically 
negative the supposition that all migraine results 
from eyestrain. 

It should be added that the answers of a num- 
ber of the blind children suggested that they 
were describing attacks of pain in, and directly 
about, the eyes, rather than true headache, so 
that the number of headaches recorded among 
them was probably too large rather than too 
small. 

It is interesting to note also in this connection 
that some of the congenitally blind individuals 
stated that they were in the habit of mentally 
fixing their gaze upon their work. This would 
indicate an instinctive tendency to co-ordinate 
the accommodative mechanism with that con- 
trolling the hands. It is possible, therefore, 
that even in those totally blind from infancy, 
accommodative or fixation effort is not neces- 
sarily absent, but it must surely play a very in- 
significant part. 

These figures would indicate then that headache 
is twice as common among those subject to eye- 
strain as among those in whom this element is 
wanting. Conversely, it would seem fair to infer 
that one-half the headaches occurring in ordinary 
individuals in health are due to eyestrain. 

One argument frequently advanced against 
eyestrain as causing migraine is worthy of being 
taken up in detail, namely, the fact that glasses 
have been already tried without relief. Jn, such 
cases it will often be noted that the glasses have been 
used only on occasion; that eyeglasses, not spec- 
tacles, have been worn; that no care has been taken 
in the centering of the glasses, and no care in keep- 
ing them properly adjusted; that the patient has 
taken no pains to look through their center instead 
of from side to side, and that he has not given up 
the effort of straining to see objects beyond his legiti- 
mate range, and even, perhaps, that the glasses have 
been prescribed by someone not thoroughly conver- 
sant with this branch of practice. 

Here are six commonplace and legitimate 
reasons for nonefficiency of glasses, any one of 
which may suffice, but several or all of which are 
likely to co-exist, to say nothing of numerous 
technical difficulties. 

If the patient is to reap the full benefit of ocu- 
lar treatment these considerations, at least, must 
be borne in mind by the neurologist as well as 
the oculist. 

With regard to the question of eyeglasses or 
spectacles, an occasional nose may be formed so 
that eyeglasses will maintain all day the exact 
angle desired for the correction of astigmatism, 
but in many more eases the reverse will be true, 
especially in case of the old-fashioned glasses, and 
I have more than once seen the simple change 
from eyeglasses to spectacles work a miracle. 
The so-called Shuron glasses, I am informed, are 
less objectionable than the older forms, but do 
not really replace spectacles. 

The occasional use of glasses forces repeated 
change from accommodative relaxation to accom- 
modative strain, a change which naturally handi- 
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caps the result which is to be hoped for only 
through relief of accommodative strain. A single 
accommodative over-effort may interfere to a 
certain extent with the beneficial effect of spec- 
tacles, and many such over-efforts in the course 
of the day will surely do so. Dr. Dixon in a 
recent article? has emphasized the importance 
of wearing glasses while resting the eyes as well 
as while using them, because complete rest is 
impossible for the uncorrected, imperfect eye, 
even while looking off. 

It is not generally known outside ophthalmo- 
logical circles that the centering of glasses is of 
paramount importance, but continuous discom- 
fort may be produced by moderate misplacement 
of a strong, spherical lens, or of a cylindrical lens, 
with other than a horizontal axis. 

Care of glasses is also important. In a case of 
astigmatism of only one half a diopter, a devia- 
tion of 5° from the proper angle may produce 
migranoid headache in the susceptible individual. 
Spectacles should, therefore, be chosen in which 
no loose rivet can cause a variation in the angle, 
on which account glasses with rims are, perhaps, 
somewhat safer than the rimless, though the latter 
so may be solidly constructed and are less objec- 
tionable to most persons. The glasses should never 
be carelessly handled by the side pieces; they 
should be removed carefully and laid down clear 
of other objects, not jammed carelessly into a 
case. In faet, whenever it can be arranged it 
is better not to use a case. Again, frequent 
visits should be made to the optician; such a 
visit may not only abort an individual attack 
of migraine after twinkling scotoma has appeared, 
but may even relieve a headache well under 
way. 

No one can straighten his own spectacles with 
the fingers and no one should attempt to do so, 
though perhaps with the proper forceps and with 
instruction and practice one may learn to correct 
a simple tilt. In a case of astigmatism it is out 
of the question that a pair of spectacles fitted 
months or years ago should do efficient work 
to-day without readjustment. 

With regard to the question of how to look 
through spectacles: The patient should be warned 
that each time he looks from side to side or up 
or down he is looking through the wrong curve, 
and may thus increase, rather than lessen, his 
refractive error, though this may be obviated to 
some degree by using toric lenses. The patient 
should also be warned that efforts to see clearly 
objects at a distance by straining the eyes, with 
the spectacles on, only reproduces the trouble 
for which the glasses are prescribed. When a 
distant object cannot be easily made out by 
resting the eyes upon it without strain, the pa- 
tient should learn to say to himself, ‘“‘ That object 
is beyond my range of vision.” This is a variety 
of self-restraint particularly hard to practice at 
the theatre or ball game. 

Even when all these precautions are carefully 
stated by the neurologist and by the oculist, there 
still remains an element of uncertainty in their 

2 Journ. Am. Med. Asso., April 22, 1905. 





accomplishment, but until the attempt has been 
made to obviate at least these every-day chances 
of non-success, the assertion that correction of 
refraction has been given a thorough trial is hardly 
justifiable. 

The following note will be of interest in this 
connection: 


Dr. WALTON: 

Dear Sir, —1 thought you might like to know how 
much better I have been since I have become accus- 
tomed to Dr. ——’s glasses. I have scarcely had a 
headache and am feeling in every way much better. 
Am trying to follow all the good advice you gave me 
that day, looking directly through the center of my 
glasses, etc. Thanking you for sending me to Dr. ——, 
I am, 


Sincerely yours, 


This patient, notwithstanding previous at- 
tempts at relief by ocular and other treatment, 
had suffered for a long period from weekly attacks 
of migraine during which vomiting occurred some- 
times as many as six times a day. 

Even assuming the patient to be mistaken in 
ascribing any part of the benefit to these details, 
and that the success was due to a fortunate 
change or prescription on the part of the final 
oculist consulted, the incident will serve to illus- 
trate the importance of persistence in this line 
of investigatiion. 

The following is cited as a striking instance not 
only of general cerebral disturbance resulting 
from eyestrain, but also of a definite reflex symp- 
tom probably similarly produced, and apparently 
relieved by attention to the details I have indi- 
cated. 


Case. A stout, athletic man of forty-one has been 
engaged continuously for some time without vaca- 
tion upon important head work and has noticed of late 
a gradually increasing disagreeable sensation in the 
head falling short of headache. During the past 
month there has appeared and increased a thick feeling 
about the chin and mouth and in the left side of the 
tongue. He formerly smoked a number of cigars a 
day; of late, twoa day. There is no numbness of the 
hands and feet, no central scotoma, no cardiac irregu- 
larity; in other words, no definite sign of nicotine 
poisoning. Physical examination shows a_ normal 
heart, normal urine, normal reflexes and perfect 
physical condition. The vision in the right eye is nor- 
mal, in the left 20—30 without correction. He was 
advised to discontinue tobacco entirely, and to take a 
vacation after having obtained glasses. These were 
prescribed by Dr. Proctor. 

One month later, after returning from his vacation, 
he found himself still unable to work for more than an 
hour or two, after which it was impossible to think 
consecutively. He had been all right during his vaca- 
tion, but now felt that it was impossible for him to go 
on with his work and seriously contemplated giving it 
up entirely. He had been wearing eyeglasses, and 
those only at his work. He was advised to replace the 
eyeglasses by spectacles and to wear them constantly. 
He reported later that he found himself able to work 
all day without trouble immediately upon putting on 
the spectacles. The thick feeling in the tongue and 
chin which had existed continuously for three months 
disappeared that day and has not reappeared. He is 
now continuing his work without trouble. 
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My only fear in such cases is that continued 
absence of headache and other symptoms may 
cause relapse in the care of the details these pa- 
tients are now following with strict attention. 

‘‘ Eternal vigilance is the price of safety.”’ 

It is probable that eyestrain headaches occur- 
ring in cases of optic neuritis may sometimes be 
mistaken for the headache of new growth, and I 
strongly suspect this is often true in the pseudo- 
tumor cases described by Nonne. This combina- 
tion in a young man sent me by Dr. Harrower 
some time ago led me strongly to suspect new 
growth, though no other signs were present. On 
seeing him recently, however, I found that the 
headaches had materially lessened since he had 
lost his sight to such a degree that he no longer 
attempted to read. No further symptoms of 
cerebral disease had appeared. Noting that he 
still frowned I questioned him more closely and 
it appeared that the headaches were always fron- 
tal and occipital, that they never kept him awake 
at night though they were extremely severe at 
times, and sometimes were accompanied by vom- 
iting, and that the patient himself noticed they 
were worse after the use of the eyes. Dr. Mansur, 
who also saw the case, called my attention to a 
very wide excursion of the pupils on accommo- 
dative effort, in marked contrast to the slight 
reaction to light, showing that he is still e: apable 
of extreme accommodative effort. It seems 
probable, then, that these were mainly, if not 
purely, eyestrain headaches. 

Let us now view the other side of the shield. 

I have already referred to the fact that a pre- 
disposing constitutional tendency may underlie 
migraine, even though eyestrain may be the excit- 
ing cause of the attacks. There is another form 
of headache for which glasses are not infrequently 
prescribed, in which the constitutional tendency 
so dominates the picture that even if eyestrain 
exists, it is of minor importance in the etiology, 
and its treatment is almost uniformly unavailing. 
I refer to the so-called constitutional headache. 
This headache is mentioned by writers on degen- 
eration, but its adequate description I do ‘not 
find in the literature. 

The headache which I have come to recognize 
under this title is quite different from migraine. 
This variety of headache is likely to appear, not 
in childhood, but during adolescence. The pa- 
tient is perhaps a young woman, who has passed 
through a comparatively robust and uneventful 
girlhood, but who lacks the vitality to carry her 
into womanhood on the same plane of health, 
and to enable her to assume with comfort and 
ase the duties and responsibilities of adult life. 
Such a patient may take up the burden, notwith- 
standing the handicap, or she may fall at this 
time into the invalid, or semi-invalid, not to say 
hyponchondriacal, habit. Among other symp- 
toms such a patient gives prominence to con- 
stant headache, described as excruciating, fright- 
ful, in short, as torture. The pain is apt to be 
vaguely localized, perhaps affecting the whole 
head, perhaps vertical, rarely definitely referred, 
like the results of eyestrain, to the forehead, 





temples and occiput, and rarely migranoid in 
character. 

Although it is stated that the headache is pres- 
ent during the visit, the patient may be smiling 
and pleasant, and show no more exhaustion after 
a long examination than the examiner, perhaps 
not so much. Imagination, that expression so 
obnoxious to neurotics, is the term often applied 
to this variety of headache, but these patients 
probably really have a certain discomfort through 
the acute realization of the sensation physiologi- 

rally accompanying mental effort, a phenomenon 
unnoted by the normal individual, whose atten- 
tion is directed elsewhere, but not only realized, 
but even interpreted as agonizing pain by the 
individual whose ruling obsession is the desire to 
be free from all except agreeable sensations. 
This headache is perhaps analogous to that of 
brain fag, but out of proportion to the fag. 

Such a patient will, on the chances, be found 
to have astigmatism, but the most painstaking 
correction is likely to prove unavailing. It is 
not unusual, in fact, for such patients to pass 
through the hands also of the rhinologist and the 


gynecologist for undoubted nasal and_ uterine 
defects, but without avail. Such cases have 


doubtless done much to further the skepticism 
regarding reflex symptoms from these various 
organs as well as from eyestrain. 

It is desirable that such cases should be recog- 
nized at the outset, and that the fact should be 
patent that in these cases the astigmatism, the 
deviated septum, and the infantile or congenitally 
misplaced uterus are simply corroborative signs 
of constitutional defect, and that the morbid ner- 
vous symptoms are part and parcel of this constitu- 
tional tendency rather than reflex phenomena. 

Nervous irritability appears to be sometimes 
lessened by the adjustment of glasses, but here 
again care should be taken to eliminate the 
irritability of the ideo-obsessive. Before prom- 
ising relief from glasses the oculist as well as the 
neurologist should learn to note the fussiness of 
the constitutionally psycho-neurotic, shown, for 
example, by persistent change in the position of 
the chair placed by the examiner, by complaints 
of the temperature of the room, the call for a fan, 
or glass of water, the shading of a light, the clos- 
ing or opening of a window; the nail biting, 
the grunting, sniffing, blinking, the vocalized 
cough and other compulsive manifestations of the 
ideo-obsessive, even amounting sometimes to 
tic convulsif, or more properly tic obsessif, in which 
the most bizarre movements are made, appar- 
ently to complete a mental picture. In this 
connection should be mentioned also the antago- 
nistic attitude, the resentment at the various 
steps in the examination, and the reproaehes 
because other steps are not taken, which the 
patient regards as important, particularly an in- 
spection of the back, to which so many anoma- 
lous sensations are referred. 

If spectacles are prescribed these patients can 
rarely accustom themselves to the reflection from 
the glass, the sight of the rim or the feeling 
of the bow over the ear, phenomena unnoted by 
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the average individual, but giving rise to a degree 
of discomfort in the ideo-obsessive, which gives 
a clew to the nature of the constitutional headache 
itself. 

If the visit is preceded by a letter containing 
a statement of the symptoms, is accompanied 
by frequent reference to notes, and is followed 
by letters setting forth with great particularity 
points not completely elucidated during the visit, 
the oculist as well as the neurologist should rec- 
ognize the confirmed hypochondriac, for whom 
other than mental treatment is sure to prove 
unavailing, and mental treatment itself only 
useful in very exceptional, and comparatively 
early, cases. 

A word regarding epilepsy and chorea. It is 
doubtless true that a large percentage of refrac- 
tive error will be found in these disorders. It is 
also true that an overloaded stomach sometimes 
precedes an epileptic attack, but there seems as 
little hope of curing these disorders by applying 
vlasses as by regulating the digestion. This 
should not, of course, deter us from removing all 
such sources of irritation, a procedure which may 
materially benefit chorea, but must keep our ex- 
pectations within legitimate bounds. If the 
overuse of other muscles than those of accommo- 
dation could furnish an analogue for the epileptic 
attacks there would be theoretical ground for 
the belief that eyestrain could produce epilepsy, 
even though refractive treatment in practice 
proved unavailing. In point of fact, however, 
while we have in the pain and cramp in other 
occupation neuroses, the analogue of the accom- 
modative spasm and headache, there is nothing 
to suggest the generalized spasm and unconscious- 
ness of epilepsy. 

The following cases are cited as instances in 
which glasses have been vainly prescribed for 
symptoms supposed to be reflex, but really due 
to constitutional tendencies. 


Cask. A business man, insurance agent, thirty- 
one years old, was sent for consultation by Dr. Proctor. 
Has had headaches for ten years, largely in the occipital 
region, also extending to this region from the eyes. 
There is no blur with the headaches, and no nausea or 
vomiting. They may come any time in the day. It 
bores him to talk; he is sleepless. He has bad dreams 
and worries at night with regard to business. The 
top of his head is sore at times. There is a scraping 
in the head at times like a broken violin string. Six 
months ago, he drank a strong cup of coffee which 
prevented his sleeping and which he thinks has upset 
him ever since. As a boy he was always shy and sen- 
sitive; would cross the street to avoid people when 
not feeling well. He is very conscientious and his|” 
wife states that he takes his work very hard, worries 
excessively on making mistakes, and carries his business 
to bed with him. His sister is highstrung, nervous and 
irritable, as was the entire family on the father’s side. 
He has been treated hopefully by various oculists who 
have recommended prisms and lenses, both cylindrical 
and spherical, without effect. One year ago he was 
treated by a rhinologist for three or four months on 
account of contact between turbinate bone and the 
septum; no result followed. ‘He was then treated on 
the theory that uric acid caused the headache, but 
this treatment gave no benefit. His family doctor 





then diagnosticated nervous exhaustion. 
nosis was constitutional headache. 

Case. A inan of forty-four has had for a year 
occipital and vertical headache, practically constant 
during the day, but always disappearing at night. 
Heat or worry increases the pain and mental distrac- 
tion causes it to disappear. It sometimes feels as if 
the top of the head would lift off. Has had three 
attacks during the year of abdominal tenderness and 
inflation lasting a day only; during these attacks the 
headaches disappeared. The third of these attacks 
occurred during worry on account of the illness of a 
child. 

He has a brother and sister, extremely nervous, 
tremulous and sensitive. The sister has had an attack 
of nervous prostration, before which she was hysterical, 
A paternal uncle is in an insane hospital. His father 
was a very “set” man, his father’s brother still more 
sO. 

Physical examination shows a well built, rugged 
man, who frequently clears his throat in the automatic 
manner peculiar to the obsessive. Abdominal exam- 
ination is negative. His refractive error is apparently 
perfectly corrected by glasses. 

Case. A professional man has given up his work 
on account of trouble with the eyes. This trouble 
was of gradual onset commencing with difficulty in 
opening the lids. This trouble persists, but the eyes 
will open perfectly when the mind is engaged or when 
the mouth is open. Sometimes when the eyes are open 
the breath must be held. There is a neurotic family 
history. The patient was always sensitive and little 
things would worry him. He has a dread of being in a 
crowd, and has been subject to urticaria for several 
years, large welts appearing upon the skin whenever 
he is chilled. 

The eyes are closed most of the time, being occasion- 
ally held open for a second or two. Occasionally rapid 
winking appears, also twitching movements of the 
mouth. The patient repeatedly “makes an expiratory 
noise in the throat of which he states he is unaware. 

Various oculists have been consulted and, on the 
theory that the symptoms were reflex, glasses, both 
cylindrical and prismatic, have been prescribed, cor- 
recting the refractive error, but without affording 
relief. The middle turbinate on one side has been also 
removed and the middle and inferior turbinates on the 
other, without result, except that during the cocainiza- 
tion of the nasal cavity the trouble with the lids tem- 
porarily disappeared. 


My diag- 


A word upon the biographical study of eyestrain. 
A careful study of the lives of prominent men 
would indicate that they were hampered by eye- 
strain (Gould), but it is a question if enthusiasts 
in other branches of medicine might not find 
evidence that their mental and physical peculiari- 
ties were due to, and might have been cured by, 
treatment of other pathological states than eye- 
strain. Might not the dentist attribute De 
Quincey’s indigestion to his defective teeth, or 
the diatetic enthusiast find an excess of uric 
acid the cause of Carlyle’s unfortunate disposi- 
tion? However this may be, the history of such 
cases reveals signs, phy sical, mental, or both, of 
constitutional peculiarity. Carlyle in his boy- 
hood was shy, proud, pugnacious, with strong 
affections and with equally violent antipathies. 
In later life he made war upon the neighbors’ 
poultry and had constructed for his labors a room 
proof against sound. De Quincey was a man of 
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diminutive stature, given to day dreaming before 
he became addicted to the habit the inability to 
resist which may quite as plausibly be attributed 
to constitutional weakness as to the discomfort 
caused by eyestrain. 

It is, perhaps, partly through lack, not of knowl- 
edge, but of discriminating attention to the 
distinctions I have reviewed that so much dis- 
couragement exists among neurologists regarding 
the relief of nervous symptoms by recourse to 
glasses. It is also possible that extreme claims 
have aroused the negativism of the practitioner 
and thus prevented systematic effort. If I have 
induced anyone present to renew an abandoned 
effort help some sufferer from migraine by 
glasses, the main object of this paper has been 
attained. 


CONCLUSIONS. 


(1) Among 
infancy, 66% 


individuals totally blind since 
were free from tendency to head- 
ache, as contrasted with 31% of those having 
sight, and 29% of those with partial or with 
acquired blindness. 

(2) If these figures should prove constant the 
inference would seem justifiable that half the 
headaches in health are due to eyestrain. 

(3) The headache, when present among those 
totally blind since infaney, partook sufficiently 
often of the migranoid character to preclude the 
supposition that all migraine is due to eyestrain. 

(4) The results of this study would indicate 
that while migraine and migranoid headaches 
have a constitutional basis, and while other 
factors than eyestrain may act as exciting causes, 
still, eyestrain is one of the most, if not the most, 
important of these exciting causes, and steps for 
its relief are imperative. 

(5) In no ease has correction of refraction been 
given a thorough trial until (a) the glasses are 
properly centered, (b) their continued readjust- 
ment is practiced, (c) the patient looks as much 
as possible through their centers instead of from 
side to side, (d) efforts are avoided at straining 
the eyes to see distant objects with the glasses, 
(ce) spectacles instead of eyeglasses are used, and 
(j) the use of spectacles is constant, not inter- 
mittent. 

(6) The constitutional headache of the deviate 
is probably allied to the headache of “ brain fag,” 
but is out of all porportion to the sources of fag. 
Little ean here be expected of spectacles. 

(7) In the proportion in which obsessive ten- 
dencies and other signs of constitutional pecu- 
liarity accompany errors of refraction, efforts at 
the correction of refraction will prove unavailing 
for the relief of nervous symptoms. 


+. 


THE PRESERVATION OF THE 


BY J. BERGEN OGDEN, M.D., NEW YORK. 

THE preservation of the urine is a subject with 
which every physician has to deal at some time, 
but one which is, unfortunately, neglected and 
sometimes considered of little importance. But 


URINE. 





it 7s essential that a urine be in a fairly fresh con- 
dition in order that a satisfactory examination 
be made, so that the use of a preservative is at 
times imperative. 

It is often necessary to collect the twenty-four- 
hour quantity of urine and to have it in a fresh 
condition at the end of twenty-four or forty-eight 
hours, or even at the end of seventy-two hours. 
This becomes a difficult matter, particularly in 
warm weather. It is also often important that 
a sample of a single micturition or a sample of the 
mixed twenty-four hour urine be sent to the phy- 
sician’s office or to a clinical laboratory either by 
mail or express, requiring two or three days for 
transportation, and that the specimen arrive in a 
condition suitable for examination. The prob- 
lems of what to use and how much should be 
used naturally arise. 

It is, of course, essential that a preservative 
be used which will modify the composition of the 
urine as little as possible, and one which will not 
interfere with the chemical tests or the micro- 
scopic examination of the sediment. Unfortu- 
nately, most preservatives modify the urine to a 
slight degree, and some to a greater extent than 
others; these facts I hope to make clear in the 
consideration of the individual substances. 

The length of time that a urine, which is free 
from preservatives, will remain suitable for a 
chemical and microscopical examination will 
depend upon (1) the temperature at which it is 
kept, (2) the degree of concentration, and (3) 
the presence or absence of pathological elenients 
such as albumin and sugar. 

It is well known that a urine will decompose 
much more rapidly at a temperature of 80° F. 
than at 60° F.!. We also know that a urine with 
a low specific gravity (e. g. 1,010) will decompose 
much more rapidly than one with a specific gravity 
of 1,021, and a urine with a gravity of 1,030, but 
free from sugar, will remain fresh a much longer 
time than one with a gravity of 1,021. A specimen 
that contains more than a very slight trace of albu- 
min will generally undergo rapid ammoniacal de- 
composition, or become so filled with bacteria that 
the sediment is unfit for examination. When 
1% or more of sugar is present in a urine, ammo- 
niacal decomposition rarely occurs; indeed, the 
reaction usually becomes more acid due to the 
formation of acids in the process of fermen- 
tation. As soon, however, as fermentation of 
the sugar begins, the progress of which depends 
largely upon the temperature, the sediment soon 
becomes unfit for examination because of the 
abundant development of sugar spores (torulu 
cerevisve). 

The subject-matter of this paper is based upon 
140 experiments with various preservatives in 
urines of varying composition: (1) Those with a 
normal, a high, and a low specific gravity; (2) 
those with albumin and without albumin; (3) 
those with sugar and free from sugar; (4) those 
with a variety of casts and without casts; (5) 
those containing pus and blood; and (6) those 


1 All statements in this paper as to the use of preservatives apply 
to room temperature, — about 70° F. 
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containing crystalline elements. Each experi- 
ment was accompanied by a control of the same 
urine. The control and preserved specimens 
were allowed to stand in stoppered bottles at 
room temperature, which averaged about 70° F., 
until they had either undergone ammoniacal 
decomposition or become so changed by the 
presence of bacteria or deposits that chemical 
tests could not be satisfactorily applied or the 
elements in the sediment detected. 

It is my purpose to eall attention to some of 
the preservatives which may be used with advan- 
tage, and to point out a few of the substances 
which ought to be avoided but which are fre- 
quently used. 


BORACIC ACID. 


Boracie (boric) acid is undoubtedly the best 
and the safest urinary preservative that we pos- 
sess. It modifies the urine the least of any of 
the substances in common use. It does not inter- 
fere with any of the ordinary tests used in the 
analysis of the urine, and does not interfere with 
the microscopic examination of the sediment. 

By experiment I have found that 5 gr. of bora- 
cic acid dissolved in 4 oz. of urine will preserve 
it from three days to nearly three weeks, depend- 
ing, of course, upon the character of the urine 
and the temperature at which it is kept. With 
this preservative an albuminous urine keeps 
about as well as one that is in all respects normal. 
A urine which has been preserved in this way, 
but which contains sugar, will not as a rule keep 
longer than three days without losing a part of 
the sugar by fermentation and depositing an 
abundance of spores and crystals of uric acid. 

A point which should be borne in mind in the 
use of boracie acid is that when 5 gr. are added 
to 4 oz. of urine the specific gravity will be found 
to be about two points higher than in the original 
specimen, and when 3 gr. are used in 4 oz. of urine, 
the reading is one point higher. This, however, 
does not constitute a serious objection, for it is a 
simple matter to deduct one or two points from 
the reading providing the exact quantity of preser- 
vative that has been used is known. 

This preservative can be used in either the 
crystalline or the powdered form; tablets are 
also often found a convenience. The tablets 
of most manufacturers are free from objections, 
although some of the tablets are prepared with 
starch; if the amount of starch is small they can 
be safely used, and any starch granules found 
in the sediment disregarded. Of course, tablets 
containing a large proportion of starch or those 
containing milk sugar should be avoided, and 
unfortunately some of each are on the market. 

It is my habit to advise the use of boracic acid 
if a specimen of urine is to be more than forty- 
cight hours in reaching its destination after it 
was voided, and to use it in the proportion of 
5 gr. to every 4 oz. of urine. If the twenty-four- 
hour quantity of urine is to be collected, 15 gr. 
of boracie acid should be placed in the bottle or 
vessel when the collection is started; this amount 
of acid will gradually dissolve as additions are 





made, and will usually preserve the urine for 
at least twenty-four hours after the total quan- 
tity has been collected. A larger amount of 
acid can be safely used, but it is not necessary 
in the majority of instances. 

The use of boracie acid is especially valuable 
to insurance companies which frequently have 
specimens sent from distant points to the home 
office for examination. 


FORMALDEHYDE.” 


The value of formaldehyde as a preservative 
is well known, but as a urinary preservative it 
has its limitations, particularly if not used in 
proper quantity. The chief danger is in using 
too much. There seems to be a feeling, especially 
among laymen, that if one drop will preserve a 
specimen, two, five, or ten drops will be far more 
effiacious. When more than one drop is added 
to 4 oz. of urine, some specimens, especially those 
with a high specific gravity and a high percentage 
of urea, deposit an abundant precipitate which 
is supposed to consist of a compound of the for- 
maldehyde with urea. This precipitate renders 
the sediment unfit for microscopic examination. 

Perhaps the most objectionable feature of this 
preservative is its reducing action on Fehling’s 
solution. This happens when several drops of 
the formaldehyde solution have been added to a 
small (4 oz.) specimen of urine. The copper tests 
for sugar cannot, therefore, be used, but other 
tests must be utilized. Formaldehyde reacts 
in a peculiar manner with phenylhydrazine, pro- 
ducing an abundant non-crystalline deposit 
which, of course, is readily distinguished from 
phenylglucosazone by the fact that it is non- 
crystalline. 

Kenney® has found that when four or more 
drops of the 40% solution of formaldehyde are 
added to an ounce of urine, a distinct reaction 
for albumin —a reaction resembling that for 
albumin —is obtained by Heller’s nitrie acid 
test. If, therefore, too much formaldehyde has 
been used for preservation, this test for albumin 
becomes unreliable. 

A solution of formaldehyde can, however, be 
safely used in the proportion of one drop (and no 
more) to 4 oz. of urine. This amount will pre- 
serve that quantity of urine for days, and some- 
times for weeks and months; for larger samples 
of urine and for twenty-four-hour quantities, I 
would advise the use of one drop to each pint of 
urine, and in most instances the results will be 
very satisfactory. 

Urotropin has been used to some extent to 
preserve specimens of urine with the idea that 
available formaldehyde was obtained when the 
tablets went into solution. Such a phenomenon, 
however, does not occur. I have satisfactorily 
demonstrated that urotropin has absolutely no 
preserving action on the urine. So far as I know 
no tablet is made which contains available for- 
maldehyde when dissolved in either water or 
urine. 


2 This term refers to a 40% solution of the gas which is in common 


use. 
3 New York and Philadelphia Medical Journal, Feb. 27, 1904. 
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SALICYLIC ACID. 

Salicylic acid is a very good urinary preserva- 
tive in the proportion of 2 gr. to40z. of urine. It, 
however, has objections which at times become 
serious, especially when the acid has been used 
in larger proportions than those mentioned. The 
chief objection to its use is the fact that it fre- 
quently throws down a heavy deposit of uric 
acid in the form of fine needles which so obscure 
the sediment as to render a satisfactory examina- 
tion impossible. Unfortunately there is no way 
of dissolving these uric acid crystals, leaving 
the sediment intact so that it can be examined 
microscopically. There is another objection to 
the use of salicylic acid, 7. e., the fact that it reacts 
with ferrie chloride in much the same manner as 
aceto-acetic acid. This, however, is a less serious 
matter, forit is not difficult to distinguish between 
the two substances since aceto-acetic acid 
volatile, and can be driven off from the urine by 
boiling, while salicylic acid cannot be expelled 
by heat. 

Salicylic acid sometimes throws down a very 
fine amorphous precipitate from urines which 
have been preserved by it. This precipitate, the 
nature of which we do not know, usually appears 
on the second or third day after preservation, and 
is apparently independent of the degree of con- 
centration. It is as apt to oecur in a perfectly 
normal urine as in one containing albumin or 
other pathological elements. Its presence ren- 
ders the sediment unfit for examination since 
most or all of the morphological elements are 
obscured by the deposit. 

I do not encourage the use of salicylic acid for 
the reasons given, although it may be used in the 
amounts named, providing other more desirable 
substances, such as boracic acid and formalde- 
hyde, are not at hand. Salicylic acid is, how- 
ever, always used with considerable risk. 


is 


BENZOIC ACID. 

Benzoie acid in the proportion of 1 gr. to 4 oz. 
of urine preserves the urine fully as well as sali- 
cylic acid. It is open to some of the objections as 
the latter in that it is apt to throw down a deposit 
of uric acid, as very fine needles, and sometimes 
an amorphous deposit — not amorphous urates — 
which renders the sediment unsuitable for micro- 
scopic examination. 

The same can be said of benzoic acid as of 
salicylic acid, 7. e., that it is effectual as a preser- 
vative but used with some risk of so modifying 
the urine that it cannot be satisfactorily exam- 
ined. 


CORROSIVE SUBLIMATE. 


Theoretically, corrosive sublimate should act 
as a good urinary preservative. It certainly does 
prevent the growth of bacteria and the develop- 
ment of ferments when used in the proportion of 
1 gr. to 4 oz. of urine. But in this and in even 
ereater dilutions it is apt to precipitate some of 
the albumin in an albuminous urine, and, there- 
fore interfere with the examination of the sedi- 
ment. 





When corrosive sublimate is used, even in large 
dilutions, a dark deposit almost always goes down 
with the gravity sediment in normal as well as 
in pathological urine. The dark specks or gran- 
ules do not usually appear until a number of hours 
after the mercury has been added, but a sediment 
containing them becomes difficult to examine 
microscopically because they adhere closely to 
the organized elements — casts and_ epithelial 
cells. Corrosive sublimate should, therefore, not 
be used as a urinary preservative. 


CHLOROFORM, 


Chloroform is quite frequently used to pre- 
serve the urine, but it is in many instances un- 
reliable. If a urine has a high specific gravity 
the preserving action is greater than when the 
specific gravity is 1,021 or less. 

An objection to the use of chloroform is the 
fact that one drop in four ounces of urine does 
not dissolve. It is, therefore, apt to interfere 
with the examination of the sediment by being 
drawn up into the pipette and then transferred 
to the slide. 

A still greater objection to using chloroform is 
that it reduces alkaline solutions of copper. With 
Fehling’s solution a deposit of suboxide of copper 
is usually obtained which renders this test for 
sugar useless. The distinction between sugar 
and chloroform can, of course, be made by em- 
ploying the phenylhydrazine, the fermentation 
or other tests for sugar which do not depend on 
the reduction of copper. Chloroform should 
not be used as a urinary preservative. 

CHLORAL. 

Chloral has comparatively little preserving 
action on the urine. It is soluble in the urine and 
is generally used in the proportion of 5 gr. to 
4 oz. of urine. It is open to the same objection as 
chloroform in that it has a decided reducing action 
on an alkaline solution of copper, thus rendering 
Fehling’s test for sugar unreliable. It is, there- 
fore, necessary to use other sugar tests, and it 
is my custom to resort to the phenylhydrazine 
test under these circumstances. It is desirable 
to avoid the use of chloral for this purpose. 


CAMPHOR. 


Camphor is objectionable on the same ground 
as chloroform and chloral. It reduces Fehling’s 
solution and appears to have only very slight, 
if any, preserving action. When used in the 
proportion of 1 gr. to 4 oz. of urine, very little of 
it dissolves, and in a number of my experiments 
the control urines remained fresh fully as long as 
those to which camphor had been added. The 
use of camphor-for this purpose should, there- 
fore, be abandoned. 


THYMOL. 


Thymol is used to some extent to prevent the 
growth of bacteria. In my experience the pre- 
serving action is exceedingly slight and I am sat- 
isfied that it is not suitable as a preservative, 
particularly when it is necessary to keep the urine 
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two or three days. The usual method of using 
is to add a small crystal to the urine to be pre- 
served. It is only slightly soluble in the urine, 
and in my experiments did not prevent the growth 
of bacteria longer than twenty-four hours. So 
far as I know thymol does not interfere with any 
of the tests usually applied to the urine. It, 
however, cannot be recommended because of its 
efficiency as a preservative. 

Carbolie acid, chromic acid, ether, hydronaph- 
thol, and a number of other substances have been 
recommended and used for the purpose of pre- 
serving the urine All of them are either unde- 
sirable because they interfere with chemical tests 
and the microscopical examination of the sedi- 
ment or are ineffectual as preservatives. 

CONCLUSIONS. 

(1) Boracie acid is the most practical urinary 
preservative that we possess when used in the 
proportion of 5 gr. to 4 oz. (or 24 gr. to 2 oz.) of 
urine. 

(2) Formaldehyde solution should be used. 
only by the physician or a responsible person 
It should be remembered that one drop of the 
solution will preserve a pint of urine for about a 
week, and that one drop can be used in 4 oz. of 
urine without harm. 

(3) Other substances than boracie 
formaldehyde should not be used. 

(4) The name of the preservative and the quan- 
tity that has been used should always accompany 
the specimen to be examined. 


acid and 


ili 
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IMPETIGO CENTAGIOSA: CUTANEOUS 
ABSCESSES CAUSED BY PYOGENIC 
MICRO-ORGANISMS.* 

BY J. T. BOWEN, M.D., BOSTON, 

Assistant Professor of Dermatology, Harvard Medical School. 

A VERY common affection, which the advance 
in bacteriology of the last twenty years has 
explained quite thoroughly, is that known as 
impetigo contagiosa, — impetigo of the French. 
-assing over the various affections that have been 
formerly described under the name of varieties 
of impetigo, the affection of which I want to 
speak briefly to-night is the impetigo contagiosa of 
Tilbury-Fox, an exceedingly common affection 
more often seen in children and in the uncleanly, 
but of sufficiently common occurrence in people 
of the best condition. The importance of its 
recognition is very great from the point of view 
of treatment, inasmuch as the principles that 
apply to an ordinary eczema do not apply here. 
It has been definitely shown that the affection is 
characterized by the formation of a superficial 
abscess between the lower horny layers and the 
rete, and that the pyogenic micro-organisms are 

the causative factor. 

It is a contagious, auto-inoculable affection, at 
times epidemic, and makes its appearance first 
in the form of small vesicles which quickly be- 
come pustular, and are transformed into super- 


*Read at a meeting of the Boston Society for Medical Improve- 
ment, March 20, 1905. 








ficial, yellowish crusts, which have an appearance 
as if “ stuck on.” 

The affection is far more common in children, 
and it has been the fashion to assert that there is 
usually a scrofular or lymphatic tendency in those 
affected. This hypothesis has not been able to 
withstand the scrutiny of close observation. 

Uncleanliness and lack of care are unquestion- 
ably important factors, as offering an entrance to 
the pathogenic microbes. Animal parasites, as 
pediculi, often enter into the etiology, as the 
scratching caused by their presence is sufficient 
to cause excoriation of the skin, and in this way 
offer a gate of ingress. An impetigo is very fre- 
quently grafted on scabies, the acarus and the 
scratching that it provokes causing the break in 
the continuity of the skin which opens the door 
for the pyogenic micro-organisms. 

In the infant, and to a less extent in the adult, 
the affection is very apt to be grouped about the 
natural orifices of the face — ears, mouth, nose, 
etc. Sometimes it is seen in large confluent 
patches; at other times in smaller foci, or in a 
combination of thetwo. The eye is often affected 


with a phlyctenular keratitis, causing great 
photophobia. Lymphatic glands in the sub- 


maxillary and cervical region are most frequently 
tumified. 

The affection being contagious and auto-inocu- 
lable, the lesions are very apt to appear on the 
hands, as well as the face, especially about the 
nail fold. The affection may appear on any 
part of the body. Occasionally impetigo con- 
tagiosa is met with as circinate or annular forms, 
and these forms are quite frequently seen in the 
adult. Epidemics have been observed in this 
vicinity, where a large number of cases, all of 
which presented this annular type, have occurred 
in workmen in the same factory, and these have 
been alluded to by Dr. J. C. White. This form 
of annular and circinate impetigo contagiosa is 
not spoken of especially in the textbooks; cer- 
tainly it is not emphasizd so much as its com- 
parative frequency in this community would 
demand. By the inexperienced it is often taken 
for ringworm. 

Formerly, many of these cases of impetigo 
contagiosa were confounded with eczema, and 
received the name of impetiginous eczema. Now 
that the affection has been studied from a bac- 
teriological point of view, it is known that a com- 
plication of impetigo contagiosa is a frequent 
occurrence. In these cases an eczema may have 
been produced by a long continued impetigo con- 
tagiosa, or an eczema may have become infected 
with the pyogenic micro-organisms. In these 
cases whether we speak of an impetiginous eczema 
or of an impetigo with eczema makes little differ- 
ence. The exact réle played by the different 
species of pyogenic microbes has not been fully 
determined. The staphylococci are usually held 
responsible for most of the manifestations. . Sa- 
boraud of Paris, however, considers that this 
form is due to the streptococcus, which he finds 
exists alone in the earliest lesions when an especial 
method of culture is used. 
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Epidemics of impetigo contagiosa have for a 
long time been described and are not infrequent 
in this locality. Instances that have come under 
my own observations are those of men working 
together in the same shop, as many as eight or ten 
of whom have been seen affected with the same 
tvpe of affection. A large number of cases were 
observed last winter in one of the popular private 
schools for boys in this city. It is not infrequent 


among college boys who exercise in the same | 


gymnasium, or in other ways come into intimate 
contact with one another. The exact 
contagion is in most cases difficult to determine; 
the opportunity for infection, however, is almost 
always apparent. 

The treatment of this affection is simple, and 
usually quickly successful. Certain principles 
should be borne in mind: that we have here an 
abscess in the upper layers of the epidermis, and 
that there is no inflammation affecting the lower 
layers of the skin, as in a case of eczema. Ener- 
getic treatment may, therefore, be resorted to. 
Soap and water, so highly injurious to the sen- 
sitive, inflammatory eczema of child or adult, 
should be freely used. Removal of the crusts 
by this means twice a day, followed by the appli- 
cation simply of a 10% ointment of borie acid in 
lanoline or lard is, in a large majority of cases, 
sufficient for a cure. Much stress is laid upon the 
thorough removal of the crusts with soap and 
water. Certain especially those of the 
adult type, will require a more energetic treat- 
ment, and an ointment of sulphur, or, where the 
affection is not extensive, the ammoniated chlo- 
ride of mercury, may be used with effect. Very 
strong parasiticides should be avoided as a rule 
as unnecessary and as tending to produce a der- 
matitis. In the cases which are complicated by 
an eczema, the treatment should be more care- 
fully watched, and vigorous methods resorted 
to with caution. 

The great prevalence of these parasitic skin 
diseases is further illustrated by the records of 
the Massachusetts General Hospital for the year 
1904. Out of about 4,000 new cases treated, 
411 or 11% were scabies. The largest number 
of cases, as would be expected, were registered 
as eczema. Next to eczema came scabies and 
third on the list in frequency, tm petigo contagiosa. 


cases, 





SCABIES.* 


BY J.S. HOWE, M.D., BOSTON. 


ScABIES, or as it is more commonly called, 
“The Itch,” is a disease so common in our com- 
munity at the present time that its recognition 
and proper treatment should be thoroughly 
understood by every practitioner of medicine. 
During the past year in the treatment of 2,200 
cases of diseases of the skin in both hospital and 
private practice, I have been called upon to treat 
345 cases of scabies and these figures will give 
you, I think, a fair idea of the prevalence of this 


*Read at a meeting of the Boston Society for Medical Improve- 
ment, March 20, 1905. 


mode of | 


disease. In typical cases of this affection the 
diagnosis of the disease is the most simple prob- 
lem that confronts one in the domain of cutaneous 
medicine, and as all, or nearly all, medical men 
essay the treatment of skin diseases of all and 
every kind, it seems as though they should at 
least recognize scabies both on account of its 
prevalence and the very characteristic features 
which it presents. In spite of all this. I have 
‘seen absolutely unmistakeable cases of scabies 
treated as syphilis, eczema, urticaria, so-called 
chronic poisoning from ivy and dogwood, and 
‘even as disorders of the liver and_ kidneys. 
| Equally ridiculous mistakes I have seen made in 
|the treatment of the disease, having seen a uni- 
_versal dermatitis of a most severe type caused by 
'chrysarobin used for the cure of scabies, while 
lonly last Saturday I saw a similar condition of 
the skin caused by the use of mercurial ointment. 


Such mistakes as I have mentioned in the diag- 
‘nosis and treatment of this disease may cause a 


jsmile of ineredulity to appear on the faces of 
-most of my hearers, but I assure you that many 
‘of these mistakes were made by perfectly repu- 
‘table medical men. Scabies as you doubtless 
| know is caused by an animal parasite known as 
ithe acarus scabeii, and in order to fully under- 
‘stand the lesions which appear upon the cuta- 
‘neous integument as a result of infection from 
‘this parasite let me tell you briefly something of 
‘its life history. The female of this parasite alone 
burrows in the skin depositing in the burrow her 
‘ova and feces. The ova hatch in about ten days, 
‘when the voung find their way to the surface of 
the skin when the females are impregnated and at 
once proceed to burrow in the skin. The life of 
ithe females extend over a period of from six 
weeks to two months and each one lays about 
fifty eggs. The presence of this parasite in the 
'skin causes primarily the appearance of vesicles, 
| papules, pustules and itching, and _ secondarily. 
\from scratching, excoriations, pus infection and 
}areas of dermatitis and eczema. The sites most 
affected by these varying lesions are the areas 
| between the fingers, the angles between the thumb 
and first finger, the fronts of the wrists, the flex- 
ures of the elbows, the folds of the axilla the cleft 
of the nates, the nipples and beneath the breasts 
in women, the region about the umbilicus, the 
genitals in both sexes, the inner aspects of the 
thighs and the popliteal spaces. In uncleanly 
persons when the disease has existed for a long 
time there is scarcely a portion of the integument 
excepting the face which is not fairly well covered 
with the varying manifestations of this disease. 
The majority of the papules are pinhead in size, 
excoriated by scratching and capped with a 
crust of dried blood. The characteristic location 
of the various lesions, the presence of burrows, 
the intense pruritus worst at night and the 
existence of the disease in other members of the 
family or some bedfellow or acquaintance makes 
the diagnosis an easy one in these well-marked 
cases. 

It is however, in the cleanly and well-to-do 
that atypical cases occur, whose recognition is 
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at times by no means easy. In the lower walks of 
life, those whose occupation causes them to wash 
their hands frequently often present a well-devel- 
oped case of scabies of the body with no or only a 
very few lesions of the disease between the fingers 
or on the hands or wrists. In the upper classes 
where daily bathing and personal cleanliness is 
a routine, cases of this disease are most often 
unrecognized. This is due mainly to two causes; 
firstly, its presence is unsuspected and, secondly, in 
2 majority of cases the lesions are scanty in num- 
ber. In these cases one frequently finds not more 
than from a dozen to twenty lesions, but such 
lesions point to the disease under consideration 
in several ways. They are nearly always indi- 
vidual, discrete, papules or vesicles or both com- 
bined and pinhead in size. Generally one or more 
of these papules are found about the elbows or on 
the arms and perhaps a few on the trunk. There 
is always considerable pruritus worse at night, 
and some of the papules or vesicles are usually 
excoriated by scratching. 

If burrows can be found in these cases the 
diagnosis is easy, but as a rule none can be found. 
In these cases an urticaria sometimes accom- 
panies the other lesions, and the entire process 
may be mistaken for an urticaria. This mistake 
‘an be avoided, however, if one remembers that 
the lesions of urticaria are wheals and are fugi- 
tive in character, appearing and disappearing 
with great rapidity, while the lesions of scabies 
consist of papules and vesicles which have a more 
or less permanent duration. In the diagnosis of 
both the well-marked and these atypical cases of 
scabies, itching is a prominent symptom and the 
medical man who finds a patient with any disease 
of the skin which shows papules and _ vesicles 
accompanied by pruritis should always bear 
in mind, no matter what station in life his 
patient occupies, that he may have before him a 
case of seabies. As to the treatment of the dis- 
ease, it is fortunately an easy and simple one and 
a cure is quickly effected. The patient should 
on retiring take a hot bath and scrub himself 
thoroughly with soap and water. After the body 
is dried, an ointment, consisting of napthol, B 31; 
sulph. flour, 3 11; balsam Peru; vaseline, aa 31. 
should be rubbed thoroughly into all the affected 
parts. This process omitting the bath is to be 
followed on the two succeeding nights. If this is 
thoroughly done the patient should be cured. 
In infants and persons with delicate skins prone 
to dermatitis and eczema balsam of Peru is very 
effective and less irritating than the ointment 
before recommended. I must also call your 
attention to the over-treatment of these cases. 
Irritability and more or less marked pruritus 
nearly always follow the treatment for scabies 
for a few days. In theirignorance of the fact, 
both the patient and the physician often continue 
the treatment for scabies after a real cure has been 
effected. This simply adds fuel to the fire, as it 
were, and large areas of acute dermatitis and even 
eczema take the place of the original disease. 
For this reason, after three days of treatment for 
scabies I advise the use of mild, soothing lotions 





or ointments. If at the end of a week pruritus 
continues and increases, the original infection has 
probably not been cured and another three 
nights of treatment for scabies may be necessary. 
The clothing of those affected should be boiled or 
baked and every member of a family with the 
the disease must be cured or the trouble may 
keep on indefinitely. When the laity have come 
in many instances to recognize this disease, does 
it not seem a sad commentary on our profession 
that so many of our members fail to recognize it, 
and having recognized it fail to treat it properly? 

OCCUPATIONS OF PATIENTS 


WITH SCABIES. 


After the reading of Dr. Howe’s paper, Dr. 
George I*. Harding of the Boston City Hospital, 
stated that with an idea of finding some cause 
for the increase of seabies in private practice, 
about a year ago he looked up the occupations of 
some two hundred persons afflicted with the 
disease, seen chiefly at the hospital, and found the 
following sixty odd cases which seemed to him 
significant: Three barbers, working in a. first- 
class establishment in the city; 4 shampooers 
who attended to ladies’ hair; 2 manicure women; 
1 masseur in a Turkish bath; 1 valet who had 
been in six families since he had the disease; 14 
shop girls, 2 of whom did up candy in a well- 
known confectioner’s, and 2 who fitted gloves in 
a department store; 2 cashiers in shops; 12 do- 
mesties in private families; 6 club servants; 2 
Pullman porters; 4 car conductors; 10 commer- 
cial travelers. 


> 


VEGETABLE PARASITES OF THI SKIN AND 
MODERN METHODS OF CULTURE.* 


BY CHARLES J. WHITE, M.D., BOSTON, 
Instructor in Dermatology in Harvard University. 

In the few moments which I can claim this 
evening it will be possible to give but the merest 
outline of our present knowledge of the group of 
dermatophytes which produce the diseases we 
know by the clinical names, erythrasma, pity- 
riasis versicolor, favus and ringworm. 

The disease erythrasma must detain us but 
a moment, for, as you well know, this affection, 
which appears as a finely scaling, brown discolor- 
ation, usually on the scrotum and the contiguous 
portion of the thighs, is practically never ob- 
served here. The organism which produces this 
condition was isolated in 1859 by Burkhardt 
and given the name microsporon minutissimum. 
The mycology of the plant has never been prop- 
erly studied, for no suitable artificial medium has 
ever been produced. Its exact botanical position 
is, therefore, uncertain, and our knowledge of 
the organism is limited to what can be gleaned 
from a microscopical examination of the seales 
scraped from a patient’s skin. In short, we 
know that the plant grows in great abundance in 
the affected epidermic scales; that it appears 
as isolated or grouped, usually curved mycelial 

*Read at a meeting of the Boston Society for Medical Improve- 
ment, March 20, 1905. 
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filaments, 3 # in width, and 5 to 15u in length; 
that it stains readily with Gram and all other 
aniline dyes, and that in its minuteness it closely 
resembles the streptothrix of Madura foot and 
of actinomycosis. 

Pityriasis or tinea versicolor, is the disease which 
consists of minute, coherent, slightly greasy 
scales, varying in tint from pink to red, café au 
lait to dark brown, appearing at first as small 
circumfollicular lesions, most commonly on the 
chest and upper back, rarely appearing on un- 
clothed parts, and tending to spread peripherally, 
and to join neighboring infected points until 
large areas of the body are covered. This dis- 
ease is due to a plant first deseribed by Kichstedt 
in 1846, and called by him microsporon furfur. 

As in the case of the causal agent of ery- 
thrasma, we must plead considerable ignorance 
of the mycology of this plant, because no quite 
congenial, artificial soil has been discovered. 
Partial successes have been gained by Kothliar, 
who devised an epidermin agar, and by Gastou 
and by Matzenauer, who used a combination of 
agar and macerated and compressed placenta. 
Microscopical study of the organism and inocu- 
lation experiments upon animals and man, how- 
ever, have been attended by success. 

Under the microscope, the plant appears in 
great abundance, and a double picture is pre- 
sented, one which makes the differential diagnosis 
between pityriasis versicolor and ringworm a 
comparatively simple one. This characteristic 
appearance consists of the simultaneous presence 
of spores and mycelia in definite relations to each 
other. The spores appear in groups of twenty to 
thirty, and individually are round or oval unless 
altered by mutual compression. They have a 
refrangent central portion and faint double sur- 
rounding ring. Iven in the same group they 
vary from 2 to 5 y# in diameter. They never 
show any connection with the mycelia which 
surround them, and probably no one has ever 
seen them evince any true forms of reproduction. 
The mycelial tubes are usually about 3 mm. in 
diameter, are short, and as a rule curved or bent, 
and present no constant relation to one another. 
They contain a granular center and a transparent 
homogeneous envelope. Between them appear 
the masses of spores which have just been de- 
seribed. 

The ringworms. — The first real knowledge of 
the botanical species causing this group of skin 
diseases dates back to 1841, when Griiby discov- 
ered the small-spored plant which is now known 
as the microsporon andouini. In 1891-92 the 
subject was revived by Neebe and Furthmann, 
who brought to light five new species, now known 
as the large spore variety, or the true trichophy- 
tons. In the following year, 1892, Sabouraud 
began his epoch-making investigations, which 
have increased our knowledge greatly and have 
induced many other workers in England, Ger- 
many, Italy and America to study the ringworm 
flora of their respective countries. The results 
of these numerous investigations have shown 
many variations from Sabouraud’s teachings, 





but in the main, I think, are due more to inter- 
national differences in the plants themselves 
and to discrepancies of technique than to in- 
dividual errors in Sabouraud’s work. 

To study the disease ringworm we can pursue 
four different methods, the clinical, the micro- 
scopical, the cultural and the mycological. 

The clinical method. — In practice we recog- 
nize three varieties on the scalp, two in the beard, 
and, to all intents and purposes, one on the non- 
hairy parts of the skin. 

Ringworm of the sealp in Boston is usually 
due to the microsporon andouini, but I shall 
leave its description for the moment and consider 
it later in its proper place. There are two other 
forms, however, which come to our notice here, 
the dry alopecie type, and the follicular, pus- 
tular variety. The former type is usually ob- 
served in children, and consists of a central bald 
area, out of which extend .large bays, which 
produce a very irregularly shaped area of alo- 
pecia. The skin is often reddened, but scales 
are not present in abundance, and broken-off 
stumps of hairs are for the most part absent. 
There is one other noteworthy characteristic, the 
frequent persistence of islands of apparently 
healthy long hairs rising out of the surrounding 
bald area just deseribed. 

The second, or pustular variety, consists of a 
round or oval mass of follicular pustules, which 
soon cause the fall of the invaded hairs, and 
produce a highly reddened, boggy patch often 
raised high above the surrounding healthy skih. 
These changes take place with great rapidity, and 
produce the conglomerate lesion known as 
kerion Celsi. 

In the beard we may have the same lesion 
repeated, and as a second variety we have 
observed a rarer type where there is a diffuse 
sealing leading to no marked degree of inflam- 
mation, but producing an irregular condition of 
broken-off stumps and alopecia. 

On the non-hairy parts of the body we are all 
familiar with the typical ringworm, beginning 
with a delicate furfuration or a papule or rarely a 
vesicle, and in the course of a few days developing, 
as a rule, into a perfect circle, the center of which 
seems somewhat sunken, gray or fawn or tan 
colored and sealing, while the circular periphery 
is elevated, scaly and frequently papular, or at 
times vesico-papular. There are other clinical 
varieties of ringworm on the smooth skin, but as 
a rule these are more truly direct extensions of 
growth from the neighboring affected portions of 
the scalp or the beard. Investigation has proved 
that these plants are derived from three sources, 
the human, the animal and the saprophytic. 

The microscopical method. — We have at our 
disposal for microscopical study four different 
elements — hairs, seales, pus and nails. When 
the tissue has been removed from the affected 
area, we can improve its physical condition for 
examination by dropping upon it a little ether, 
which will remove the fat present, and secondly, 
by adding a few drops of hydrate of potash in 
the strength of 20-40%, which will dissolve 
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some of the rather opaque keratin which consti- 
tutes so large a part of scales and hairs. 

Under the microscope, with the high, dry ob- 
jective and with but a small aperture in the dia- 
phragm, we shall find a more or less constant 
picture in the hair. We shall see in varying 
quantities parallel tubes of mycelium 2-3 yp in 
diameter divided by transverse septa into numer- 
ous elements 3-5 » in length. Their corners are 
usually rectangular, but may be rounded. These 
elements may be so numerous and the septa so 
frequent that the presence of mycelial tubes may 
be hard to discern and then the picture suggests 
a tesselated pavement. In epidermie scales, in 
nails and in pus the image is more or less the 
same, but we must bear in mind that the my- 
celium does not appear in such abundance, and 
we must therefore have patience in our exam- 
inations, especially of the nails, and indeed we 
may sometimes be obliged to abandon our search, 
although from clinical appearances we still feel 
certain that the disease is ringworm. 

If we look very closely with our naked eye at 
a hair removed from an area of ringworm, we 
shall note certain characteristics. If the hair 
comes from the common dry variety of the disease 
in a child’s sealp we shall, perhaps, be able to 
see that the hair is swollen, but that there is but 
little evidence of abnormal structures surrounding 
it. If we subject this hair to the microscope, we 
shall find that the mycelia are, in truth, inside 
the hair—a condition which Sabouraud has 
termed endothrix. If, again, we examine a hair 
from a kerion we shall find that it is surrounded 
by a collar of gray material, and microscopically 
we shall find this variety of mycelium to be 
wholly external in its habitat. This is Sabour- 
aud’s ectothrix type. Finally, in the less preva- 
lent clinical varieties, we shall find a combination 
of the two sites —- the endo-ectothrix types. 

The cultural method. — Students of ringworm 
everywhere owe to Sabouraud the perfection 
which this method of study has now reached. 
It was he who solved the problem of artificial 
media, and evolved the following formula, which 
produces the most perfect results with the tri- 
chophyta, the microspora and the achorion of 
favus, but practically inhibits the growth of 
bacteria. This consists of maltose, 4; granu- 
lated pepton of Chassaing, 2; agar agar, 1.20- 
1.50; distilled water, 100. 

This medium is poured into Erlenmeyer flasks, 
round bottles with narrow necks and large bot- 
toms, to the depth of 2 em. The hair, or the 
scales, or the nail is divided in a dry state into a 
very small particle and placed on the top of the 
medium. The flask is then closed with absorb- 
ent cotton and left in the open air of the room 
where the changes of temperature during the 
twenty-four hours provide proper aération of the 
flask, so useful to the growth and development 
of the culture. The placing of the flask in the 
thermostat produces quicker response in the 
growths, but the danger of bacterial growth is 
much inereased. 

On the third day the characteristie growth 





begins to appear, and if no other organisms — 
bacteria or molds—are present, allow the 
culture to continue. If contaminations are 
present, reinoculate. At the end of three to 
four weeks the growth will have nearly filled 
the bottom of the flask, and then, if the prepa- 
ration is to be kept, place a few drops of formal- 
dehyde on the cotton and cover the whole surface 
with sealing wax. By this method cultures can 
be kept indefinitely. In this way Sabouraud 
and others have been enabled to produce twenty 
or more forms of cultures varying amongst them- 
selves in color, form, consistency, rapidity of 
growth, ete. Naturally, many of these various 
types are too rare to concern us here, but in 
passing I must describe a few of the commonest. 

The crateriform type consists of a yellow or 
fawn-colored, powdery growth heaped up with 
slanting, eroded sides and hollowed-out, eroded 
center. 

The round, feathery, white growth with cen- 
tral tuft forms another frequent appearance. 

Another variety is acuminate in the center, 
from which radiate sloping sides and deep furrows. 

Other types are pink, black, violet, or brown in 
color. Some are dry and powdery, others moist 
and soft, others velvety, but all arise from a 
definite source, always remain true to their type, 
and will always produce similar growths provided 
that the medium be always identical in the pro- 
portions of its constituents and in the steadfast 
chemical identity of its individual elements. 

The mycological method. —The best method 
of study is by means of the hanging drop. Use 
the medium described above, inoculate from a 
vigorous mother colony, place in the thermostat, 
and at the expiration of five or six days fix the 
culture by heat, and stain with eosin, 1-500. 
In this manner one is able to demonstrate three 
modes of fructification in the plant, — the endo- 
conidial, the terminal bunch-of-grapes spores, and 
the terminal multilocular spindles. 

These vary also in abundance and rapidity of 
growth in the various types of the plant, and 
offer the expert a fairly constant means of differ- 
ential diagnosis. 

From all these sources of knowledge fairly 
constant axioms can be drawn: 

1. That the flora of individual countries varies 
much, both in proportionate distribution, varieties 
of the plant, and in minor details of individual 
varieties. 

2. That material from the same 
provides the same species always. 

3. That members of the same family are in- 
fected by the same plant. 

4. That the alopecie ringworm of the sealp is 
due to an endothrix species of human origin, 
producing a crateriform culture fructifying for 
the most part by terminal spindles. 

5. That the kerion Celsi is due to an ectothrix 
species derived from the horse, producing a feath- 
ery, white, flat culture, and fructifying for the 
most part by terminal bunch-of-grapes spores. 

6. That almost all other clinical varieties are 
due to endo-ectothrix species derived from ani- 
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mal sources like the calf, the hen, or other animal, 
producing colored or white cultures. 

7. That old cultures, if left to themselves, 
will produce pleomorphie or deviate forms of 
growth, which will reproduce the daughter types 
ad injinitum, unless inoculated into animals, 
when reinoculation will produce the original 
mother growth. 

THE MICROSPORA, 

Clinically, this group produces about 90°7, of 
the sealp ringworms observed in Boston. This 
large etiological percentage is not present in 
Paris, in London or in Italy, while in Germany 
and in Austria the plant is practically unknown. 

The changes produced in the sealp by the in- 
vasion of these organisms are very constant. 
One or more circles of alopecia are formed, the 
skin being covered with an abundant layer of 
ashen gray scales, through which protrude 
many stumps of broken-off hair, each one sur- 
rounded by a band of gray detritus. The micro- 
spora, in the vast majority of cases, confine 
themselves to the sealp, and when seen on the 
non-hairy parts produce by direct extension a 
furfuraceous, irregular patch. Rare exceptions 
to this rule are, however, on record. 

Microscopically, we find again a very different 
picture from that of the true tricophyta. Here 
mycelial filaments are very rare, but there is 
everywhere an abundant growth of spores com- 
pletely covering the hair. The spores are 2-3 
in diameter, round unless 


= 


abundant that 
mutual compression renders them polyhedral, 
and in their relation to each other they suggest 
a mosaic. When the spores appear in less pro- 
fusion we can sometimes detect a few mycelial 
tubes. These threads run with the long diam- 
eter of the hair and are about 3 # in diameter 
and present but few transverse septa. By care- 
ful focusing it will be seen that this variety of 
fungus surrounds the hair, tending but little 
to invade the shaft —a true ectothrix growth. 
When seen in the shaft itself the plant almost 
always assumes the mycelial form of growth. 

Culturally, various types of growth result, 
according to the source of the inoculated plant. 
The human microsporon produces a_ circular 
colony, white or buff in color, with a central 
tuft and a surrounding downy growth which 
may or may not develop periodic difference in 
the abundance of growth resulting in concentrie 
circles in the culture. Depressed radii may also 
extend outward from the central tuft, producing 
a more complex picture. 

The dog microsporon grows more rapidly and 
produces a central elevation with fine, feathery 
surrounding growth of yellow color. Here con- 
centric cireles of growth are the rule. 

The equine variety is very common in horses, 
but rare in man. The culture presents a central 
tuft, from which radiate many deep, irregular 
furrows, and the whole growth assumes a pinkish 
hue, deeper in color the higher the percentage of 
maltose in the medium, an idiosynerasy which pro- 
vides, of course, an easy means of identification. 


sa 








Mycologically, also, the microspora_ exhibit 
their variations from the tricophyta. The mi- 
crospora liquefy gelatine much more slowly than 
do the tricophyta or the achorion of favus. The 
endoconidial type of fructification is much more 
common in the microspora, the terminal spindles 
are larger and have spines along their sides, which 
are never seen in the tricophyta, and finally the 
acladium type of reproduction is practically 
limited to these plants and the acladia appear as 
eylindrical, sessile buds on the supporting my- 
celium. 

FAVUS. 

The parasite of this disease was discovered in 
1839 by Schonlein, and has since been known as 
the achorion Schénleinii. From this early date 
until the present many investigators in many 
countries have studied this plant. 

To-day we recognize that the disease is derived 
most commonly from human sources, usually 
by the use of infected articles, but animal and 
saprophytic varieties of the plant can also give 
rise to favus, and dogs, cats, fowls and mice 
as well as contaminated vegetable matter have 
been proved to convey the contagion. 

Clinically, the disease is rare here, and when 
found almost always occurs in immigrants. As 
you well know, the disease — unless in the nails — 
attacks a hair follicle first, grows down the shaft, 
then upward toward the distal and superficial 
end of the hair, and at the same time spreads 
peripherally on the skin until the next hair 4s 
reached, when the process repeats itself. The 
growth is slow, but the inevitable result is sear 
tissue. Broken stumps of hair do not occur, 
as the plant does not damage the shaft to ‘this 
extent, but the hair is somewhat loosened in 
its follicle, and soon falls, producing alopecia. 
The pathognomonie sign of favus is the seutulum 
— the little yellow, cup-shaped mass composed 
of a pure culture of achorion mycelia supporting 
at their aérial ends their fructifying organs. 

Microscopically, the hair presents two pictures. 
In the first and less common type, spores are 
absent and the plant appears in the mycelial 
state only. The tubes are 2-3 y in diameter, 
divided up by transverse septa into elements 
12-15 # in length. These fine ribbons extend 
up and down the shaft in parallel lines dividing 
dichotomously at very acute angles. 

The commoner picture presents mycelial fila- 
ments and spores, both varying much in diameter. 
The mycelial tubes are not very abundant, and 
grow, for the most part, in the long axis of the 
hair, but frequently bend slightly across the 
shaft, or even extend quite transversely around 
the hair. They ‘divide often into three or even 
four branches. The spores are for the most 
part rectangular, but great variations in size and 
in shape are much more common than in the 
trichophyta. 

Culturally, we find that glucose with an addi- 
tional amount of pepton forms a more congenial 
soil for the plant to grow upon than the formula 
recommended for ringworm cultivation. [Even 
with this favorable medium, bacterial contam- 
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ination is not infrequent,—in fact, artificial 
cultivation of favus is difficult. The curious fact 
has been noted that after repeated inoculations 
a given plant acquires a more vigorous growth, 
and again successive inoculations of daughter 
colonies may eventually return to the mother 
type without passage through animals, an ex- 
ception never observed in the tricophyta. 

Mycologically, reproduction in the plant is by 
the three methods common to this group of 
plants. The endoconidial, the acladial and the 
fusiform types are all reciprocally present, but 
observers are beginning to feel that the more 
closely they investigate the achorion plant, the 
more they are inelined to believe that the theory of 
the plurality of the species rests upon an insuffi- 
cient foundation. They are beginning to believe 
that the achorion is a monomorphous plant very 
closely akin to the tricophyta. 


— 
> 





THE USE OF THE X-RAYS IN SOME SKIN 
AFFECTIONS.* 
BY F. 8S. BURNS, M.D., BOSTON, 


Assistant Physician for Diseases of the Skin, Massachusetts General 
Hospital. 


As the time at my disposal is short, and treat- 
ment in several parasitic diseases having been 
already alluded to, I shall confine what I have to 
say to the use of the x-rays in several affections. 

Among the numerous affections for which the 
x-rays have been used with more or less success 
are several parasitic diseases of the skin. The 
most important of these are, sycosis vulgaris or 
jolliculitis staphylogenes, chiefly affecting the 
bearded parts of the face; the several varieties 
of ringworm; favus of the scalp, and cutaneous 
tuberculosis. 

All who have had occasion to treat folliculitis 
of the beard know how frequently refractory 
this affection is to the best therapeutic measures 
we possess. Many eases, it should be admitted, 
are improved and frequently cured by antiseptic 
applications alone, but it is only too common to 
see patients in whom the trouble relapses or fails 
to improve but little under such remedies. 

It is not too optimistie an assertion to make, | 
think, that in the x-rays we possess a remedy 
which will heal almost every case of folliculitis, 
and cure a large number, if properly applied. 

The pathology of folliculitis consists in an in- 
vasion of the hair follicles and duets of the seba- 
ceous glands by pyogenic cocci. In the follicles 
minute points of suppuration develop, in the 
midst of which is the hair. The intervening skin 
reacts to the inflammation and once the process 
is begun the hairs themselves act as a persistent 
source of irritation. 

In accomplishing their result in this affection 
the rays act in two ways: First, by modifying the 
inflammation and conditions in the skin, the 
bacteria are no longer in a favorable habitat 
for development, an indirect bactericidal action 
resulting in speedy amelioration of the acute 


*Read at a meeting of the Boston Society for Medical Improve- 
ment, March 20, 1905, 


symptoms, and secondly, by producing a tem- 
porary alopecia over the affected area, the irritat- 
ing hairs are removed, exposing their follicles 
more completely and thereby giving the rays and 
any concomitant applications a more favorable 
field for action. 

When lesions are extensive and there exist 
small abscesses, formed from confluence of folli- 
cular pustules a few applications with moderately 
soft tubes of five minutes’ duration, applied every 
other day, will cause a ready remission of the 
condition. The pustules dry and the pruritus 
and tension of the skin soon subside. When, 
however, the lesions consist of numerous dissemi- 
nated perifollicular pustules, the hair remains 
intact, continues to grow and serve as constant 
source of irritation. In this latter condition, 
temporary removal of the hair is much to be 
desired. Manual epilation has long been a rec- 
ognized procedure but possesses the disadvan- 
tages of painfulness and tediousness, and is 
followed by too quick regeneration of the hair. 
Temporary alopecia can be produced by means 
of the x-rays painlessly, in a short time (one to 
two weeks) and with complete assurance that the 
hair will return in from one to two months. 

To produce this epilation, I use a tube having a 
penetration of 4 centimeter of albuminum; the 
rays generated from such a tube being almost 
entirely absorbed by the skin. The affected area 
should be exposed at five inches distance from 
the anticathode and applications of five minutes 
each should be given every other day for five 
times. Treatment is then omitted for a week, 
at the end of which time if the hair has not 
fallen, applications should be resumed. Usually 
the alopecia occurs after the first series of sittings. 

Seven years ago Sabouraud predicted that the 
antiseptic treatment of ringworm would never 
be wholly satisfactory, and that the solution of 
the problem could only be furnished by an agent 
sapable of temporarily suspending the function 
of the hair papillae. Since that statement was 
made, an agent capable, partially at any rate, of 
fulfilling that requirement, has been found in the 
X-rays. 

Temporary removal of infected hair can be 
produced, and as a result elimination of the dis- 
eased focus, since the hair, which mainly harbors 
the parasites, shall have been removed. The 
role of the rays, therefore, in relation to the cause 
of the disease is an indirect one; that is, they are 
not parasiticidal, but remove that portion of the 
integument invaded by the fungi. Practically, 
however, there is always some co-existent infec- 
tion of the skin in the immediate neighborhood, 
so that concomitant antiseptic treatment is nec- 
essary to combat that of the disease. 

As in the treatment of pyogenic sycosis, the 
regeneration of hair begins in from six weeks to 
two months. The intervening period of alopecia 
is very desirable, for it gives ample time to carry 
out the antiseptic measures thoroughly and to 
efficiently eradicate any remaining fungi from 
the scalp. The possible errors that may occur in 





the course of treatment are, vz., an incomplete 
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alopeci i that leaves hair still infected; 
ing obscure points of infection; and the possi- 
bility of reinoculation during treatment. The 
technique used in ringworm is practically the 
same as that used in pyogenic sycosis. 

Favus, although a disease that one is but rarely 
called upon to treat in private practice, is occa- 
sionally seen in hospital clinies, oecurs most fre- 
quently in recent immigrants from Russia and 
is a notoriously obstinate affection to all methods 
of treatment. The value of the x-rays in favus 
may yet be said to be debatable. | Probably the 
main advantage in their use, as in ringworm lies 
in their ability to produce epilation, thereby 
getting rid of a major portion of the disease, and 
giving parasiticides a more favorable field on which 
to act. What has been said of the use of x-rays 
for ringworm applies equally favus. In the 
latter affection, however, the achorion occurs 
abundantly in the upper strata of the skin as well 
as within the hair, and consequently requires pro- 
tracted applications after the hairis removed. As 
an adjuvant, the rays are admitted to be of value 
in favus of the se alp, but as the rays have little 
influence on the organisms themselves, they cannot 
be expected to favorably influence affected nails. 

One of the most valuable additions to thera- 
peutics of skin diseases in recent years is the 
application of the x-rays in cutaneous tubercu- 
losis. A large percentage of tubercular lesions 
of the skin are curable by this method, the diffi- 
culty encountered and time required to effect 
the cure being broadly proportional to the extent 
of involvement and amount of tubercular growth 
it is necessary to destroy. When one reflects on 
the frequency of occurrence and chronicity and 
rebelliousness to cure of tuberculosis of the skin, 
the value of measures offering any approach to 
definite results cannot be overestimated. 

Various methods of technique have been 
devised for the application of the x-rays to euta- 
neous tuberculosis all resulting in improvement, 
and, I think, if persisted in, cure. Two proce- 


overl rT »k- 


dures are now generally recognized: one advo- 
cating protracted exposures with moderately 
hard tubes without causing visible reaction in 


the skin, a long and tedious method frequently 
protracted to a year or two; the other procedure 
recommending the use of soft tubes and the pro- 
duction of dermatitis over the affected area, 
causing necrosis of the tubereular tissue. The 
latter course has for some time seemed to me to 
possess such distinct advantage that I have quite 
discarded the former. Briefly, the advantage of 
the latter method consists in shorter sittings and 
number of exposures, much curtailing the whole 
course of treatment. ; 

The production of dermatitis by the x-rays in 
tubercular growths, when the dosage is properly 
regulated, I have never seen attended by undesir- 
able results; on the contrary, the greatest prog- 
ress in healing seems to date from the time the 


reaction appears. It is important, however, 
while intentionally provoking this dermatitis, 


that all neighboring healthy skin be well protected 
by heavy leaden masks. 





it has seemed to me that an error has existed 
in expecting too much of the x-rays, in requiring 
them to destroy considerable areas of tubercular 
tissue, often hypertrophic and deeply seated, 
before cieatrization could begin. 

Without claiming especial originality for the 
plan, for I have sinee found it has been practiced 
to some extent by others, it occurred to me that 
removal of a major part of the affected skin by 
excision and curettage would be a rational way 
of facilitating the work of the rays, using them 
later to search out all rem: ining foci of infection 
and to stimulate repair of the resultant ulecera- 
tions. 

Acting on this hypothesis, during the last six 
months, I have curetted most of the cases of 
lupus and serofuloderma occurring in the ser- 
vice of Dr. C. J. White at the Massachusetts 
General Hospital, as a preliminary procedure 
before application of the x-rays 

The patients were usually entered to the ward 
for skin diseases for a few days, their lesions 
thoroughly curetted under ether and then dis- 
charged to the Out-patient Skin Department for 
further treatment by the x-rays. In the case of 
several children and in several adults in whom 
recovery occurred with unusual rapidity, the 
patients were under daily observation in the 
ward until they were discharged healed. 

The results obtained by this method have 
seemed satisfactory and have so much augmented 
the eradication of lesions that it is now advised 
in all favorable cases. The open wound usually 
heals by granulation in from four to six weeks, 
rarely longer than two months, and the smooth, 
elastic, non-contractile character of the cicatrix 
compares favorably with cases healed exclu- 
sively under the rays. 

It has been observed that patients improve 
much more rapidly in summer than in winter, 
probably due to the greater amount of sunshine 
present and the ability of the patients to be more 
out of doors in the former season. 

Although it is not claimed that treatment by 
this plan cures absolutely in a definite number 
of weeks, nor that nodules do not crop out and 
frequently require considerable after-treatment, 
afflicted patients are quickly rid of a major por- 
tion of their disease, and their subsequent treat- 
ment is brought within the bounds of reasonable 
time. Next to the ability of the x-rays to seek 
out minute foci of infection, their power of causing 
the formation of sear tissue of a peculiar char- 
acter is most remarkable. This tissue is, for the 
most part, smooth, elastic, usually covered to a 
varying degree with newly formed blood vessels, 
and during its formation contracts but little and 
results in remarkably inconspicuous deformity. 





AccorpDINnGc to the Medical Record the Health 
Committee of the House of Delegates, St. Louis, 
has recommended the erection of a building on 
the outskirts of the city to be used especially for 
the care and treatment of tuberculous patients. 
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Wedical Progress. 
REPORT ON PEDIATRICS. 


BY THOMAS MORGAN ROTCH, M.D., 
AND 
JOHN LOVETT MORSE, M.D. 


MYELOCYTES IN THE BLOOD OF CHILDREN.' 


Tuy studied the blood of 180 cases of different 
types. These included diseases of the blood, 
cases of feeble vitality, cases of chronic general 
diseases associated with disturbances of nutri- 
tion, such as congenital syphilis, rhachitis, tuber- 
culosis, serofula and chronic intestinal catarrh, 
as well as a number of unclassified diseases and 
healthy infants. 

They studied seven cases of diseases of the 
blood and found myelocytes in numbers varying 
from 1.5% to 17%. They conclude that mye- 
locytes are constantly present in infantile anemia 
associated with splenic tumor and nucleated red 
corpuscles without any relation to the clinical 
or etiological differences in the individual cases. 

They found myelocytes varying in numbers 
between 3.5% and 12.5% in the blood of 6 infants, 
cither premature or twins, examined between 
the second and sixth weeks. They conclude 
that numerous myelocytes are present in the 
blood of a great majority of infants suffering from 
congenital debility. 

In 16 cases suffering from disturbances of nu- 
trition due to hereditary syphilis they found 
myelocytes in 12, varying in number between 
2% and 6%. They conclude that myclocytes 
ure present in the great majority of the cases of 
this disease and that their presence in the blood 
is usually not associated with any symptoms of 
anemia. - 

They studied the blood in 51 cases of rhachitis; 
they seldom found myeloeytes in the light cases 
and in only about one half of the severe cases. 
They were always in small numbers. The fre- 
quency was about the same in rhachitis associated 
with enlargement of the spleen. The number 
usually varied between .25% and 1%, although 
in one case it rose to 8%. They found myelo- 
evtes in 2 of 6 cases of serofula and in 4 of 15 cases 
of tuberculosis. The number of myclocytes 
averaged higher than in rhachitis, varying be- 
tween .5% and 2%. They also found myelo- 
cytes fifteen timies in nineteen children suffering 
from cachexia due to intestinal catarrh. They 
conclude that myelocytosis is almost constant 
in children suffering from hereditary syphilis, 
tuberculosis and chronic intestinal intoxication, 
but that it is much less frequent in those with 
rhachitis and serofula. 

Among other diseases they found myelocytes 
in 12 eases of 16 suffering from inflammation of 
the lungs and in all of 5 cases of acute dyspepsia, 
the percentage in some of the cases reaching as 
high as 5.75%. 

They studied the blood of more than 20 healthy 
children in the first week of life. They were able 


1 Zelenski and Cybulski: Jahrb. f. Kinderheilkunde, 1904, Vol. Lx, 
p. 884. 





to find occasionally very typical myelocytes; 
even at this age, however, they were rare and in 
small numbers. They never found them later 
than the first week. 

They conclude that their observations show 
that the presence of myelocytes in the blood of 
sick children in the first year of life is very fre- 
quent and without significance. It is due to the 
ability of the infantile hematopoietic organs to 
react to all influences. The intensity of this mye- 
locytie reaction depends on the one hand upon 
the harmful influence and, on the other, upon the 
age of the child and individual peculiarities of the 
given organism. The harmful influences which 
most frequently produce myelocytosis are in all 
probability those which flood the blood with 
toxins. In general, the number of myelocytes- 
increases directly with the amount of intoxica- 
tion. The number of myleocytes, however, can- 
not be used in prognosis unless the other factors 
already mentioned are taken into consideration. 

Their investigations also showed that in general 
the reaction of the nucleated red corpuscles occurs 
much less frequently in the blood of sick children 
than the myelocyte reaction. They conclude 
that the presence of a large number of nucleated 
cells, especially megaloblasts and gigantoblasts, in 
the child’s blood, is always evidence that the 
diseased process which is taking place in the blood 
is more important than the causative condition. 
The presence of nucleated cells is, therefore, of 
great significance in prognosis. 


THE DIGESTION OF CASEINS AND ITS RELATION 
TO CERTAIN PROBLEMS IN INFANT FEEDING.” 


Van Slyke and Hart, in their studies of the 
production of cheeses, established the fact that 
both organie and inorganic acids have a definite 
action upon calcium casein, the form in which 
‘asein. exists in combination with calcium = in 
fresh cows’ milk and upon calcium paracasein, 
the clot produced by the action of rennet on fresh 
milk, forming first free cascin and free paracasein 
and then compounds of casein and paracasein 
with the acids. 

The proteids of milk are divisible into casein 
and a group of soluble albuminous bodies. These 
latter are not precipitated during digestion, but 
remain in the fluid which separates from the 
casein curd and are readily absorbed by the diges- 
tive tract. The quantity of proteid or nitrog- 
enous bodies contained in the milk of different 
species varies very decidedly. This variation is 
in direct proportion to the rapidity with which 
the young of the species grow and hecome inde- 
pendent of the mother’s mammary glands for 
nutrition. The physical characteristics of the 
easein curd formed during digestion, however, 
bear a definite relation to the type of digestive 
organs peculiar to the species. The caseins of 
various milks probably differ from each other 
and react dissimilarly to rennet, acids and the 
digestive juices. The easeins of different milks 
are not interchangeable as regards digestibility 
for the stomachs of the young of different species. 


2 Thomas S. Southworth: Medical Record, March 4, 1905. 
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The physical character of the curds of milk, both 
in size and density, varies according to the species 
of the mammal. The tendency to shrink into 
tough curds is especially marked in cows’ milk. 

Our knowledge of the chemical changes which 
take place in casein when acted upon by acids, 
as during digestion, have until very recently been 
based largely upon theory owing to Hammarsten’s 
incorrect deductions from his experiments. The 
discoveries of Van Slyke and Hart make it clear 
that acids have a definite chemical action upon 
‘calcium easein and calcium paracasein, and have 
furnished proof that no gastric digestion by pepsin 
takes place until caleium casein or calcium para- 
easein has been acted upon by acid and converted 
either into free casein or free paracasein, or into 
their compounds with acid. 

The first secretion of the stomach of the young 
is the ferment rennet. The rennet ferment acts 
upon the calcium casein of the milk, forming ¢ 
soft clot wheh is called ealcium paracasein (jun- 
ket). If no acid is present this paracasein clot 
may pass on into the intestine where it is readily 
digested by the pancreatic and intestinal secre- 
tions. The pepsin secreted by the stomach will 
not attack calcium paracasein in the absence of 
acid. When hydrochloric acid begins to be 
seercted by the stomach this reacts with the cal- 
cium paracasein formed by the action of the 
rennet ferment, making first free paracasein and 
then a definite chemical compound known as 
hydrochloride of paracasein which is fitted for 
gastric digestion and is now readily attacked by 
pepsin, and true stomach digestion begins. 

The digestion of the infant is in process of evo- 
lution and is not to be thought of as the same as 
the digestion of the adult. The stomach in the 
beginning secretes no acid, but later produces 
gradually increasing amounts. It is a remark- 
able fact that while milk retains practically the 
same composition throughout lactation, it is 
changed by the action of the developing gastric 
secretions into forms and compounds which re- 
quire at first moderate, and later more extended, 
gastrie digestion, by which means the stomach is 
progressively called upon to perform more and 
more work and therefore is developed anatomi- 
rally and physiologically. 

If the stomach secretes but a small amount of 
acid, but little of the soft ealcium paracasein 
clot is changed into the somewhat tougher free 
paracasein through the union of the acid with the 
valeium. <A part only of the calcium paracasein 
is therefore prepared for gastric digestion by 
pepsin, while the remainder of the soft unaltered 
-alcium paracasein which cannot be attacked by 
pepsin passes on into the intestine where it under- 
goes digestion by the intestinal ferment. trypsin 
and other digestive secretions. A_ still more 
abundant secretion of gastric juice, that is, of 
hydrochloric acid plus pepsin, will change more 
of the milk into a form suited for gastric diges- 
tion. The work performed by the stomach is 
thus normally regulated automatically. When 
the hydrochloric acid comes to be present in 


paracasein, hydrochloride of paracasein is formed. 
This salt is more difficult to digest in the absence 
of uncombined acid than free paracasein, but 
when there is enough acid secreted to give un- 
combined free acid, the acid compounds of para- 
casein are more rapidly digested by pepsin. 

The nursing infant seeures from the breast a 
fresh and unchanged milk adapted to its peculiar 
needs and digestive ability. When cows’ milk is 
substituted with its different proteids and_ its 
liability to changes of bacterial origin, new factors 
are introduced which require consideration. 
Other acids, notably lactie acid which is the nor- 
mal acid of sour milk, form definite paracasein 
compounds as well as does hydrochloric acid. 
Since lactic acid-forming bacteria are invariably 
present in commercial cows’ milk, however care- 
fully handled, the action of the lactie acid pro- 
duced by them must be definitely reckoned with. 
If milk which has begun to sour through the 
development of lactic acid, but which has not 
yet curdled, or in which the lactic acid forming 
bacteria have had an opportunity to multiply, 
even though their growth has not advanced far 
enough to make the milk taste, is taken into the 
stomach where it meets with rennet even in the 
absence of hydrochlorie acid, the rennet ferment 
will attack it, forming curds which rapidly turn 
into tough curds of free paracasein and lactate of 
paracasein. 

Hydrochloric acid and pepsin 
secreted by the normal stomach in physiological 
proportions to each other. When more acid is 
introduced from outside in the form of lactie acid 
or is produced by lactic acid bacteria in the stom- 
ach, the total acids are disproportionate to the 
amount of pepsin secreted. More of the para- 
casein is therefore transformed by the excess of 
acid into a form calling for gastric digestion than 
the stomach can care for. Unfortunately, this 
kind of curd is fitted only for gastrie digestion 
and not for intestinal digestion and may there- 
fore cause intestinal disturbance. It is this pro- 
duction of lactic acid and the consequent increase 
in the quantity of tough curd which often pro- 
duces a portion of the pernicious results of food 
prepared from unpasteurized or unsterilized milk 
which is not kept properly cooled. 

On the other hand, if the souring of milk has 
advanced outside the body to the point of complete 
curdling with the formation of curds of lactate 
of casein (not paracasein) in a very finely divided 
state as is seen in buttermilk, the rennet ferment 
has no action on these curds when the milk is 
ingested, and the formation of tough acid para- 
‘asein curds is prevented. Such a compound of 
casein with acid is less tough and more finely 
divided, and therefore to this extent, at least, 
more digestible than the corresponding compounds 
of paracasein with acid. The surprising results 
claimed by various authors from the use of butter- 
milk, if substantiated, will probably be shown to 
rest upon this basis. 

Pasteurization has a definite although indirect 
influence upon the digestibility of the calcium 
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lactie acid germs and preventing the formation | 
of laetie acid, it allows the hydrochloric acid in| 
the stomach alone to form combinations with the | 
calcium paracasein. The free paracasein and | 
hydrochloride of paracasein which are thus | 
formed will more probably be in proportion to | 
the amount of pepsin secreted. 

One of the reasons of the utility of alkaline 
antacids in milk mixtures is to be found in the | 
fact that in the presence of an alkaline reaction | 
the rennet ferment is retarded or inhibited and | 
clotting and curding of the milk is prevented or | 
delayed, allowing the escape into the intestine 
of part, at least, of the still fluid milk. 

Peptonization, or, as it should properly be 
called, ‘‘ pancreatization,” according to the length 
of time which the ferment is allowed to work, 
changes more or less of the casein into a non- 
coagulable form and throws the work of digestion 
on the intestine. The alkali used in the prepa- 
ration of the milk has the same result. The 
addition of various forms of pepsin, which always 
contain the rennet ferment, merely results in the 
formation of calcium paracasein. That is, it 
does not have at all the same action as the prep- 
arations of the pancreas and should never be 
used as a substitute for them. 

Milk diluted with even as much as ten parts of 
water can be so manipulated that the curd formed 
by adding rennet and dilute hydrochloric acid will 
be all in one small piece. This shows that it is 
possible, even with very dilute milk, to have 
typical solid curds form in the stomach. A con- 
sideration of the reactions of casein with rennet 
and acids shows that the smaller the amount of 
casein in the food the greater will be the relative 
proportion to it of the hydrochloric acid secreted 
by the stomach. Such a relative excess of acid 
tends to form the tougher hydrochloride of para- 
casein. If the food is made stronger, that is, if 
more milk within reasonable limits is added to the 
mixture, the amount of cascin is increased and the 
same amount of hydrochloric acid is combined 
with the larger amount of casein and so tends to 
form the softer and more digestible curds of free 
paracasein. This seems a possible explanation 
of the improved digestion and more normal stools 
which not infrequently follow a radical increase 
in the strength of the food when previously very 
dilute mixtures have been accompanied by indi- 
gestion and curdy stools. It also demonstrates 
why large quantities of dilute food may fail when 
smaller quantities of a more concentrated food 
will succeed. Moreover, the continued use of 
highly diluted food does not furnish a proper 
mechanical stimulus to the stomach and may lead 
to deficient secretion and faulty digestion. 

We must never lose sight of the fact that cows’ 
milk was made for the peculiar requirements and 
digestion of the calf, and that however modified 
it was not primarily intended for a human infant’s 
stomach, and that it is a strange substance to 
which the stomach must adapt itself to digest. 
It must be remembered that there is a great deal 
in infant feeding beside dilution of the milk and 
the addition of sugar. The main thing is to get 
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the child to absorb sufficient nourishment for 
well rounded development, and there is more than 
one way of doing this. If the stomach makes a 
botch of digestion the intestine can often be made 
to do the work, but this should not be continued 
after the stomach is again able to perform its 
functions. If the intestine is incompetent, the 
gastric digestion must be assisted to perform its 
functions creditablyv 
(To be continued.) 
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fieports of Societies. 


ABSTRACT REPORT TWENTIETH ANNUAL 
MEETING ASSOCIATION OF AMERICAN PHY- 
SICIANS. 

HeELpD In WaSHINGTON, D. C., May 16 anp 17, 1905. 


(Continued from No. 24, p. 704.) 


A CASE OF HEMOPHILIA WITH SPECIAL REFERENCE TO 
JOINT DISEASE. 


F. P. Kinnicutt, New York: The writer referred to 
a patient, sixteen years of age, with a negative family 
history as to hemorrhagic diathesis. The skin was of 
very fine texture. At the age of five months there was 
a small swelling in the leg which was discolored. When 
there was a dark lump on the chest, lasting for several 
weeks. At two years of age the patient had epistaxis, 
which was controlled with difficulty, and up to the age 
of five years hemorrhagic spots frequently appeared on 
different parts of the body. Attacks of what appeared 
to be inflammatory rheumatism then began. Nose 
bleed again occurred when eight years oid, which was 
controlled after many hours’ effort. About this time a 
blow on the thigh caused a lump and a large extravasa- 
tion. The following year bleeding from the nose again 
occurred and lasted several weeks. He then had what 
appeared to be an attack of rheumatism of the hand. 
The patient died seven years after first seen by Dr. Kin- 
nicutt. The joint symptoms were supposed to be of 
rheumatic origin. Temperature was slightly elevated. 
Attacks of hematuria occurred. A large interstitial 
hemorrhage occurred in the extremities. Again he had 
attacks of severe hematuria and effusions into the left 
elbow joint. There was pain and the temperature 
went to 103.5. Later, the patient complained of severe 
pain in the lower part of the abdomen and became pale; 
the abdomen became distended and rigid, and there was 
considerable tenderness. Temperature 191, pulse 120. 
The symptoms became grave, but finally absorption 
occurred. Again, in 1904, acute symptoms occurred, 
with abdominal pain. No blood was passed by the 
bowels. In twenty-four hours the patient died. 


CLINICAL NOTES ON OPIUM IN MYOCARDITIS. 


J. H. Musser, Philadelphia: Dr. Musser commented 
on the beneficial effects which occurred in many typical 
instances of this affection from the use of opium, and 
said that he had been much impressed with the good 
results obtained in one particular case during the past 
winter in which the continued use of small doses of the 


drug was the only thing that gave any relief. Increased 
diuresis always followed its employment. In the senile 


group of cases it was of decided advantage. It pre- 
vented the peripheral impressions causing shock and 
prevented the occurrence of insults to the cardiovas- 
cular system. In cases with recurring attacks of dys- 








phea or angina pains morphia could be used for a short 
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period to get the patient out of these grave impending | his own observation. His first case was a girl of 
attacks. Opium is not contra-indieated in chronic | twelve. On the twenty-third day of the attack she 
myocarditis in spite of the presence of nephritis. In| developed severe abdominal pain without vomiting or 
Cases of chronic myocarditis attended by melancholia | collapse or any fall of temperature; not until the fol- 
and hypochondriasis it is a sustaining and supporting | lowing day did she appear very ill. Twenty-four hours 
remedy. It was, he thought, much more satisfactory | later vomiting began and there was slight abdominal 
to rely upon opium in these eases than to employ the} pain. Distention of the abdomen occurred and the 
so-called cardiac drugs. diagnosis of perforation was made. No operation was 
possible in this case. Case I was a boy of eleven, 
who had pleurisy as a complication of typhoid fever of 

M. H. Fussevr, Philadelphia, agreed with the essay- | a mild type. One day he was given ice cream as a re- 
ist and cited the case of a patient having an extremely | sult of which abdominal pain occurred with vomiting 
weak heart following an attack of pneumonia during | and a slight rise in temperature. The day following 
the fall in which small doses of morphia hypodermi-| the patient became worse, and it was thought that he 
eally (1-10 er.) were used with excellent results. The|had an attack of severe indigestion. Not until two 
urine increased in quantity and the patient recovered | days later was it discovered that he had suffered a per- 
entirely. The use of the drug was continued in this|foration and operation could not then be performed. 
way for several weeks. The first time he had used) Case III presented symptoms of perforation with a 
morphia in heart trouble was with a patient whom he sudden drop of temperature from 103 to 97, accom- 
supposed to be dying, but who rapidly improved on | panied by severe abdominal pain. Forty hours later 
the administration of the drug. the child was operated upon, but not successfully. 

BeveRLY Ropinsox, New York, thought that in| Case IV was a boy of eight, the perforation occurring 
many cases of so-called heart failure opium acted as a|in the third week of the disease. The first symptom 
good stimulant. He called attention to the importance | was vomiting with no fall in temperature and no col- 
of the condition of the pupil in these cases and thought | lapse nor abdominal pain. Moderate abdominal dis- 
it should be carefully watched. ‘tention. Operation suggested, but refused. Case V 

A. Jaconi, New York, thought that in many of these | was a girl of four years who was in convalescence hav- 
cases opium was just as useful as strvchnia was harmful, | ing had no fever for a week. About the end of the 
and said that no remedy had done more harm in these | third week perforation occurred, when she complained 
cases than strychnia. — of some stomach ache. The temperature did not 
. change and she did not appear to be at all ill. She was 
sitting up in bed and then occasional vomiting occurred 

BEVERLY Ropixsox, New York: Dr. Robinson said | Without abdominal symptoms. She died the next day 
that nervous disorders of the heart were not well under- | Without abdominal distention or pain. Case VI was a 
stood and presented a number of reasons. Frequently | gitl of six who was in the second week of the disease. 
vascular or muscular changes present differentiation. Had a good pulse, and but slight tenderness on. firm 
Cases were considered of various etiology; well defined | pressure. This case was operated upon, but died in a 
nervous disease; organic changes in the vessels: dis-| Week. Basing his conclusions on the condition seen in 
eases of the stomach, bowels, etc., and those where the | Most of these, Dr. Griffith thought that the accident is 
cause varied. The pathological findings were difficult | more difficult to recognize than in the adult. There 
to determine. Treatment was very discouraging; digi-| Was often a less degree of constitutional impression. 
talis was of little value. He emphasized certain factors Abdominal pain and tenderness might be absent or 
as: (1) An apparent or evident slight enlargement of | tTivial, and in any case the statements of a child were 
the heart, with or without dilatation, was occasioned | less to be relied upon than in later life. Vomiting was 
or preceded by cardiac neuroses; (2) There was a | $0 frequent a symptom in different diseases of childhood 
condition of secondary anemia, as shown by blood ex- | that its occurrence in perforation was of little diagnostic 
amination, which resisted treatment of all kinds and in | Import. 
which, unless the heart muscle itself was involved, digi- 
talis did no good; (3) There was an impaired nutrition 





DISCUSSION, 


SOME PHASES OF THE NEUROTIC HEART. 
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DISCUSSION. 


with accompanying slight cardiac dilatation which A. Jacosi, New York, said that the diagnosis in these 
might remain stationary and become functionally , cases was rendered the more difficult because perfora- 
compensated. tion occurred without the presence of diarrhea or with- 
out its having preceded it throughout the course of the 

REPORT OF A CASE OF PNEUMOCOCCUS SEPSIS. disease. Diagnosis was almost impossible in many of 


J.S. THacner, New York: An attack of acute lobar these eT _ i , ; 
pneumonia was followed by empyema and an intense } ae erg cig nit New York, did not think we 
and rapidly progressing general infection by the pneu- | * 1ould look for « larrhea as a symptom of perforation, 
mococcus with malignant endocarditis and meningitis, | #5 !t had been his experience to find perforation in those 
At autopsy there was found incomplete resolution, | “Ses that were not accompanied by diarrhea at all. 
ulcerative endocarditis and purulent meningitis. The 
case was interesting chiefly because of the great viru- | HEMATEMESIS FROM GASTRIC ULCER; NOTES ON OVER 


lence of the infection and the rapidity with which the TWO HUNDRED CASES. 
endocarditis and meningitis developed. W. Gitman THompson, New York: The paper was 


based upon data from the records of the Presbyterian 
and Bellevue Hospitals and the writer concluded that 
operation in cases of this kind were justified and should 

J. P. Crozier GrirFiTH, Philadelphia: Reference was | be undertaken more often than now. He admitted the 
made to the variance in published statements regard-| great difficulty of accurate diagnosis. Examination of 
ing the frequency of perforation in typhoid fever in| the gastric contents, especially when done but once, 
children, the general trend of opinion being that it is| was of no value whatever in diagnosis nor in prognosis 
rarely seen. More recent observations tended to show | as to whether operation should be done or not. He 
that it probably occurs more often than has been sup-| also dissented from the recent view that it was desirable 
posed. The writer described six cases occurring under! or possible to classify gastric ulcers as to hematemesis. 


REPORT OF SIX CASES OF PERFORATION IN TYPHOID 
FEVER IN CHILDREN. 
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In several of the cases unexpected conditions had been 
found that were relieved by operation. The surgical 
records were encouraging, one surgeon having per- 
formed 123 gastrotomies for the condition and lost 
only 2 as a result of the operation. Earlier operative 
interference in these cases seemed desirable. 


DISCUSSION. 

I’. P. Kinnicurr, New York, said that it seemed to 
him important to bear in mind how frequently perfor- 
ation with hematemesis occurred and yet the point of 
ulceration could not be discovered, even after the most 
careful search. He referred to a case operated upon by 
two eminent surgeons with a fatal result where, at 
autopsy, the most careful search was required to dis- 
cover the lesion. He thought a second point of impor- 
tance to remember was how frequently death seemed 
imminent, when the hemorrhage would suddenly cease 
and not recur; they recover and go for years without 
any further trouble. He cited another case which had 
been sent to the surgical ward for operation, when the 
hemorrhage ceased before the operation could be done 
and did not reeur. 

S. Souis ConEn, Philadelphia, referred to a case under 
his care in the Philadelphia Hospital, a man well ad- 
vanced in years, a carpenter by trade, who suddenly 
had a profuse gastric hemorrhage without pain or other 
symptoms of a definite nature. The surgeon called 
decided that he was too weak for operation and it was 
postponed. He improved and then it was decided that 
there was no necessity for operation. The man later 
got worse and died and autopsy showed thirty or forty 
ulcers, twenty-nine or more of which had _ healed. 
Death was the result of the last large ulceration. With 
these multiple ulcerations there had been practically 
no symptoms. He also referred to a young girl of 
seventeen or eighteen who had a severe hemorrhage 
and recovered under medical treatment; he had recent- 
ly been called to see her again when she had all the 
symptoms of gastric uleer without hemorrhage. When 
operation was suggested she said that she had been so 
much worse before that she would take the chances of 
not being operated upon. He thought that we could 
not draw any dogmatic conclusions in the matter as yet; 
where a positive diagnosis could be made surgical 
measures should be resorted to as early as possible. 

3. W. Sippy, Chicago, thought that in ordinary cases 
one should hesitate to operate when the hemoglobin 
had fallen below 40%. Had recently seen a case in 
which the hemoglobin was reduced to 20% from the 
liemorrhage, but thought in such a case the danger 
would not be as great as where the anemia had grad- 
ually developed. 

Joun H. Musser, Philadelphia, called attention to 
the importance of remembering that cirrhosis of the 
ltver might cause symptoms simulating gastric ulcer. 

W. GitMan THompson, New York, in closing the 
discussion said that collecting these cases pains had 
been taken to exclude cirrhosis and other complications. 
Ile thought that benefit was often obtained from a 
gastro-enterostomy even though the ulcer itself were 
not found. There were long surgical records now to 
show that the operation was a justifiable one. 

THE 


RELATION OF CERTAIN STOMACH DISORDERS 


DIABETES MELLITUS. 

JoHN S. Sawyer, Cleveland: The writer said that 
treatment directed to the condition of the stomach 
determined by examination of test meals was given in 
nineteen diabetic patients for time enough, under suit- 
able conditions, to afford usable results and in all these 
cases there was noted almost immediate relief from 
thirst, hunger and excessive polyuria, with improve- 
ment in strength in many, and in several cessation of 
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the glycosuria. The known duration of the glycosuria 
yas from six weeks to five years. The youngest pa- 
tients were from fifteen to sixteen years. The cases 
were of varying degrees tested by the standard diet. 
The first of the series came under treatment five years 
ago. The measures adopted were those usually em- 
ployed in the special treatment of chronic glandular 
gastritis, and varied according to the acidity and motor 
condition. Lavage had been signally beneficial, espe- 
cially when used in the cases with motor insufficiency 
and hyperchlorhydria. In several cases on stopping 
treatment the thirst and polyuria recurred, with prompt 
relief on resumption. In a few cases similar results 
were gained without lavage. The cases showed that 
thirst, hunger and polyuria were not as dependent on 
hyperglycamia as had been supposed, and that the 
stomach disorder was a factor of far greater importance 
in the treatment of diabetics than had been believed. 
A few tests of blood showed hyperglycemia persisting 
without thirst or polyuria. 

JAMES Tyson, Philadelphia, had frequently noted the 
association of an active gastric disturbance with dia- 
betes and had thought that perhaps this explained the 
efficiency of Fowler’s solution in these cases. He did 
not think that the acetone and diacetic acid formed 
could have been the result of a catarrhal gastritis, 
through it might possibly be. Asked if the doctor 
had attempted the treatment of diabetic coma by lav- 
age, as from his remarks it might be expected to be of 
value in this condition. 

A. O. J. Kewiy, Philadelphia, asked if Dr. Sawyer 
regarded the cases cited as cases of true diabetes and 
whether he had formed any conception of the patho- 
logical process involved; also what effect he thought 
the treatment of the stomach had upon the disordered 
metabolism? He thought if in the treatment of the 
stomach we could benefit these cases it was a very val- 
uable addition to our knowledge. 

S. Soitis CoHEN, Philadelphia, had observed in cases 
of chronic glycosuria with septic conditions in the 
intestines as manifested by diarrhea, etc., benefit from 
washing the intestinal canal and administering intes- 
tinal antiseptics. Dr. Cohen asked if this treatment 
tended to diminish the acidity of the urine; he had 
been in the habit of giving an alkali, as bicarbonate of 
soda, sufficient to keep the urine alkaline, and desired 
to know if the writer of the paper attributed any part 
of his good results to the use of an alkaline solution? 

JOHN S. Sawyer, Cleveland, in closing said he be- 
lieved the Vichy and Carlsbad waters did good by act- 
ing as a kind of alkaline lavage. He had had but one 
case of diabetic coma to treat and was not able to affect 
favorably this coma. As to the cases being true dia- 
betes they offered all the requirements of clinical symp- 
toms, — polyuria, thirst, hunger, weakness and glycosu- 
ria. As to finding the sugar in the blood that was not as 
yet a matter of easy or satisfactory observation. He had 
no wish to make any suggestion as to the etiology of 
the disease. As to septic conditions of the intestinal 
canal he thought that best treated by looking after the 
stomach and preventing its occurrence. As to the 
constituents of the urine it had not been possible in this 
material which was almost altogether private material 
to carry such experiments to the point of completion. 
The quantity of urine was reduced very considerably 
and the inference was that a very considerable gain was 
made by diminishing the destructive metabolism. He 
thought the alkaline solutions valuable as neutralizing 
the acids and as a solvent of mucus, but he depended 
upon the washing with the alkaline solution and not 
upon the administration of an alkali. The procedure 
did not interfere at all with any other advantageous 
measures that might be found desirable. 

(To be continued.) 











BOSTON MEDICAL AND SURGICAL JOURNAL 


(JUNE 22, 1905 





Kecent Literature. 


Wharton and Stillé’s Medical Jurisprudence. Vol. 
II. Poisons. By Rosert Amory, A.M., M.D., 
and Ronert L. Emerson, A.B., M.D. Fifth 
edition. Rochester, N. Y.: The Lawyers Co- 
Operative Publishing Company. 1905. 


In the fifth edition of this work the editors have 
presented the most recent knowledge in chemistry 
and toxicology, combined with a careful deserip- 
tion of the symptomatology and of the post 
mortem conditions in the many forms of poison- 
ing, so that practitioners and students of both 
medicine and law will here find an interesting and 
convenient account of the various poisons, with 
the means best adapted to counteract the dangers 
which they cause and a well-considered summary 
of the facts available for diagnosis and prognosis 
during life and for determining the nature of the 
poison after death. 

The editors have been obliged to omit much 
that was of interest and value in previous editions 
so that they might give in full detail the most 
recent information as to the action of poisons and 
the latest methods employed for their isolation 
and detection by chemical research. 

In such an extensive work it is difficult to select 
special chapters for detailed notice, but allusion 
may be made to the excellent description of 
‘Poisons in General,’ Chapter I, and to their 
classification as adopted by the authors, which 
is based in general upon their ‘‘ chemical and 
physical properties,” as well as upon their origin 
and mode of action to a certain extent. 

Thus we have the following five classes: 

I. Gaseous poisons. II. Inorganic poisons (solid 
and liquid). I11. Organie poisons (non-alkaloidal). 
LV. Organic poisons (alkaloidal). V. Food poison- 
ing, ptomaines, toxins, leukomaines. 

This so-called “ analytical classification ”’ ap- 
peals to the chemist, as it is along these lines that 
he conducts his analysis. 

Under Class I proper mention is made of the 
great increase in fatalities, both from accident 
and design, since the use of ‘ water gas ”’ for 
illuminating purposes has become general. 

Among ‘inorganic poisons ” antimony, arsenic, 
phosphorus and mercury are fully described, 
especially arsenic from its frequent importance 
in medico-legal cases. The diagnosis and treat- 
ment of acute and chronic lead poisoning are 
considered at length. 

Carbolic acid, hydrocyanie acid and its salts, 
and oxalic acid claim special attention among 
“organic poisons” for their deadly qualities, 
and among the alcohols, methyl, or wood alcohol, 
calls forth a timely warning owing to the numer- 
ous deaths from its use and the impaired vision 
blindness 


or that may result. For instance, 
“Five men each drank a tumblerful of wood 
alcohol; two of these recovered entirely; one 


lost the vision of one eye, and injury to the vision 
of the other eye occurred; the other two died 
within twenty-four hours.” Wood alcohol is 
used more or less in the manufacture of the es- 





sence of jamaica ginger, spirits of cologne and 
bay rum, not infrequent beverages with our 
alcoholic population, and it is not improbable 
that this noxious substance enters to some ex- 
tent into the adulteration of the popular ‘ whis- 
key ” of the period. 

Over-dosing from choral hydrate, chloroform, 
digitalis, sulfonal and the whole class of narcotic 
and stimulating drugs is duly mentioned, as are 
the dangers from the common use of the alkaloids, 
cocaine, strychnine, morphine, ete., so easy to 
obtain and so little under professional control. 

There is a new chapter on ptomaine poisoning, 
and an important one on the detection and dif- 
ferentiation of blood stains completes the volume, 
which has a full and convenient index. 

The valuable labors which Dr. Robert Amory 
and Prof. Edward 8. Wood have for many years 
expended upon this work are now supplemented 
by those of Dr. Robert L. Emerson in the chem- 
ical and pathological features. In the Appendix 
are many judicial cases bearing upon the effects 
of poisons and the methods of detection, com- 
piled by Prof. Charles Harrington, of the Harvard 
Medical School, also a summary of the experi- 
ments relating to the ingestion of borie acid and 
borax, made by the Agricultural Department of 
the United States, and the laws concerning medi- 
cal examiners and coroners in Massachusetts 
and Connecticut. 


A Textbook of the Practice of Medicine. Yor 
Students and Practitioners. By Hoparr 
Amory Hare, M.D., B.Se., Professor of Thera- 
peutics and Materia Medica in the Jefferson Med- 
ical College of Philadelphia, Physician to the 
Jefferson Medical College Hospital.  Philadel- 
phia and New York: Lea Brothers & Co. 1905. 


This is an octavo volume of 1,120 pages, with 
129 engravings and 10 full-page plates in colors 
and monochrome. The publishers’ work is well 
done. As to the actual demand for another 
“ Practice of Medicine,” that is another question 
which perhaps may be allowed to answer itself. 
Many are already at the disposal of the prac- 
titioner and the student and not afew of these are 
good. The author has had a very considerable 
experience in hospital and private practice, in the 
teaching of clinical medicine and in the writing of 
medical books. The combination of these condi- 
tions is pretty sure to lead to the production of a 
Theory and Practice, or of a Practice of Medicine. 

The present work is commendable and will be 
found useful by those who require a Practice of 
Medicine. Particular pains have been taken to 
present methods of treatment clearly and in a 
way to make them available for practice. Infor- 
mation dealing with subjects still uncertain and 
debatable has been excluded for the most part. 
Chapters on tropical diseases have been included. 
The first chapters are on infectious diseases, and 
the rest of the classification has an anatomical 
basis. A considerable section is devoted to dis- 
eases of the nervous system. The illustrations are 
clear and good. We notice on page 134, under cere- 
brospinal fever, meningitides for meningitidis. 
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THE MEDICAL PROFESSION OF VARIOUS 
COUNTRIES. 

The British Medical Journal has undertaken a 
work of much value in attempting to bring within 
convenient compass a study of the medical pro- 
fession in its edueational, social and 
aspects. 





economic 
The number of this Journal for June 3 
is practically given up to a report of the state 
of the profession in various parts of the world, 
not including in this issue the profession of North 
or South America. As an excuse for this omis- 
sion, it is stated that the United States presents 
so wide a diversity regarding the conditions of 
medical practice, the standard of scientific edu- 
cation and the relations of practitioners to the 
state and to the public that the facts could not 
be brought within the scope of this inquiry. 
Information regarding conditions in South Amer- 
ica was impossible to obtain. In spite of these 
omissions, however, the amount of material which 
has been collected affords a basis of comparison 
of the medical conditions in various countries 
which is of the utmost value. 

It has been evident, during the past twenty 
years, that with the improved means of inter- 
communication various parts of the world have 
been brought closer together in medicine as in 
other departments of life. It is, therefore, natu- 
ral that we should desire information regarding 
the status of a profession which, after all, has an 
absolutely undivided aim in distinction from 
political conditions and from those which exist 
in the legal profession. 
however, certain of the 


In spite of every effort, 
smaller countries of 
Kurope have been neglected for various reasons, 
but so much remains that such oversights and 
omissions are of relatively small consequence. 





The points which the investigation was _par- 
ticularly designed to elucidate are summarized 
in general as follows: The conditions of medical 
practice, degrees, curriculum, examinations and 
registration of diplomas, the rights and duties 
of medical practitioners, both in regard to the 
public and to the state; publie medical services, 
exclusive of the sanitary services of the army, 
navy and colonies; the financial position of prac- 
titioners of various sorts, and under various con- 
ditions of population; the medical profession in 
relation to the law; quackery and illegal practice; 
protection of professional interests; social posi- 
tion of practitioners and their place in polities, 
and finally statistics of the profession with spe- 
cial relation to overcrowding. 

Replies to questions concerning these various 
matters were requested, and the information re- 
ceived is given in the separate articles which 
constitute the bulk of the journal. It is not our 
purpose to enter into the details which follow, 
but certain facts are worthy of comment. It 
appears that everywhere the financial situation of 
the profession is unsatisfactory. In many of the 
{uropean countries under consideration $1,250 
to $2,500 seems to be a good average of profes- 
sional earnings. Naturally, the cost of living in 
those countries in which these incomes suffice is 
very much less than in this country, for example, 
and this should always be considered in deter- 
mining the standard of income. The situation 
in Berlin is apparently much more deplorable. 
All but 994 practitioners have an income of less 
than $1,100 a year. In Madrid 800 physicians are 
said to find it difficult to live. This unfortunate 
state of affairs is attributed in great measure to 
the overcrowded condition of the profession and 
it is, therefore,no doubt, a salutary check. The 
statistics regarding the social position of physi- 
cians show that in this respect Italy stands at 
the bottom of the list, where the ordinary physi- 
cian is not admitted 


into so-called ‘ 


In Germany and Austria doctors are well es- 
teemed, but in Spain and Portugal physicians 
stand at the top of the social ladder. 


society.” 


As regards 
the doctor in polities, France undoubtedly stands 
at the head. Medical senators and deputies are 
numerous and influential, and many men high 
in government positions are physicians, among 
whom may be mentioned the late foreign minister 
M. Combes, and M. 
are also somewhat prominent in polities in Italy 
and in Spain, whereas in Belgium, Germany and 


Clemenceau. Physicians 


Austria doctors are not conspicuous in political 
life, with certain notable exceptions, as, for ex- 
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ample, Virchow. In the English colonies medical 


men naturally take a prominent place in politics, 


and it is possible that the same may occur in the | 


American colonies in the future. The doctor in 
politics in the United States is practically a neg- 
ligible quantity. 

We commend to our readers the detailed de- 
seriptions of the medical situation written by 
suthoritative the 
Such an inquiry represents a vast 
amount of patient work, and our contemporary 
is certainly to be congratulated upon having 
begun an analysis of conditions which should do 
much bringing the medical profession 
of the various countries into closer accord by 


persons In various countries 


considered. 


toward 


discovering weaknesses and rectifying defects. 
alinisnncigiibiahedianans 
MLECTIVE MEDICAL STUDIES. 

BEGINNING with the coming academic year, 
the Harvard Medical School will introduce an 
elective course of study into the curriculum of 
the fourth year. The arrangement is such that 
have an unlimited choice of 
subjects, although certain advice is given as to 
grouping. 


the student may 
A considerable degree of interest has 
been manifested as to the choice the students 
would make, particularly in relation to the labora- 
tory as contrasted with the clinical courses. It 
was expected in certain quarters that, owing to 
the difficulties of practice, and the widening field 
for scientific research, a large number of men 
would select courses preparatory to later research 
in the various departments of so-called scientific 
medicine. The result, however, has not justified 
this expectation. The students were requested 
to hand in their selection on or before May 1, and 
a study of the returns has shown that a very 
large majority have chosen clinical courses and 
particularly those which lead to general practice, 
either medical or surgical, whereas the purely 
laboratory courses have registered very few appli- 
cants. 

This tends to show that the average medical 
student in the latter part of his course feels the 
necessity of preparing himself for the practical 
side of his calling, now as heretofore, and we are 
inclined to think this is the part of wisdom. 
Whether or not some of these men, who have 
chosen clinical decide later to 
abandon practice and enter the laboratory, it 
is not to be questioned that the actual bedside 
experience which they may obtain by a year of 
study should be of the utmost value to them in 
shaping the problems which they may later decide 


courses, May 





to investigate. Experience shows clearly enough 
that those men who forthwith enter upon a_lab- 
oratory career are unlikely to frequent the hos- 
pital wards later, whereas we believe that men 
trained on the clinical side will become future 
investigators in increasing number. 

It is also true, as has been repeatedly pointed 
out in these columns and elsewhere, that the 
clinical student is of necessity a laboratory stu- 
dent as well. very field of clinical medicine 
now not only offers the opportunity but makes 
the demand that its adherents should be versed 
in the methods of the laboratory. This is as it 
should be, and the service which the laboratories 
have rendered to practical medicine in this regard 
cannot be overestimated. On the other hand, 
for various obvious reasons, the laboratory stu- 
dent is not likely to develop on the clinical side. 
What we need now to cultivate, as, for example, 
suggested by Dr. Barker in his recent address on 
‘* Methods in Medicine ” before the Massachusetts 
Medical Society, is a continually clearer recogni- 
tion of the relationship between the problems of 
the laboratory and the problems of the clinic. 
When this is completely done, the distinctions 
between laboratory and clinical courses will grow 
less sharp, and the final step may perhaps then 
be taken of introducing clinical work into the 
laboratories by giving laboratory men at least 
access to clinical material. 

That the experiment about to be adopted at 
the Harvard Medical School of elective medical 
courses will indicate certain tendencies of value 
to medical education is not to be doubted. The 
whole matter is a peculiarly difficult one to adjust, 
and a completely satisfactory outcome is not to 
be anticipated until an experience extending over 
many years has been gathered and its lessons 
carefully weighed. In the meantime, not only 
this community, but others interested in the 
progress of the best medical education, will follow 
with interest the attempt about to be made to 
erant a freedom to the student during his course 
which he naturally has immediately after gradu- 
ation. Whatever the ultimate result the plan is 
eminently worthy of a conscientious trial. 


in 
> 





GALL’S CONTRIBUTION TO 
LOCALIZATION. 

PAPERS concerning matters of medical history 
are apparently attaining a sure, if tardy, recog- 
nition in medical literature. We have no doubt 
the agitation now going on will lead to definite 
results, as exemplified, for example, by the 


CEREBRAL 





— aS US 
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Medical Library and Historical Journal, now in 
its third volume. In the meantime, those physi- 
cians who have the taste, time and capacity for 
historical writing should receive the warmest 
encouragement from less gifted members of the 
profession. We have before us two contributions 
of this character from the pen of Dr. John E. 
Donley of Providence, both of which are of value. 
The first appeared some months ago in the Ameri- 
can Journal of the Medical Sciences and discusses 
the early history of cerebral localization, a matter 
about which every one knows something, but of 
which few have the definite knowledge which is 
desirable. Dy. Donley, we think with reason, 
vives much eredit to Gall and Spurzheim as the 
first to systematically attempt a localization of 
cerebral function. The errors into which they 
later fell in relation to the so-called science of 
phrenology has detracted much from a reputation 
which was deserving of better things. The sec- 
ond paper carries further Gall’s contribution to 
cerebral localization, and describes a man who 
certainly in many respects was far in advance 
of his time. Dr. Donley, perhaps, puts the matter 
rather strongly when he says, “ His psychology 
is arbitrary; his system, like most other systems, 
is inadequate, but the principle which he first 
laid down, the localization of function in definite 
parts of the brain, was true; and to-day our 
cerebral physiology, so far as it exists at all, is 
but a refined and more cultured phrenology.” 
Opinions may legitimately differ as to Gall’s exact 
place in the history of medicine, but it cannot be 
denied that his conception of cerebral function, 
crude as it was, was a forerunner of later studies 
which naturally have been of greater significance. 
Dr. Donley’s partiality for Gall is apparent 
throughout his article. He has, nevertheless, 
brought into prominence certain facts which we 
are too ready to overlook in our present-day 
distaste for phrenology. 





MEDICAL NOTES. 

THE TRANSVAAL MepicaL JOURNAL. — A new 
publication, known as the Transvaal Medical 
Journal, published under the auspices of the 
Transvaal Medical Society, will appear about 
Aug. 1, 1905. One of the objects of this new 


journal will be to epitomize the current medical | 


literature of various countries. 


University oF Cuicaco Facuury Noricre. — 


Senn has been elected professor of surgery, and 
Dr. Frank Billings, professor of medicine, in the 
University of Chicago, and will lecture before the 
respective classes at the university. Dr. Senn 
will have entire charge of the clinical teaching of 
surgery during the fall semester. Dr. John B. 
Murphy has been elected professor of surgery in 
Rush Medical College, and, with Dr. Arthur Dean 
Bevan, will have charge of the administrative 
details of the department of surgery and will 
conduct the clinical teaching of surgery during 
the remainder of the year. 


NEED OF A Day or Rest. — The attention of 
the Woman’s National Sabbath Alliance having 
been called to the harmful effect of overtaxing 
brain and nerves, resulting from incessant ex- 
citement and toil, appeals to the medical faculty 
for a leaflet of not more than 2,500 words demon- 
strating the urgent need of a weekly mental and 
physical rest-day as appointed of God for the 
moral and religious welfare of man, and offers a 
prize of $25 for the best essay on this subject. 
The experience of a Christian physician preferred. 
Manuscripts with the name and address of the 
writers in a sealed envelope will be received until 
the first of November next, at the headquarters 
of The Alliance, Room 709, 156 Fifth Avenue, 
New York City. The accepted manuscript shall 
become the property of the Alliance, and the 
others will be returned when called for or accom- 
panied by the full amount of postage needed. 


MEETING OF THE AMERICAN MepicaL Asso- 
CIATION. — At the coming meeting of the Ameri- 
‘an Medical Association, to be held at Portland, 
Ore., Boston is represented by three chairmen 
of sections, Dr. M. H. Richardson of the Surgical 
Section, Dr. R. C. Cabot of the Medical Section, 
and Dr. John L. Morse of the Pediatrie Section. 
The preliminary program of the Section in Medi- 
cine is so arranged that the following subjects are 
to be discussed in detail: nephritis, animal para- 
sites and stomach. The writers have apparently 
been selected to take part in the discussion of 
these three general subjects whose work insures 
an original and progressive statement of existing 
facts. The papers of the Surgical Section are 
many of them from men of wide reputation, and 
the same may be said of those taking part in the 
(Section on Pediatrics. Although the distance 
is great, the reduction of fares to Portland is such 
that many men from the Kast should avail them- 
selves of this opportunity to visit the Pacific 


According to the Journal of the Medical Associa-|coast. We have no doubt New England will be 











lion, it is officially announced that Dr. Nicholas | well represented at this meeting. 
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“ THE Fixep Periop.’”’ — Dr. William Osler left 
with his publishers a new volume of essays en- 
titled ‘*‘ The Fixed Period,” 
early in the autumn. Mr. Howells’s reflections 
the Dr. 
Osler’s idea of the age limit of man’s usefulness, 


which will be issued 


in “ Kasy Chair” are occupied with 


an idea which, according to Mr. Howells. is not 


an original one, but rather a reflection of Anthony 
Trollope’s “ fantastic notion ”’ 


se 


of a “ college into 


which men retired at sixty for a vear’s contem- 





plation before a peaceful departure by chloro- 


form.” Mr. Howells cites among many examples 
of famous men whose great achievements were 
not undertaken until past forty, men like Cresar 
and Dante, Michael Angelo and Petrarch, Crom- 
well, who gave England her first HMuropean su- 
premacy when he was between fifty and sixty, 
and Grant, who made a complete failure of life 
through his fifteen golden years of plenty and did 
hot 
the 


win his great victories until he was well in 
middle of life. Mr. 
that if the great affairs of the world are to be 


Howells also suggests 


turned over to the young men all the absorbing 
business of dances and dinners, picnics and plays, 
afternoon teas, sports and “ the whole order of 
incidents which are summed up in the name of 
flirtation” 


should be relegated to the useless 


ae 


men of sixty and thus “ give the young people 


a chance to show what is in them.” WN. Y. Sun. 


BOSTON AND NEW ENGLAND. 

Acute INrectious DISEASES IN Boston. — 
l‘or the week ending at noon, June 21, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtheria 22, scarlatina 20, typhoid fever 9, 
measles 34, tuberculosis 40, smallpox 0. 

The death-rate of the reported deaths for the 
week ending June 21, 1905, was 17.32. 


Boston Mortauity Statistics. — The total 
number of deaths reported to the Board of Health 
for the week ending Saturday, June 17, 1905, 
was 185, against 134 the corresponding week of 
last year, showing an increase of 51 deaths, and 
making the death-rate for the week 15.70. Of 
this number 95 were males and 90 were females; 
183 were white and 2 colored; 120 were born in 
the United States, 61 in foreign countries, and 4 
unknown; 42 were of American parentage, 112 
of foreign parentage, and 31 unknown. The 


number of cases and deaths from infectious dis- 
eases reported this week is as follows: Diphtheria, 
19 cases and 5 deaths; scarlatina, 15 cases and no 
death; 


measles, 34 cases and 1 death; tuberculosis, 35 
vases and 28 deaths; smallpox, no cases and no 
deaths. The deaths from pneumonia were 20, 
whooping cough 0, heart disease 19, bronchitis 
3, and marasmus 1. There were 10 deaths 
from violent causes. The number of children 
who died under one year was 31; the number 
under five years, 50. The number of persons 
who died over sixty years of age was 34. The 
deaths in public institutions were 82. 

Cases of cerebrospinal meningitis reported for 
the week were 8, the deaths, 6. 


TREASURER OF THE Boston CHILDREN’S Hos- 
PITAL. —- It is announced that Mr. Gordon Abbott 
has been elected treasurer of the Boston Children’s 
Hospital in place of the late J. 
Sears. 


Montgomery 


Harvarp DENTAL Scuoou. — It is announced 
that land at the corner of Longwood Avenue and 
Wigglesworth Street, immediately adjoining the 
new Harvard Medieal School buildings, has been 
purchased for the use of the Harvard Dental 
School. Plans for a new building have already 
been drawn and further effort is being made to 
raise the funds still necessary for the building. 
The need of a new building for this department 
is apparent. 


THe Deatu Certiricate. — We are in entire 
accord with the following sentiments, recently 
published in the Bulletin of the Connecticut 
State Board of Health: ‘ From much correspond- 
ence with those who are required by law to render 
certificates of death, it is very evident that some 
of them believe that they are obliged by law to 
the cause of death in every instance, 
whether they know the cause or not. Indeed, 
some of them have admitted holding that opinion. 
The unreasonableness of it is at once apparent 
when it is remembered that there are many deaths 
respecting which the attending circumstances are 
not known, and the previous history of the cases 
be learned with 
make a diagnosis. 


declare 


cannot sufficient accuracy to 
In such instances the law 
surely does not require the doctor to state what 
he does not know to be true. The only thing he 
can properly do is write ‘Cause Unknown.’ 

“ Again, when doctors give as a cause of death 
only symptoms of disease, such as ‘ dropsy,’ ‘ ex- 
haustion,’ ‘tumor,’ 


ete., which terms are utterly useless for classifi- 


‘asphyxia,’ ‘ hemorrhage,’ 


cation and sanitary purposes, it indicates how 
incapable they are of appreciating the importance 





typhoid fever, 15 cases and 1 death; 








of the duty required of them.” 
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NEW YORK. 

MepicaL DEGREES AT CORNELL UNIVERSITY. — 
The seventh annual commencement of Cornell 
University Medical College was held on June 14, 
when President Schurman conferred the degree 
of M.D. upon 72 graduates, eight of whom were 
women. Dr. George P. Simmons delivered the 
address to the class. 

DEGREES FOR Puysicians. — Among those 
who were honored with the degree of Doctor of 
Laws by Princeton University, at its one hundred 
and fifty-eighth annual commencement on June 
14, were Dr. Andrew J. MeCosh of New York, 
whose father was formerly President of the Uni- 
versity, and Dr. James Curtis Hepburn of Orange, 
N.J., the oldest living graduate of Princeton. 

NATHAN Strauss Mi_k CuHariry. — The Na- 
than Strauss Milk Charity was opened for its 
twelfth season on June 17. There are sixteen 
stations from which Pasteurized and modified 
milk are dispensed to the poor. In the prepara- 
tion of milk for young infants the formule of Drs. 
Jacobi and Freeman are used, as heretofore, and 
this year an additional one, by Dr. L. Emmett 
Holt, is also employed. Two physicians look 
after sick infants, and, if necessary, visit them in 
their homes. In order to increase the facilities 
of his laboratory, in accordance with the increased 
demand for sterilized and Pasteurized milk, Mr. 
Strauss has purchased two additional city lots in 
Kast 32d street, on which a new building will be 
erected. 





Miscellanp. 


THE MASSACHUSETTS MEDICAL SOCIETY. 
COUNCILLORS’ MEETING. 

Tuk annual meeting was held at the Medical 
Library, Boston, on Wednesday, June 14, 1905. 
The meeting was called to order at 5 p. M. by 
the President, Dr. Arthur T. Cabot. One hun- 
dred and twenty-eight councillors indicated their 
presence by signing the roll. 
The secretary read the names of 171 Fellows 
admitted since the last annual meeting, and of 
37 whose deaths had been recorded. 
The treasurer, Dr. Buckingham, presented his 
report which was accepted, showing the receipts 
of the Society for the year ending April 15, 1905, 
with the balance on hand at the beginning of the 
vear, to have been $24,729.38, and the expendi- 
tures $13,530.33, leaving a balance of $11,199.05. 
Dr. Stone, for the Committee on Membership 
and Finances, reported the names of five Fellows 
whom the committee recommended to become 
retired members and of six to be allowed to re- 
sign. 


The report of the committee was adopted. 


committee, that $4,500 of the surplus in the 
treasury be distributed among the district so- 
cieties. 

The Committee on Publications announced 
that Dr. Victor C. Vaughan of Ann Arbor, Mich., 
has accepted the appointment as Shattuck lec- 
turer in 1906. 

Dr. Marion for the Committee on Medical 
Diplomas presented a printed, revised, up-to- 
date list of medical colleges whose diplomas it 
recommended should be recognized for admission 
to the Society. 

Voted, To adopt the list presented by the Com- 
mittee. 

The Committee on State and National Legis- 
lation reported that they have assisted in op- 
posing the osteopathic bill, the optometry bill, 
and the antivivisection bills, all of which were 
killed in the committees of the Legislature to 
they were referred. 

They obtained the passage of an act regulating 
the sale and possession of wood alcohol. 

They recommend the appointment of an aux- 
iliary legislative committee to consist of one 
member from each district of the state, similar 
to the Auxiliary Legislative Committee of the 
American Medical Association. 

Voted, To accept the report and that the 
committee be empowered to appoint the auxiliary 
committee referred to therein. 

Dr. A. K. Stone presented the following, which 
was adopted: 

Resolved, That the Secretary be instructed to 
write a letter to the Postmaster General express- 
ing the approbation of The Massachusetts Medi- 
‘al Society for his courageous and praiseworthy 
policy in protecting the people, by refusing the 
use of the mails to advertising quacks and char- 
latans. 

The following is the list of officers elected and 
of standing committees appointed for the ensuing 
year: 

Arthur T. Cabot, Boston, President; [Frederick 
H. Thompson, Fitchburg, Vice-President; Md- 
ward M. Buckingham, Boston, Treasurer; Charles 
W. Swan, Brookline, Corresponding Secretary ; 
Francis W. Goss, Roxbury, Recording Secretary ; 
Kdwin H. Brigham, Brookline, Librarian. 

Committee of Arrangements: Farrar Cobb, 
A. P. Perry, G.S. C. Badger, Lincoln Davis, L. W. 
Gilbert, C. C. Simmons. Committee on Publica- 
tions: O. F. Wadsworth, Geo. B. Shattuck, H. 
L. Burrell. Committee on Membership and 
Finance: L. R. Stone, C. M. Green, I’. W. Goss, A. 
Coolidge, Jr., Walter Ela. Committee to Procure 
Scientific Papers: C.F. Withington, R. C. Larra- 
bee, J. B. Blake, B. P. Croft, M. D. Clarke. Com- 
mittee on Ethies and Discipline: C. G. Carleton, 
Leonard Wheeler, Edward Cowles, J. I’. A. Adams, 
J. A. Gage. Committee on Medical Diplomas: 
H. Kk. Marion, O. IF. Rogers, H. W. Newhall. 
Committee on State and National Legislation: 
A. T. Cabot, G. G. Sears, H. P. Bowditch, S. D. 
Presbrey, D. D. Gilbert. 

Dr. J. L. Hildreth of Cambridge was chosen 





It was also voted, on recommendation of this 


Orator for the annual meeting in 1906. 
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RECORD OF MORTALITY 
FOR THE WEEK ENDING SATURDAY, JUNE 10, 1905. 


| x © 
+ = = Percentage of deaths from 
ad eS oO 
s"> | ca Bf : a 
BS ca 56/8 8a £8 = 55 
‘ITIES So = 3 s = 
CITIES. | 33 So 42 33 88 £8 35 25 | 
| S& | $8 30/83/85! 35/25 eas 
us & 82/822) 82) as | me |5 8% 
2 = B= as) 85 s=sia SEs 
ton - = =~ | QQ As —— 
—_—— vo 
New York * . | 3,908,644 1,342 429 29.60, 14.05 2.26 75! 4.30 
Chicago . . «| 1,990,750 | 514 134 | 25.28) 14.20 78 1.55 BY 
Philadelphia | 1,407,968 | 422 105 25.83) 945 1.90 2.60 a 
St. Louis .. 633,606 — — _ — _ = am 
Baltimore ..| 542,229 187 60 26.74 8.55 — 58 53 
Cleveland. . 444,251 — — — _ _ ae ee 
Buffalo ... 400,645 — — _ _ a Neg 
Pittsburg .. 362,403 _— -- _ _ —- —_ a 
Cincinnatlh. . 338,277 = _ _ — _ me ais 
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Deaths reported, 3,092; under five years of age, 890; princi- 
pal infectious diseases (smallpox, measles, cerebrospinal 
meningitis, diphtheria and croup, diarrheal diseases, whoop- 
ing cough, erysipelas, fevers and consumption) 796; acufe 
lung diseases 391, consumption 385, scarlet fever 19, whooping 
cough 21, cerebrospinal meningitis 77, smallpox 1, erysipelas 
12, puerperal fever 17, measles 41, typhoid fever 32, diarrheal 
diseases 138, diphtheria and croup 53. 

From whooping cough, New York 9, Chicago 8, Philadel- 
phia 1, Boston 1, Lowell 1, Haverhill1. From _ scarlet fever, 
New York 13, Chicago, Philadelphia, Baltimore, Boston, Law- 
rence and Medford 1 each. From erysipelas, New York 5, 
Chicago 2, Philadelphia 1, Boston 2, Somerville 2. From 
smallpox, Chicago 1. 

In the seventy-six great towns of England and Wales, with an 
estimated population of 15,609,377, for the week ending June 
3. 1905, the death-rate was 14.7. Deaths reported 4,390; acute 
diseases of the respiratory organs (London) 96, whooping 
cough 118, diphtheria 28, measles 152, smallpox 1, scarlet 
fever 30. 

The death-rate ranged from 4.3 in Hornsey to 26.0 in Mid- 
dlesbrough; London 14.7, West Ham 9.2, Brighton 9.8, 
Southampton 12.7, Plymouth 13.5, Bristol 15.1, Birmingham 
13.5. Leicester 10.7, Nottingham 11.4, Liverpool 17.4, Wigan 
13.2, Bolton 12.3, Manchester 17.2, Salford 16.2, Halifax 15.9, 
Bradford 17.5, Leeds 13.7, Sheffield 15.5, Hull 12.9, Neweas- 
tle-on-Tyne 19.5, Cardift 14.8, Rhondda 12.9, Merthyr Tydfil 
17.7, Smethwick 11.7. 





METEOROLOGICAL RECORD. 
For the week ending June 10, in Boston, according to 


observations furnished by Sergeant J. W. Smith of the United 
States Signal Corps: 
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*O., cloudy; C., clear; F., fair; G., fog; H., hazy; S., smoky; 
R., rain; T., threatening; N., snow; —, below zero. t¢ Indicates trace 
of rainfall. s%- Means for the week. . 


CHANGES IN THE MEDICAL CORPS U. 8S. NAVY 
FOR THE WEEK ENDING JUNE 17, 1905. 

J. C. PRYOR, surgeon. Detached from the Museum of 

Hygiene and Medical School, Washington, D.C., and ordered 


to duty as a member of the naval and medical examining 
boards, Washington, D.C. 


F. M. SHOOK, assistant surgeon. Ordered to the Naval 
Hospital, Norfolk, Va. 

G. M. OLSEN, assistant surgeon. Ordered to the Naval 
Hospital, Philadelphia, Pa. 

J. A. GUTHRIE, surgeon. Discharged from treatment at the 
Naval Hospital, New York, N. Y., and granted 3 months sick 
leave. 

R. L. SUTTON, assistant surgeon. Discharged from treat- 
ment at the Naval Hospital, New York, N. Y., and ordered to 
Washington, D.C., for examination for retirement and then 
home and wait orders. 

F. M. BoGAN, passed assistant surgeon. Ordered to the 
Naval Hospital, Yokohama, Japan, for duty. 

S. S. RODMAN, passed assistant surgeon. Detached from the 
* Ranger ” and ordered to the ** Rainbow.” 

G. L. WIKEs, assistant surgeon. Detached from the * So- 
lace ” and ordered to the Naval Station, Cavite, P. I. 

K. OUNESORG, passed assistant surgeon. Detached from 
the Naval Museum of Hygiene and Medical School, Washing- 
ton, D. C., June 20, and ordered home to wait orders. 


RECENT DEATHS. 


DR. WARREN SCHOONOVER, JR., the oldest son of Dr. 
Warren Schoonover, of New York, died on June 12 from acute 
tuberculosis. He was graduated from Bellevue Hospital 
Medical College, New York, in 1897, and at the time of his 
death was a visiting physician to the New York Post-Graduate 
Hospital. 

Dr. ARTHUR H. GARDNER of New York died on June 12. 
He was a native of Springfield, Mass., and was graduated from 
the College of Physicians and Surgeons, New York, in 1898. 
He then studied for two years in Europe, and on his return to 
New York served for two years on the house staffs of the 
German Hospital and the Sloane Maternity Hospital. He was 
one of the physicians to the Seaside Hospital of St. John’s 
Guild. 

Dr. MARTIN LUTHER CIIAMBERS of Port Jefferson 
Suflolk County, N. Y., died on June 12, at the age of sixty-two 
years. 





BOOKS AND PAMPHLETS RECEIVED. 


Progressive Medicine. A Quarterly Digest of Advances, 
Discoveries and Improvements in the Medical and Surgical 
Sciences. Edited by Hobart Amory Hare, M.D., assisted by 
H.R. M. Landis, M. D. June 1, 1905. Philadelphia and New 
York: Lea Brothers & Co. 

State Charities Aid Association of New York. Twelfth 
Annual Report of the State Charities Aid Association to the 
State Commission in Lunacy. Nov. 1, 1904. New York. 





Co ew 


mn 


te 
al 
is 
te 


m 
8. 
to 
he 
as 
is 


on 
vO 


WwW 


fth 
che 








Vou. CLII, No. 26] 


BOSTON MEDICAL AND SURGICAL JOURNAL 741 





@riginal Articles. 


THE FREQUENCY, PROGNOSIS AND TREAT- 
MENT OF LOBAR PNEUMONIA IN INFANTS 
AND CHILDREN.* 

BY HENRY KOPLIK, M.D., NEW YORK. 

Lopak pneumonia in infants and children, 
aus compared to adults, differs in a general 
way in its location, in that double pneumonia 
is rarer in children than in adults, being half as 
frequent. Pneumonia of the upper lobes is more 
frequent in children. The affection of more than 
one lobe is not so common in children as in adults, 
being half as frequent; that is, roughly speaking, 
40°% of adult cases show an affection of more than 
one lobe, whereas only 20% in children show this 
involvement. The right lung, according to 
Jiirgenson and Von Ziemssen, is more frequently 
affected in children than in adults. In the sta- 
tistics of Von Ziemssen the proportion was 126 
in the right to 108 in the left lobe. I will show 
in another place that these statistics correspond 
quite accurately with my own personal cases. 

The occurrence of so-called central pneumonia 
of a lobar nature, if we accept the statements of 
textbooks, would seem to be more frequent 
among children than adults. I cannot say, 
however, that, ina general way, this has been my 
experience. The diagnosis of central pneumonia 
in children, I find, is very common in practice; 
its substantiation is very difficult. In some 
epidemies central pneumonia is more common 
than in others. The mode of infection, in these 
cases, seems to determine the location of the 
pneumonia. Without the physical signs one 
should hesitate to make a diagnosis of central 
pneumonia. 

The pneumonia of infancy and childhood as 
compared to that of the adult presents certain 
differences in its course which should impress 
the physician. In certain epidemics meningeal 
symptoms seem to predominate, especially in 
those cases in which the apices of either lung are 
involved. In other epidemics pneumonia with 
meningeal symptoms is not so frequent. 

In children pheumonia is more apt to be fol- 
lowed by purulent pleurisy, especially below the 
age of four vears, than by pleurisy with effusion, 
as in the adult. 

Frequency. — With this introduction as to the 
location of pneumonia and its complications 


in infaney and childhood, as compared to the 


adult, we will take up some statistical data which 


will enlighten us as to the frequency of pneumonia 


at the different ages of infancy and childhood. 


During my fifteen years of service in dispensary 
practice 1 saw 839 cases of pneumonia of all kinds 
and types. Of these cases 582, or 69%, occurred 

The | after the fifth year. In other words, the younger 


before the end of the first two years of life. 


ereatest frequency was, therefore, between the 
first and second years. This corresponds quite 
accurately with the statistics of Jurgensen who, 
in 312 cases of pneumonia in children, showed 


*A dise oon read before the Eastern Medical Society, New York, 


that 157, or 50%, occurred in the first three years 

of life. 

As to sex, there is not, in children, that pre- 

ponderance of the male sex that we find in adults, 

for of the 839 cases mentioned 436 occurred in 

male and 403 in female children, thus showing 

about an equal distribution of morbidity. 

As compared to adults, the involvement of the 

various parts of either lung — speaking now 

essentially of lobar pneumonia — is slightly 

different in infants and children. Of 217 of my 
own personal cases of lobar pneumonia I found 
the following involvement of either lung: 

Right lung: Upper lobe, 74 cases; middle lobe, 

8 cases; lower lobe, 41 cases. Left lung: Upper 

lobe, 35 cases; lower lobe, 58 cases. 

It will thus be seen that the right lung is mostly 
affected, and that the upper lobe of the right lung 
rather than the lower lobe of the left lung is mostly 
involved. This may be due to some difference 
in the material, which is hospital material, and 
mostly younger children. In Jiirgensen’s sta- 
tistics — I quote Jiirgensen because his are the 
most carefully worke d out statistics we have on 
fibrinous pneumonia — the right side was involved 
in 49% of cases, the left side in 43%, and 74% of 
‘ases showed involvement of both lungs. In my 
own cases I have not included those in which both 
lungs were involved, because in most of them, no 
autopsy being obtained, the children having re- 

covered, they were of such an age and the course 
of the disease was such that it was impossible to 
decide whether we had true fibrinous or broncho- 
pneumonia to deal with. In this one respect, 
possibly, the statistics leave something to be de- 
sired. In only two of my hospital cases could I 
say positively that both lungs were involved. 

As to the age of incidence, my youngest case 
was three months old.  Jiirgensen’s youngest 
observed case was four months. In the statis- 
ties of purely lobar pneumonia, as in pneumonia 
of all kinds, more than 50% were below two years 
of age. Of 82 cases observed between the years 
1901 and 1904, inclusive, 48 were below five 
years of age. 

Prognosis. — The prognosis of lobar pneumonia 
in infants and children will vary as to the age, 
severity and kind of infection, as to the amount 
of lung involved, and the presence or absence 
of complications. Generally speaking, the prog- 
nosis as to age is best below ten years. In mixed 
statistics given by Jiirgensen of cases of lobar 
pneumonia, the mortality was as follows: Up to 
ten vears, 4.8%; ten to twenty, no mortality; 
twenty to thirty, 64%; between sixty and seventy 
25.8%, which was the largest. In my own ex- 
perience most of the deaths, in 82 cases of the 
past four years, were below the age of two and 
one-half years. Only one death in eight occurred 


the child, the greater danger. This corresponds 
quite accurately with the experience of Jiirgen- 
sen, Von Ziemssen and Leichtenstern abroad, 
and American observers such as Holt and others. 
Therefore, any statement as to the mortality of 
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be accompanied by a statistical statement of the 
age, for if we deduct the fatal cases of my 82, 
which were 8, we would have, above two and one- 
half years of age, a mortality of only one in 75 
cases, whereas the actual mortality of my cases 
was 9.7%. 

The season of the year also influences mortality. 
In the winter months, when the epidemic is at 
its height, the mortality is greatest, and in the 
spring and summer months it is lowest. This is 
due, possibly, to the great virulence of the infec- 
tion. 

Complications, also, influence the prognosis. 
In infants and children a complicating pericar- 
ditis is fatal. This is especially so in younger 
infants and children. At an advanced age, how- 
ever, above five years, pericarditis of a pneumo- 
coccus type, if recognized in time, may be led to 
a favorable issue by operative interference. | 
have seen one such case. On the other hand, the 
diagnosis of pericarditis in younger children and 
infants is very difficult during life, perhaps in 
most cases impossible. It is invariably fatal. 
Other complications, such as otitis, pleurisy, 
empyema, do not materially influence the prog- 
nosis in infants and children if recognized early 
and treated on sound principles. 

As to the prediction of the prognosis, a study 
of the blood has been heralded in past years as a 
key to the outcome of the affection. My own 
experience of 90 cases of fibrinous and broncho- 
pneumonia examined with reference to leuco- 
cytes, and also with reference to leucocytosis as a 
key to prognosis, showed that even in the fatal 
cases of both forms of pneumonia in infants and 
children there was marked leucocytosis. The 
increase of leucocytes in the fibrinous form of 
pneumonia is especially marked at the time of 
crisis. In bronchopneumonic forms leucocytosis 
was marked at about the time of the drop of tem- 
perature. From the observations of Billings 
and Ewing it must be concluded that in the adult 
leucocytosis is a favorable sign in lobar pneumo- 


nia. It bears, however, as Heiman believes. 
a certain ratio, in children at least, to the 
amount of lung involved. In children, also, 


leucocytosis is more marked, that is, there is a 
greater number of leucocytes to the cubie milli- 
meter of blood, than in the adult. The absence 
of leucocytosis is certainly a grave prognostic 
sign in children, but its presence, even to a high 
degree, does not preclude a fatal issue to the 
disease. 

Treatment. — Lobar pneumonia, being an acute 
infectious disease, absolutely self-limited in its 
course, uninfluenced by any mode of specific 
treatment that we know of, it should be the duty 
of the physician to manage a case of lobar pneu- 
monia in an infant or child very much on the 
same principles as he would manage a case of any 
other infectious disease, such as typhoid fever, 
with a certain allowance for the duration of the 
disease and the severity of the infection. 

In lobar pneumonia, the temperature, though 
continuously high for days, does not exert those 
changes which the continuous temperature 





for weeks does in typhoid fever. On the 
other hand, the strain on the heart in lobar 
pneumonia for the period of infection of one 
week is greater than it is for the corresponding 
time of such a disease as typhoid fever. We 
refer rather to the physical strain. In typhoid 
fever the effect of the continuous temperature 
and toxemia on the heart muscle is of the slow, 
progressive type, whereas, in pneumonia the effect 
is sharper and crowded into a shorter space of time 
than in the disease of longer duration, and, there- 
fore, we have fewer changes in the myocardium 
as such, but more strain on the vitality of the 
muscle tissue, due to toxemia, high temperature, 
and the obstruction of the circulation in the lung. 
In other words, in pneumonia there is really more 
heart strain. In typhoid fever we have more of 
the slow, toxemic myocarditis. The physician 
must be guided by the requirements of each 
individual case. In a younger child, on account 
of the high mortality and the lack of resistance 
to infection which we have seen, especially below 
two and one-half years of age, lobar pneumonia 
will require more active management on the part 
of the physician and the nurse, than when it 
occurs in a child above six years of age, for, as 
we have seen, in older children the disease is 
better borne than in younger children. What 
seems to overwhelm younger infants and children 
is the violence of the infection and the strain on 
the heart, accompanied by the temperature. 
The continuously high temperature of a week 
is less well borne by the child below three years 
of age than by one above it, and for that reason 
requires more active, judicious treatment. In 
an older child a temperature of 104°, to my mind, 
is a normal temperature of pneumonia, and would 
be apt to cause very little disquietude, whereas 
a similar temperature in a young infant or child, 
persisting for any length of time, would need much 
more active treatment because it does much 
greater damage to the organism. The heart 
needs more support to conquer the infection in 
the younger infant and child than in the older 
subject. In children in general the heart is much 
more fit to withstand the infection of lobar 
pneumonia than in the adult, for they have no 
constitutional or acquired taints, such as alco- 
holism or syphilis, to stand in the way of recovery. 

The temperature in lobar pneumonia, as stated, 
requires treatment according to the amount of 
mischief it is doing. Some infants and children 
will bear remarkably well a temperature which 
other infants of the same age will not. Hydro- 
therapy is our sheet-anchor in the treatment of 
the temperature. It is only in exceptional emer- 
gencies that we resort to other measures. In apply- 
ing hydrotherapy to infants and children, it must 
not be forgotten that the severer methods, such as 
the cold bath, or the Brandt bath, are second in 
importance to the milder measures of sponging, 
or the application of cold compresses wrung out 
of water at a temperature of 75° to 80° F. In 
the management of my hospital cases I have 
found that infants and children, as a rule, bear 
the cold bath very badly. They become blue, 
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and the reaction is delayed, as we call it, and 
it is very difficult in some children, particularly 
bottle-fed infants, to rouse them out of the 
depression which is caused by the application 
of the cold bath. I therefore prefer sponging 
in these cases, and apply a certain index. If an 
infant or child does not react from a cold sponge 
I apply a lukewarm sponge. In some infants 
and children it is impossible even to sponge, and 
in such cases I apply compresses, wrung out, of 
water at 75° to 80° F., from the neck. to the 
umbilicus. 

The heart should always be supported if neces- 
sary. Some children, especially those above five 
years of age, seem to bear the disease so well 
that very little, if any, cardiac support is called 
for. In children below this age some require 
active cardiac support, and this is met as the 
case demands. Alcohol and digitalis are the 
principal remedies, in my estimation, in support- 
ing the heart in lobar pneumonia in infants and 
children. A reliable tincture of digitalis is the 
most convenient preparation to use. Alcohol 
in the form of whisky is a most valuable prepa- 
ration, and much better than brandy. It should 
not be given in excessive doses, as it is apt to up- 
set the stomach and, therefore, interfere with 
nutrition. If cyanosis is present, showing a 
certain amount of strain on the right ventricle 
and insufficiency of the left, nitroglycerin is a 
most useful remedy, at least in my hands, given 
in doses of 1-100 to 1-150 of a grain every 
few hours. In young children and infants a 
smaller dose is called for. Strychnia is a very 
popular drug, I find, among practitioners in the 
treatment of pneumonia of all kinds. Its use 
in infants and children is most prevalent, and 
some physicians advise the use of this drug to its 
physiological effect. I have seen cases of pneu- 
monia treated with strychnia to such an extent 
that it was necessary to suspend the drug and to 
treat the physiological effects of the strychnia 
rather than the pneumonia; in other words, 
the child exhibited the effects of poisoning with 
strychnia and was suffering more from this than 
from the pneumonia. I would, therefore, beg 
that this drug be used with greater caution in 
the treatment of pneumonia, more especially as, 
from a scientific standpoint, we do not, as yet, 
know the exact mode of its action in this disease. 
In all probability it supports the respiration by 
a so-called stimulation of respiration. If such 
is the case I advise its moderate use in the treat- 
ment of this disease. It should not be used in 
those cases, examples of which I have repeatedly 
seen, of nervous children who, without its use, 
showed tremors and unrest due to toxemia and 
high temperature. 

Thus far I have not spoken of the nutrition 
of the patient. This, I may say, is by far the 
most important element in the management 
of pneumonia in infants and children. It 
can be readily appreciated how important this 
is in young infants and children who depend 
almost entirely upon one form of food to resist 
the inroads of the disease. A child with pneu- 





monia should be fed with a light assimilable dict, 
given at regular intervals. It should be care- 
fully nursed and the condition of the tongue 
watched. If the tongue is dry, small quantities 
of water, a teaspoonful at a time, should be 
given at intervals of half an hour or so through- 
out the day, if it can be done without disturbing 
the patient to any excessive degree. 

In managing a case of pneumonia the hourly 
stimulation, so much in vogue in certain quarters, 
is to be deprecated, as is also the disturbance of 
the patient for the sake of nutrition at short 
intervals. We should try to give the medicines 
and the food at about the same time so as not to 
disturb the patient too much. If we can make 
the intervals of medication and nourishment 
every three hours we are serving our patient the 
best, for rest is as important to a case of pneu- 
monia as medication, and in some cases more so. 

I have not seen much good result from the 
administration of oxygen, but I try to keep the 
sick room at an equable temperature, — 67° 
to 68° F.,— well ventilated, so as not to be 
uncomfortable for the patient or attendants. | 
think that excessive cold is no more conducive 
to recovery than excessive warmth. Patients 
with pneumonia should have quiet and isolation 
as far as is possible. 

The physician, in the treatment of lobar pneu- 
monia in infants and children, should not forget 
that one of his principal functions is to watch 
for complications. If, during the course of the 
disease, the patient runs a very high tempera- 
ture, 105° F. or above, for any length of time. 
the ears should be examined. If at the end of 
& certain period of time, the seventh, eighth, or 
ninth day, the temperature does not drop, we 
should examine the chest very carefully for 
effusion, and if such is found and does not dis- 
appear after a few days, a needle should be in- 
troduced to investigate its nature. If there is 
no effusion in the chest there is no explanation 
in the lung for the continuance of the tempera- 
ture, the heart should be examined, and we should 
never lose sight of the possibility of ear compli- 
cations. 

There are some things which I would like to 
particularize about in the treatment of pneu- 
monia in infants and children, especial in pneu- 
monia of the lobar type. These children suffer 
from pain, due either to the cough or to the 
presence, as we all know, of pleuritic complica- 
tions. We should try to control an excessive 
amount of coughing, and also to relieve the pain. 
I rarely make use of the stronger preparations of 
opium, such as morphine, even in older children. 
I content myself with codein for the relief of the 
cough and pain in older children, and in younger 
children with the camphorated tincture of opium, 
or the wine of opium. 

In younger children tympanites is a baffling 
symptom. We should not hesitate to give a 
good calomel purge for the relief of this symptom. 
Tympanites will sometimes cause great distress 
and embarrass the heart to an excessive degree. 
In such cases of great tympanites 5 gr. of calomel 












































































































is not an excessive dose for a young child. In 
eases of ordinary tympanitic distention 4 gr. of 
calomel repeated after a two-hour interval suffices. 

In the course of pneumonia there are attacks 
of collapse in which the patient becomes blue, 
the extremities cold, the heart weak, and the 
pulse rate high. Such cases are best treated by 
the application of warmth, both to the extremi- 
ties and to the heart, and the internal adminis- 
tration of camphor and nitroglycerin. 

In closing this paper on the frequeney, prog- 
nosis and management of lobar pneumonia in 
infants and children I would say that its skill- 
ful management can help the patient to over- 
come the infection, and that its mismanagement 
may turn the seale against the sufferer. 





ACETONURIA IN NON-DIABETIC SURGICAL 
CASES. 
BY JOSHUA C. HUBBARD, M.D., BOSTON, 
Third Assistant Visiting Surgeon, Boston City Hospital. 

In the Annals of Surgery, vol. xxxvi, Brewer 
reported a fatal case of appendicitis with aceto- 
nuria. The death in this case was ascribed to 
some condition of auto-intoxication of which the 
acetonuria was an accompanying sign. The 
impression received from this case is that the 
gravity of the prognosis was decidedly increased 
by this condition with its accompanying accto- 
mura, 

Brackett, Stone and Low,' in the summary of 
a paper on aciduria (acetonuria) associated with 
death after anesthesia conclude “ that the ap- 
pearance of acetone in the urine in quantity suffi- 
cient to give the ordinary clinical reaction, is to 
be regarded as an indication of serious and pos- 
sibly dangerous disturbance of the metabolism.” 

Having had attention drawn by these papers 
to this condition it was natural to examine the 
urine for acetone and diacetic acid of any pa- 
tients whose convalescence deviated from the 
normal course. The next step was to determine 
as a routine the presence or absence of acetone 
and diacetic acid in the urine of patients entering 
the hospital. This was undertaken to discover 
if possible the importance of the condition of acid 
auto-intoxication, or whatever it may be, which 
is accompanied clinically by the presence of ace- 
tone in the urine, as a contra-indication to opera- 
tion or as an clement in the prognosis. 

The conclusons implied or definitely stated by 
Brewer, Brackett, Stone and Low in their papers 
do not seem to be in accord with those found by 
this further study. From this it appears that the 
condition is naturally divided according to its 
severity into three grades, and illustrative cases 
are given below which occurred from March 6 to 
Sept. 21, 1904, in one of the three surgical ser- 
vices of the Boston City Hospital. No attempt 
has been made to report all the cases. 

During the summer of 1904, the urine of 110 
patients was at entrance examined for acetone 
and diacetic acid. In addition 35 patients 
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were examined for acetone alone, and 5 for dia- 
cetic acid alone. Among these 9 were found 
where acetone was present, in 4 of which it was 
associated with diacetie acid. In addition to 
these a number of other cases with positive tests 
was found which were, however, excluded from 
this series because of a possibility that the urine 
might have been collected after etherization, as 
ether had been given immediately on entrance. 
These cases ineluded accidents, fractures and 
emergencies where the urine that was examined 
might have been collected after the operation. 
In these cases, therefore, it could not be denied 
that the acetone present was not due to the anes- 
thesia as it has been shown that a distinct amount 
of acetone may be found in the urine after nar- 
cosis. <A brief résumé of the cases follows in 
which acetone alone or with diacetic acid was 
found by routine examination. 


Case I. Tubercular adenitis of the neck. — June 3, 

1904, Helen D., sixteen years. For nine years, a swell- 
ing on both sides of the neck below the angle of the 
jaw. June 6. Dissection of neck and removal of glands. 
June 21. Discharged. Left side of neck healed. Small 
sinus on right. Urine examination, June 4, day after 
entrance: albumin and sugar absent, acetone present, 
diacetic acid absent. 
Case II. Cerebral concussion. — June 6, 1904. Her- 
bert F., seven years. While playing yesterday was 
run into by another boy. Fell, striking ground with 
head. No head symptoms. To-day complained of 
severe abdominal pain. Because of this pain, some 
drowsiness and incoherence, brought to hospital. + léx- 
amination showed the condition to be principally men- 
tal. Drowsy and unable to think clearly. | Vomited 
once or twice after entrance. Discharged on June 8. 
Urine examination June 7, day after entrance: no 
albumin or sugar, slight amount acetone present, 
diacetic acid absent. 

Case IIL. Appendix abscess. — June 7, 1904. Sarah 
I. B., fifty years. For two and one-half years, twenty- 
four years ago, passed considerable pus in urine. Peri- 
tonitis after childbirth ten years ago. — Stone removed 
from bladder at that time. Had malaria during period 
when twenty-six to thirty-four years old. Feeling 
mean for six weeks. Gave up work three days ago. 
Considerable pain in right side of abdomen for past 
week, worse when lying down. Examination: Some 
spasm and tenderness between ribs and ilium on right 
and in region of gall bladder. Dullness and especial 
tenderness over amass felt just below the costal margin. 
June 17. Abscess cavity running from perinephritic 
space downward, outward, and forward to appendix ; 
region drained. Aug. 4. Discharged to Convalescent 
Home with a sinus. Urine on June 8, day after en- 
trance, contained both acetone and diacetic acid but 
no albumin or sugar. 

Case LV. Chronic appendicitis and inguinal hernia. 
June 10, 1904. William L. B.; twenty-six years. His- 
tory of several attacks of abdominal pain. This morn- 
ing general abdominal discomfort and cramps. Pain 
increased and became localized over the appendix 
region. Several movements of the bowels. Has 
slight inguinal hernia. June 18. Interval operation 
for appendicitis and Bassini operation on the hernia. 
July 11. Discharged. Urine, June 11, day after en- 
trance; no albumin, sugar or diacetic acid; acetone 
present. 

Case V. Cerebral concussion. — June 15, 1904. 
James J. M., ten years. Last night fell from wagon to 
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because of abdominal pain. Examination showed 
slight abrasion of forehead and slight abdominal spasm. 
Slight mental confusion for twelve hours after entrance. 
June 20. Discharged. June 17. Urine examination: 
No albumin, sugar or diacetic acid; acetone present. 
June 19, no acetone or diacetic acid. 

Case VI. Fracture of humerus and clavicle. — June 
17,1904. Katie B., eight years. Fractures treated at 
the Relief Station. Vomited large amounts of material 
containing blood several times. June 18. Vomited 
several times during the night. Transferred to the 
main hospital. Discharged June 25. Urine examina- 
tion, June 19: No albumin, sugar; acetone and 
diacetie acid present.. 

Case VII. Fracture of pelvis. — June 8, 1904. Salva 
P., adult, male. Fell from wagon and run over by 
another. Treated at the Relief Station for fractured 
pelvis. Transferred to the main hospital June 20. 
Discharged July 18. June 21, day after entrance, 
urine contained acetone but no albumin, sugar or dia- 
cetic acid, 

Case VIII. Salpingitis? June 25, 1904. Gladys 
C., twenty-one years. For one month occasional slight 
pain in right lower abdomen. Four days ago after 
cold bath pain over whole abdomen finally settling in 
right lower abdomen. June 29, discharged without 
any operation. Urine of June 27 contained both 
acetone and diacetie acid but no albumin or sugar. 

Case IX. I’racture both bones of leg. — July 1, 1904. 
Kate C. Twenty-seven years. Fracture of both bones 
of leg. July 21. Discharged in plaster bandage. Union 
not quite firm. Urine of July 2, day after entrance, 
contained both acetone and diacetic acid, but no albu- 
min or sugar. 


Not one of these cases ran a course which was 
not perfectly consistent with the injury or the 
disease from which he was suffering, and in not 
one was it possible to detect any abnormality in 
the convalescence which could be ascribed in any 
way to the acetonuria. If then 9 cases of ace- 
tonuria are found in 145, it seems that the fre- 
queney of this condition is much greater than at 
first supposed, and that in many cases the condi- 
tion needs simply to be sought to be found. 

During the convalescence of some cases, because 
of signs or symptoms, the urine was examined for 
acetone or diacetie acid to furnish if possible, an 
explanation for the irregularity of the convales- 
cence. <A brief report of these cases follows: 


Case I. Fracture of femur. — April 21, 1904. Leon- 
ard N., four years. Was in the hospital in August, 
1903, for fracture of left femur. Discharged in October. 
This time fracture of the same femur. Put up with 
ether. Convalescence uneventful till June 18, when boy 
became somewhat apathetic and lost his appetite. Pro- 
dromata of measles developed and the rash appeared. 
The leg was moved at this time with freedom. Note 
on June 20, that the boy has had marked odor of ace- 
tone in breath for past five or six days. Has been 
drowsy, not unconscious at any time. No vomiting. 
Urine scanty, high colored. Fracture has entirely 
united. Boy was discharged at mother’s request. 
Urine examinations, May 20: No albumin, sugar, ace- 
tone, or diacetic acid. June 19. Albumin and sugar 
absent; acetone and diacetic acid present. 

Case Il. Appendicitis. Dijfuse peritonitis. — May 
10, 1904. Margaret F., eleven years. Pain in epi- 
gastrium becoming localized over McBerney’s point. 
Later pressure over left iliac region excited pain at 


in right iliac region on extension of legs. May 11. 
Appendix removed and abdomen wicked. May 23. 
Secondary abscess opened through the existing sinus. 
Nothing of especial note in the convalescence except 
that the child was fairly sick. Urine examination on 
June 17 showed no albumin, sugar, acetone, or diacetic 
acid. Shortly after this the patient began to vomit, 
and on June 30, the urine examination was as follows: 
Trace albumin, some small round cells, large round 
cells and squamous cells, rare hyaline and finely granu- 
lar casts, normal and abnormal blood, numerous poly- 
nuclear leucocytes; acetone or diacetic acid present. 
Father, who was a physician, took the child home on 
June 30, at which time the abdominal sinus had closed. 


In spite of the evidences in this ease of irritation 
in the kidney, I have ineluded it in this series as 
the symptoms are far more likely to be due to 
the acid intoxication than to the irritation. 


Case III. Inguinal hernia. — July 25, 1904. Dina 
K., thirty-eight years. Right inguinal hernia. July 
27. Radical operation performed. Aug. 8. Wound 
healed. Aug. 18. Discharged. During convalescence 
there had been some vomiting and patient had been 
hysterical. Aug. 2. Acetone and diacetic acid both 
present in the urine. Both present in urines examined 
on Aug. 3, 4, 5, 6, 7, and both absent on Aug. 8. 
Case IV. Fracture of femur.— March 17, 1904. 
William E. D., eight years. On entrance etherized, 
and thigh put up in splints. The clinical notes on the 
case are not satisfactory. On May 22, very slight trace 
albumin and acetone in small amounts were present in 
the urine and diacetic acid was absent. May 25. Ace- 
tone still present. May 29. Slight trace of albumin; 
acetone and diacetic acid both absent. May 21 there 
were evidences of follicular tonsillitis with fever. May 
17, about the ward on crutches. Discharged May 30. 
Case V. Epigastric hernia. — Sept. 9, 1904. Mar- 
garet A. C., fifty years. One year ago began to have 
stomach trouble, vomited once or twice a month, nause- 
ated much more frequently. No hematemesis. Never 
jaundiced. Bowels regular, never any bloody move- 
ments. Three years ago began to have pain in epigas- 
trium, relieved by vomiting. Last two months vomit- 
ing three or four times a week. Loss in weight of 
15 pounds in two months. Sept. 23. Exploratory 
laparotomy. Small epigastric hernia found and nu- 
merous adhesions between the omentum and the ab- 
dominal wall. Sept. 25. Some nausea and vomiting. 
Urine examination, Sept. 27: No albumin, sugar, or 
diacetic acid; acetone present. Sept. 28. Acetone 
absent. Sept. 29. Less nausea and vomiting. Oct. 
17. Discharged. 


It is evident that the convalescence of these 
patients continued along an even course, al- 
though perhaps disturbed momentarily by the 
acetonuria. The condition yielded readily to 
the treatment with bicarbonate of soda and the 
patients were eventually none the worse for the 
disturbance. What the course of these patients 
would have been had the condition gone unrec- 
ognized is, of course, unknown. Had it been a 
steadily failing one there would have been a large 
number of unaccountable deaths, too large to 
have tallied with the experience of operators prior 
to the recognition of acetonuria. 

In a few cases where symptoms, of themselves 
alarming, developed during convalescence and 
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Case I. Acute appendicitis. — May 16, 1904. Oscar 
M., nine years. Not feeling well for three days. Two 
days ago vomiting began and has since continued. 
Feverish and bowels sore. Examination: Tenderness 
over McBurney’s point with moderate spasm over the 
entire right side and dullness everywhere. Immediate 
operation. Intestines collapsed and of grayish color, 
suggesting those of cadaver. Appendix retrocecal, 
slightly injected and swollen. Removed. As condi- 
tion of appendix not thought to account for the alarm- 
ing condition of the patient the abdomen was thor- 
oughly explored, but nothing abnormal was found. 
Abdomen filled with salt solution and wicked. Patient 
stimulated. May 18. Vomited after operation and 
yesterday. Sweet odor to breath. May 22. Still 
occasional vomiting. May 28. Steadily failing. Pulse 
rising. ‘Temperature irregularly elevated. Unable 
to retain anything on stomach. Died. Urine exam- 
ination, May 19: No albumin or sugar; acetone and 
diacetic acid both present and both persisted till 
death. 

Case Il. Acute osteomyelitis. — April 4, 1904. Grace 
M. 8., twelve years. Has not walked for a week be- 
cause of pain in right knee. Four days ago leg and 
knee became swollen. Night cries, anorexia and ele- 
vated temperature for one week. Examination showed 
evidences of acute osteomyelitis of the lower end of the 
right femur which was operated upon and pus found in 
the medullary cavity. Following this various foci 
developed and the bones were trephined as follows: 
April 6. Right femur, pus found. April 10, left hume- 
rus, pus found. The left femur, no pus. April 13. 
Left fibula, pus found. April 25. Abscess of right 
parotid opened. After this the convalescence seemed 
to be going along satisfactorily, the temperature and 
the pulse both falling. The child then began to vomit 
and acetone appeared in the urine. Rectal feeding 
became necessary. Vomiting persisted and on May 
20, during a severe attack of vomiting, patient collapsed 
and died. Urine examination, May 9: Albumin and 
sugar absent; acetone present. From this time ace- 
tone and diacetic acid were present on every examina- 
tion, May 12, 13, 14, 15, 16, 17, 18 and 19. 

In the above cases some condition changed the 
course of the convalescence from a normal one to a 
critical one and finally to a fatal ending. These 
vases differ from others of the same disease by 
the presence of acetonuria, and on this, therefore, 
rests the blame for the deaths; whether justly or 
not, remains to be proved. Judging from these 
last cases, the finding of acetone alone or with 
diacetic acid in the urine seems, in the presence 
of symptoms of themselves alarming, to increase 
the gravity of the prognosis. 

From a perusal of the above cases with those 
reported by Brewer, Brackett, Stone and Low, 
it seems correct to draw the following conclusions: 

(1) Acetonuria is of more frequent occurrence 
than thought for. 

(2) Its presence without symptoms has no 
effect on operative treatment or prognosis. 

(3) Its presence with moderate symptoms is 
of only slight importance. 

(4) Its presence with severe symptoms is of 
the gravest prognostic value. 

Whether the severity of the symptoms on 
further study will be found to vary in direct 
proportion to the amount of acetone or diacetic 


acid present in the urine, I am in no position to 
determine. 





An analysis of these cases as to age shows that 
acetonuria occurs more frequently in the young. 
By decades, the cases fall as follows: To ten years, 
5 cases; ten to twenty years, 4 cases; twenty 
to thirty years, 3 cases; thirty to forty years, 
1 case; fifty to sixty years, 2 cases. It is cer- 
tainly suggestive that the two fatal cases were 
twelve and nine years old, and Brewer’s case 
was twelve years old. 

Brewer summarized the symptoms in his case 
as follows: ‘‘ There suddenly occurred acute deli- 
rium, frightful hallucinations, a failure to appre- 
ciate his surroundings or recognize those about 
him, somnolence, coma and death within thirty- 
two hours from the first untoward symptom.” 
In the cases which I have reported, this symptom 
complex is met far less frequently than one char- 
acterized by vomiting. As all of the cases have 
occurred in hospital practice, it is possible that 
an initial change in the mental condition might 
have been overlooked. The most marked symp- 
tom, however, was the vomiting occurring with- 
out any apparent cause. The odor in the breath 
of acetone has been noted several times. By 
combining all the cases, the frequency of these 
prominent symptoms is found to be as follows: 
Vomiting: Brackett, ete., 7 cases; Boston City 
Hospital, 5 cases. Apathy: Brackett, ete., 1 case; 
Boston City Hospital, 1 case (Brewer’s case). 
Odor of acetone in breath: Brackett. ete., 7 cases; 
Boston City Hospital, 2 cases (Brewer’s case). 

lor the discussion of the nature of the condition 
which is accompanied by acetone and diacetie acid 
in the urine the reader is referred to the papers by 
Brewer and Brackett, Stone and Low. 

The treatment mentioned several times in the 
reports of the cases has been the administration 
of bicarbonate of soda usually in doses of 30 gr. 
three times a day or every four hours. 


_ 
— 





A CASE OF TOXIC DEGENERATION OF THE 
LOWER NEURONS.* 
BY JOHN E. DONLEY, M.D., PROVIDENCE, 

Ir is my wish in the present paper, first, to re- 
port a case of toxic degeneration of the lower 
spinal neurons; and, secondly, to discuss briefly 
some pathological and clinical resemblances 
between this condition on the one hand, and acute 
poliomyelitis, peripheral neuritis and Landry’s 
paralysis on the other. 


Miss G., age thirty, white, single. by occupation a 
housemaid, came under observation, complaining of 
weakness in the hands, forearms, legs and feet. Her 
family history is not significant, nor is her personal 
history up to an attack of what she calls “ grippe,” 
three months ago, from which she suffered for about 
two weeks, and from which she dates her present diffi- 
culties. About ten days after recovery from this 
attack she noticed that her hands were rapidly becom- 
ing weak and that she was unable to use them as for- 
merly, on account of loss of power, more especially in 
those movements requiring delicate co-ordination, such, 
for example, as threading a needle. 

About the same time she observed that her feet also 


*Read before the Providence Medical Society, February 1905. 
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were weak, although at no time has she been inca- 
pacitated from walking. There has never been any 
tingling, numbness, or other paresthesia, but cramp- 
like pains have occurred in the arms somewhat fre- 
quently. 

Upon examination she was a woman of medium 
stature and, in general, of good development. Her 
pupils were equal, reacted normally to light, including 
the consensual reflex, and in accommodation. There 
were no cranial nerve anomalies. The triceps and 
biceps jerks were normal; patellar reactions equal and 
slightly exaggerated. The Achilles jerk, front tap, 
plantar reflex or ankle clonus could not be elicited. 
Objective sensory changes to touch, pain and tempera- 
ture were not demonstrable, but the calf muscles were 
rather tender upon pressure. There had never been 
any sphincter trouble. The interossei, thenar and 
hypothenar muscles of each hand were atrophied, the 
wasting being about equal on the two sides; there was 
also some wasting and weakness of the extensors of 
the fingers and wrists, a tendency to drop wrist being 
present. In the feet the small muscles were atrophied, 
as were also the anterior tibial groups. 

Upon electrical examination the interossei of the 
hands, the thenar and hypothenar muscles were un- 
responsive to strong faradism, and the extensors of the 
forearm, although contracting, required a stronger 
current than did the flexors. In the feet and legs the 
atrophied muscles contracted upon stimulation, re- 
quiring, however, a stronger current than normally. 
The reactions of the muscles to galvanism were not 
taken. Under continued treatment for seven weeks, 
the muscular atrophy and weakness improved very 
materially, and when last seen the patient looked and 
considered herself to be distinctly better. She was 
lost sight of before the ultimate result of her disease 
could be observed. 

In a word, the important points in this case are as 
follows: shortly after an acute febrile attack the pa- 
tient rapidly developed weakness and atrophy in the 
interossei, thenar and hypothenar muscles of the hands, 
the extensors of the wrist and fingers and the small 
muscles of the feet, together with the anterior tibial 
groups. There were no objective sensory changes and 
no subjective sensory symptoms, except tenderness 
upon pressure of the calf muscles, and cramplike pains 
in the arms. The condition after reaching its maxi- 
mum of intensity constantly improved and when the 
patient was last seen this improvement was still in 
progress. 


Writing in 1902, Dr. Stanley Barnes ! described 
a group of cases whose clinical features had not 
hitherto been recorded, and to these he gave the 
name of toxic degeneration of the lower neurons. 
Somewhat later Williamson ? published the notes 
of a similar case, and my own case would seem to 
belong in the same category. In the discussion 
of his eases, of which there were seven, Dr. Barnes 
remarks, “‘ At the stage when they came under 
observation the cases recorded above all showed 
a well-marked atrophy of the small muscles of 
the hands, together with weakness of the exten- 
sors of the wrist and of the flexors of the ankle. 
The atrophy of the small muscles of the hand in 
five of the cases reached a severe degree and es- 
pecially in case No. III where only the slightest 
contractions were possible in the interossei, lum- 
bricales, thenar, or hypothenar muscles. In the 


‘Stanley Barnes: Brain, vol. xxv, p. 479. 
* Williamson: Brain, vol. xxvi, p. 206. 





more severe cases there was no reaction to the 
faradic current in the hand muscles, and dimin- 
ished reaction in the extensor group of the fore- 
arms and in the flexor group of the ankle. In 
other words, there was an atrophic paralysis of 
the peripheral type, a paralysis in which the most 
distal muscles had suffered severely and in which 
the proximal muscles were only slightly or not 
at all affected. In none of the cases did the 
muscles particularly affected correspond to par- 
ticular peripheral nerves. The distribution of 
atrophy corresponded rather to the segments of 
the cord, the first dorsal supply being especially 
picked out.” 

The truth of this last statement may be seen 
by reference to the case which I am reporting. 
It will be observed that the muscles involved are 
supplied by the median, musculo-spiral and ulnar 
nerves; but that while the distal muscles are 
paralyzed and atrophic, the proximal muscles 
supplied by these same nerves, as well as those 
supplied by the circumflex and musculo-cuta- 
neous nerves, have escaped. The paralysis is 
of the spinal segment type, the lowest cervical 
and first thoracic segments, which supply the 
muscles of the hands, being chiefly involved. 

The resemblance of these cases to peripheral 
neuritis is striking. There is the comparatively 
rapid onset, the symmetrical distribution, the 
tingling and numbness, the tenderness of the 
muscles and nerves upon pressure and the dis- 
tinct muscular atrophy. The latter, however, 
is not in the distribution of individual peripheral 
nerves, but in that of spinal segments, and in this 
regard we observe the similarity of the disease 
to acute and sub-acute poliomyelitis; but here 
again the symmetrical distribution of the paraly- 
sis in both the upper and lower limbs and the 
distinct signs of peripheral nerve involvement, 
evidenced by the muscular tenderness, obviously 
exclude these cases from the class of uncompli- 
‘ated poliomyelitis. Furthermore, the continu- 
ous improvement of all the affected muscles is 
proof in the same direction. If we reflect upon 
the fact that the symptom complex is consequent 
upon some febrile reaction, that there are signs 
not only of implication of the peripheral nerves, 
but also of the cells of the spinal cord, and that in 
the course of the affection there is a steady 
although slow improvement, I think we will be 
impelled to conclude that the whole neuron — 
cell and fiber — takes part in the morbid process, 
and indeed of this, Dr. Barnes furnishes patho- 
logical proof in one case which he examined 
microscopically. We have, therefore, in toxie 
degeneration of the lower neurones, a symptom 
complex which would seem to hold a place inter- 
mediate between anterior poliomyelitis on the 
one side and peripheral neuritis and Landry’s 
acute ascending paralysis on the other. The 
disease overlaps upon either side, and the question 
therefore very naturally suggests itself, Are these 
symptom groups — these diseases as we are 
accustomed to regard them — really as distinct as 
their separate description would lead us to be- 
lieve? Are we not, perhaps, dealing with a mor- 
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bid entity, essentially one, but giving rise to 
different symptoms according to the precise ana- 
tomical location and varying intensity of the 
process. A very general consensus of opinion re- 
gards the neuron as an anatomical, functional 
and nutritional unit; and if thisis so, there 
would appear to be no good reason for regarding 
it as other than a pathological unit also. The 
proof, however, must come from pathology. 

In the group of cases which we are considering, 
the cause of the degenerative change in the ner- 
vous elements is a toxin produced by bacteria 
in the body, or a poison introduced from without. 
This, circulating in the blood and vitiating the 
nutritive plasma which bathes the nervous 
tissues, must of necessity come in contact with 
the whole neuron; and while anatomical con- 
ditions may vary the time and degree of this 
contact, the general truth remains none the less 
true. The difficulty arises in explaining how it 
is, and why it is, that at one time the axon or 
segments of it, and at another time the cell body, 
and at still another the whole neuron appears to 
be chiefly affected. 

rom the pathological side we may first con- 
sider alcoholic multiple neuritis. There are few 
who maintain at the present time that alcoholic 
neuritis is an inflammatory condition of the 
nerves. It is essentially a degeneration of nerve 
fibers, as is plainly evident from the study of acute 
eases such as those of Sydney Cole? Howard 
Tooth and Sidney Martin. Proliferation — of 
neurilemma nuclei and connective tissue cells, 
emigration of leucocytes, and formation of new 
fibrous tissue do indeed occur, but these are cer- 
tainly secondary in point of time, and the pri- 
mary process is one of fiber degeneration. Not 
only are the fibers as such affected, but the ante- 





in the microscopic findings in this disease we 
obtain important evidence as to the pathological 
unity of the neuron. Excluding the very rare 
and constantly diminishing cases in which no 
pathological changes are to be found, and con- 
sidering only those in which definite post-mortem 
evidence of the disease exists, we find according 
to Farquhar Buzzard,’ that a certain number have 
been remarkable only for the signs of degenera- 
tion in the peripheral nerves, and on account of 
the absence or searcity of cell changes in the cord, 
have been held to prove the peripheral origin of 
the disease. A majority of recent cases, however, 
have shown significant changes in the nerve cells 
of the cord, and especially in those of the anterior 
horns, and this condition has often been asso- 
ciated with early myelin degeneration, beth in 
the peripheral nerves and in the white matter of 
the central nervous system. The intensity of the 
process as it affeets the cellular elements has been 
of all degrees, and has varied from a condition 
which could hardly be regarded as abnormal to 
one which has closely resembled an acute anterior 
poliomyelitis. Beeause of these pathological 
findings, Buzzard regards the intoxication as 
affecting all parts of the central and peripheral 
nervous system, but with an intensity which 
varies with the susceptibility of the different 
neurons to the poison, and with the energy and 
duration of its activity. 

Additional confirmation of my contention that 
these different clinical types are in reality but 
varied aspects of one fundamental disease process, 
is derived from those cases, not uncommon in the 
literature, where two or more diseases are present 
together or follow upon one another in which 
latter case we call them complications of the 
primary difficulty. Commenting upon the patho- 


rior horn cells undergo a typical Nissl degenera-|logical investigation of one of his fatal cases of 


tion which has been described and pictured by 


toxie degeneration of the lower neurons, Stanley 


Achard and Soupault, Ballet and Dutil, Dejer-| Barnes observes, ‘‘ There can be little doubt that 
ine and Thomas, Marinesco, Larkin and Jelliffe,|this patient suecumbed to the third attack of a 


Mott, Wright and Orange, and others. 


toxemia which caused degeneration of the lower 


The pathological condition, therefore, in aleo-|neurons. I would again emphasize the remark- 
holie and other forms of toxic peripheral neuritis |able similarity between the terminal attack and 
is not a neuritis at all, and is not strictly limited |the condition seen in Landry’s paralysis. If 
to the peripheral nerve fiber. It is a degenera-|this patient had come into the hospital for the 
tion affecting the whole neuron — both cell and | first time during the final acute attack, and had 
fiber — although different degrees of involve-|shown no signs of previous nervous disease, there 


ment of each must be conceded. 


can be no doubt that a diagnosis of Landry’s 


The same remarks apply with equal force to} paralysis would have been made without hesita- 
acute anterior poliomyelitis of infants and adults. | tion.” 
In a case of this disease recently reported by Dr.| After describing a case of puerperal polyneuritis 
F. W. Mott,* the spinal cord, peripheral nerves |in which the primary symptoms were followed by 


and muscles were examined after the fatal|signs of spinal cord involvement, and in whieh 


termination sixteen days from the onset. The 


»|both peripheral nerves and spinal cord cells were 


patient was a child, aged five months. Post-|found degenerated post-mortem, Dr. James 
mortem the degenerative process had implicated | Stewart ° writes as follows: ‘“ The clinical course 
both the periphereal nerves and the cells of the|makes it highly probable that we had to deal, 


spinal cord, and furthermore had produced acute 
fatty changes in the muscles. 


| first with a neuritis, and later with a localized 
myelitis (poliomyelitis). The symptoms were for 


More interesting still than poliomyelitis, peri-|several months those of a neuritis rather than a 
pheral neuritis or toxic degeneration of the lower | poliomyelitis. In fact, at no time were there suffi- 


3 Cole: Brain, vol. xxv, p. 326. 






neurons is Landry’s ascending paralysis; for|ciently distinctive symptoms present to enable 





5 Buzzard: Brain, vol. xxvi, p. 94 





4 Mott: Archives of Neurology, London County Asylum, vol. i. 


p. 94. 
®§ Stewart: Phila. Med. Jour., May, 1901. 
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one to say definitely that the spinal cord was 
involved. It was only the gradual ascending 
character of the paralysis (Landry type) that 
some three or four months before death gave a 
clew as to a probable spinal involvement. The 
development of the symptoms and the appear- 
ances met with in the nerves make it clear that 
we had to do in the first place with a parenchy- 
matous neuritis. The prolonged primary stage 
of numbness in all the four extremities, together 
with a prolonged period of simple weakness of the 
peripheral muscles, pointing to a distal paren- 
chymatous multiple neuritis as the primary le- 
sion.” 

It is cases such as these, cases which do not fit 
under the description of any of the well-defined 
clinical groups, which suggest the underlying 
common relation of all. 

An analogy may be drawn from hysteria and 
neurasthenia. While it is comparatively easy 
to separate precisely those cases at the extreme 
ends of the series, nevertheless as we approach 
the center, such a distinction becomes oftentimes 
practically impossible, and we are driven to the 
necessitv of speaking of hystero-neurasthenia. 
For similar reasons, after reviewing the clinical 
and pathological findings in the cases under de- 
scription, I think the following conclusions have 
at least a tentative justification: 

First: Toxic degeneration of the lower neurons, 
acute anterior poliomyelitis, peripheral neuritis 
and Landry’s paralysis are essentially degenera- 
tive conditions of nervous elements. 

Second: The exciting cause of this degeneration 
is a toxemia, which may be the result of bacteria, 
auto-toxins, or poisons introduced from with- 
out; and, 

Third: The whole neuron. both cell and fiber, 
suffers in every case, the clinical symptoms, 
however, depending upon the intensity, the dura- 
tion, and the anatomical situation of the morbid 


pre cess. 
_ OO ——_— 


Clinical Department. 


FROM THE WELD WARD FOR DISEASES 
OF THE SKIN. MASSACHUSETTS 
GENERAL HOSPITAL. 

Service of Charles J. White, M.D. 

BY FREDERICK S. BURNS, M.D., 

Assistant Physician jor Diseases of the Skin. 





DERMATITIS VENENATA FROM MOSQUITOES. 
Mary H., agetwenty-four. Born in Ireland, a recent 
immigrant. 
Three weeks after arrival in this country the patient 
went into domestic service in a neighboring suburban 
town, where mosquitoes abounded. After being 
bitten on the exposed portions of the skin, these parts 
swelled and became so inflamed that relief was sought 
at the hospital. 
The patient was a healthy, well-developed Irish girl. 
On the parts generally that had been bitten the skin 
was highly erythematous, swollen and covered with 
numerous large wheals, many of which were distinctly 
vesicular and bullous. Swelling of the eyelids was 
sufficiently intense to close the eyes. There was slight 


Under local applications of oxide of zine and lime 
water, and free saline catharsis, the process subsided, 
and in a week’s time the patient was discharged well. 
Arrived recently from a portion of Europe where 
mosquitoes are not indigenous, and therefore unaccus- 
tomed to their bites, the patient experienced the effect 
of an entirely new poison in her skin, which, combined 
with the contributing influences of a steerage passage 
across the Atlantic, explained the unusual severity of 
the cutaneous reaction. 


[J. C. White (Journ. Cutaneous Dis., Oct., 1890, 
Dermat. venenata, 1887) some years ago called 
attention to this variety of dermatosis, and cited 
numerous instances in his experience of the 
extraordinary effect of mosquitoes and certain 
vegetable poisons on the skins of immigrants 
who, before arriving in this country, had never 
been exposed to these irritants. | 


ERYTHEMA MULTIFORME PSORIASIS. 


Margaret W., age twenty, laundress. Born in Ireland. 
Family history unimportant. Previous health of 
patient always good. 

The present illness began three days ago, when the 
ankles swelled and became painful in the evening. The 
following morning both legs were swollen, reddened and 
painful. The lesions on the face were noticed two days 
ago. 

On entrance to the ward both legs were edematous 
and pitted on pressure. Over the surface of the legs 
generally, and most numerous anteriorly, were red, 
cent to half dollar sized, deeply seated nodules, decid- 
edly painful on pressure. The backs of the hands 
presented a few, bright red, large bean-sized papules 
with several peripherally-situated vesicles. The bridge 
of the nose also showed two papulo-vesicular lesions. 
During the first five days in the hospital there were 
evening exacerbations of temperature, subsiding to 
normal on the sixth day. The general physical exam- 
ination of the patient was quite negative. 

In addition to the acute erythematous affection, 
there was a generalized, sparsely disseminated papulo- 
squamous psoriasis of six months’ duration. 


RAYNAUD’S DISEASE. 


Tilly H., age forty-four. Born in Austria. General 
family and personal history unimportant. 

The present illness began four years ago, when the 
fingers of both hands began gradually to get blue and 
cold, especially in winter, and to be accompanied by a 
burning pain. The feet have never been affected. 
The ears seem sensitive at times. 

Both hands felt decidedly cool, getting colder towards 
the ends of the fingers. The skin of the fingers was 
waxy, pinkish-white in hue, with a marked atrophie 
appearance. The finger-nails were either entirely 
atrophied or partially so, with thickening and trans- 
verse striation. At the tip of the second finger of the 
left hand was an open, superficial, sluggish ulceration. 
The radial pulse was regular, small and of poor tension. 
(78 m Hg.) Nerve reactions were normal. Under 
tonic treatment the general condition of the patient 
improved considerably and the local affection some- 
what. 

PEMPHIGUS FOLIACEUS. 


S. M., infant, female, ten days old. Born in Dor- 
chester. 

Family history. — Infant’s mother has two older 
children, both of whom have always been well. No 
history of miscarriages in the mother, nor of venereal 





fever and malaise. 


nor cutaneous disease in either parent. 
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The physician who attended the birth of the infant 
reported that it was born healthy on Aug. 14, 1904. 

The affection for which the infant was brought to 
the hospital began on the ninth day of life, appearing 
first on the left arm as vesicles and rapidly becoming 
a generalized bullous eruption. The bull had flaccid 
walls which were easily ruptured, either spontaneously 
or from contact with clothing. 

On entrance to the hospital on Aug. 25, the follow- 
ing description of the case was recorded: 

‘‘ Female infant, well developed and nourished. The 
hairy portion of the scalp is exempt. The epidermis 
of the face and neck is macerated and exfoliating in| 
large sodden shreds, leaving beneath a denuded surface | 
of a deep, brawny, red hue. The eyelids are intensely 
swollen, closing the eyes, and from between the lids 
there exudes a little sero-purulent fluid. Almost the | 
entire surface of the arms is denuded of epidermis by 
maceration. The skin of the hands is intact, but even 
there it appears sodden. A large portion of the trunk 
and legs ts similarly affected, presenting large plaques 
of macerated, exfoliating epidermis. The feet are 
relatively unaffected, like the hands. 

When the infant was first seen, the possibility of the 
condition having resulted from a burn by immersion in 
hot water was considered. It could not be conceived, | 
however, how immersion could have taken place and | 
yet leave the scalp, hands and feet exempt; further- | 
more, the affection was said to have begun with an 
eruption of vesicles on one arm. 

Aug. 26, the day after entrance, the appearance 
of the skin was an aggravated picture of the preceding | 
day. Added to the deep-red color of skin there was a 
marked cyanotic hue. The general condition was 
decidedly feebler. Death occurred on Aug. 2 


The treatment of the case consisted in the 
application of carron oil externally and in the 
use of brandy and salt solution internally. 
Unfortunately permission for autopsy was not 
granted. 

The etiology of this rare affection is yet ob- 
scure. It is usually classed among the rather 
broad group of pemphigoid affections, occupying 
an intermediate position between the bullous 
type and pemphigus vegetans. As vet, patho- 
logical examination of the skin has shown little 
more than an edema between the epidermis and 
corium. 


| 





| 
| 


‘. 





LYMPHANGIOMA CIRCUMSCRIPTUM. 


S. H., female, fifty-one years old. Born in England 
and resides in Boston. Family history unimportant 
in relation to the present affection. 

The patient’s general health had always been good 
until four years ago, when she was operated upon for a 
supposed abdominal cancer. At the operation a tumor 
mass was found infiltrating the greater peritoneal cav- 
ity; the tumor was considered inoperable and the pa- 
tient was subsequently told that she had about a year, 
more or less, to live, 

On Christmas Day, 1902, the patient was taken with 
a severe abdominal pain, radiating across the umbilical 
region, which subsided in a few hours after application | 
of hot water bottles. The following day an eruption | 
was noticed over the region where the heat had been | 
applied, and was thought to have been caused by it. | 
At first appearing as a diffuse, erythematous, palm-sized 
plaque about the umbilicus, the area rapidly doubled 
in size, and became covered with numerous vesicles. 

During the following year and a half, there was no | 
apparent change in the appearance of the eruption. 





|on the affected region. 


Suddenly, one day, the skin of the abdomen was found 
to be wet, the moisture exuding from one of the vesicles 
The fluid at first exuded inter- 
mittently, but soon the flow became constant and 
always from the same point. Gradually increasing in 
amount, the fluid some days soaked three to four bath 
towels. At night in the recumbent position the flow 
practically ceased. The general condition of the pa- 
tient during all this time was excellent. 

On the entrance of the patient to the Massachusetts 
General Hospital in July, 1904, the following notes 
were recorded: ‘‘ The abdomen is moderately promi- 
nent. Inthe left lumbar region is dullness, not changed 
by position, beginning in the umbilical region and ex- 
tending to the extreme left. On palpation a firm mass 


'is felt in the left lumbar region, not well defined, but 


corresponds approximately to the area of dullness. 
The skin of the abdomen is thrown into folds and shows 
prominent lini alba. There is general pigmentation 
of the skin in this region. About the umbilical region 
is an area twice the size of the palm, of a violaceous- 
red hue, and thickly covered with discrete and conflu- 
ent vesicles, the latter having flaccid walls and their 
contents easily removed by pressure. From a large 


‘vesicle at the right border, a serous fluid continually 


exudes, the orifice of exit is very minute and cannot 
be detected with the smallest filiform probe. 

The clinical diagnosis of lymphangioma was made, 
which was corroborated by a biopsie removal for path- 
ological examination. 

It seems probable that the lymphangiomatous pro- 
liferation, starting from the mesenteric lymphatics, sim- 
ulated a malignant tumor, which, four years ago when 
the abdomen was opened, was thought to be cancerous. 
The fact that the patient remained in excellent health 
in spite of the increase of the growth and the lapse of 
time disproves any supposition of malignancy. 

During the first few weeks in the hospital the minute, 
oozing point was frequently cauterized, however, with 
only temporary cessation of the flow of lymph. Finally 
more extensive cauterization with the paquelin cautery 
was essayed, and the area was deeply seared with eight 
to ten punctures half an inch in depth. This finally 
successfully stopped the exudation. A relapse of the 
condition is, however, probably to be expected. 


TROPHIC ULCER. 
Irish. 


Julia C., aged, sixty-three. 
history unimportant. 

The cutaneous affection began three years ago at the 
center of the left palm, as a bean-size nodule which was 
very teider on pressure. The nodule increased slowly 
in size for a year until it attained the size of acent. Up 
to this time the surface remained unbroken, but con- 
tinued to be very painful. The lesion was then cauter- 
ized in Lynn, and from thenceforth became an ulcer, 
which progressively enlarged peripherally. When the 
ulceration had lasted two months and had reached the 
size of a dollar, a skin graft was attempted, but without 
success. For the following six months various oint- 
ments and powders were used, all without success. 
Finally the x-rays were tried and were applied five 
minutes every day for twenty days. The hand, how- 
ever, grew steadily worse. Later another skin graft 
Was attempted, again without success. 

On entrance to the hospital the hand presented a 
circumscribed area one and a half inches in diameter, 
ulcerative and crusting. The fingers were smooth and 
shiny, and were contracted midway between extension 
and flexion. Sensation was absent in the first and 


Family and past 


/second phalanges of the fourth finger, diminished in 
On removal of 
Albumin 


the first phalanx of the second finger. 
the crust a purulent surface was exposed. 
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and sugar were absent in the urine. In five weeks from 
the time of entrance to the hospital the patient was 
discharged with the ulcer entirely healed. External 
medication consisted in the use of a stimulating lotion 
of tartrate of iron and potassium, nosophen powder 
and a salve of boracic and salicylic acids. Internally 
iron was given in the form of Blaud’s pills. 





Medical Progress. 


REPORT ON PEDIATRICS. 


BY THOMAS MORGAN ROTCH, M.D., 
AND 
JOHN LOVETT MORSE, M.D. 


(Concluded from No. 25, p. 731.) 


SUGGESTIONS CONCERNING THE ACTIONS OF 
ALKALIES AND THEIR INDICATIONS IN INFANT 
FEEDING.? 


ALKALIES have been added to cows’ milk in 
infant feeding for a long time under the impres- 
sion that they acted as antacids and, by neutral- 
lizing the acidity of cows’ milk, made it conform 
to the supposed alkalinity of breast milk. Breast 
milk, however, has been proved to be faintly acid, 
hence this reason for using alkalies no longer 
exists. Nevertheless, as alkalies have given good 
results clinically, it is important to determine 
the explanation of their successful use. Most. of 
the authorities have stated that one part of lime- 
water to 16 or 20 parts of cows’ milk was sufficient 
to make its reaction correspond to that of breast 
milk. Others have stated that 20 grs. of bicar- 
bonate of soda is the equivalent of 1 oz. of lime- 
water for this purpose. They have, however, 
advised the use of the same amount of limewater 
or bicarbonate of soda in all sorts of mixtures of 
milk and water without regard to the amount of 
milk. That is to say, while the alkalinity of the 
food is the same in each mixture the amount of 
alkali for each ounce of milk in the mixture varies 
with each mixture. Practice has, therefore, been 
out of joint with the theory and, as just stated, 
the theory was founded on wrong premises. 

Cows’ milk, while it has only a slight initial 
acidity when drawn from the cow, later develops 
a secondary acidity due to lactic acid produced 
by certain bacteria. This increasing acidity, 
unless checked, may become a serious factor and, 
when the milk is ingested, lead to the formation 
of more tough curds than can be digested by the 
pepsin secreted by the stomach, while these same 
curds are not in a form suited for intestinal diges- 
tion. The addition of an alkali may not only 
neutralize lactic acid as fast as it is produced, but 
will also cause the resolution of floceuli of the 
lactates of casein already formed. If it were 
possible to add just the exact amount of alkali 
to neutralize the lactic acid the effect of the alkali 
would cease at this point. In practice, however, 
it either neutralizes but a part of the acid if it 
has been added in smaller amount, or if added in 
excess renders the food alkaline when it enters 








the stomach. This alkalinity of the food has a 
definite influence upon the stomach digestion, for 
the rennet ferment will not act upon casein in the 
presence of alkali, and the normal formation of 
paracasein clot is prevented until the alkali is 
neutralized or removed, and, moreover, an excess 
of alkali will neutralize the hydrochlorie acid 
afterwards secreted by the stomach until the 
alkali is exhausted. As pepsin cannot act except 
in an acid medium, a sufficient excess of alkali 
or antacid would entirely prevent stomach diges- 
tion and the milk would pass unchanged into the 
intestine. In this manner the entire labor of 
digestion would be placed upon the intestine 
This is probably not infrequently the case when 
the addition of alkali is large. 

Milk diluted with plain water containing no 
alkali is promptly clotted in the stomach by the 
rennet ferment and the clot is transformed into 
tougher masses when acid is secreted. A mod- 
erate amount of alkali which neutralizes both the 
hydrochloric and other acids already present in 
the stomach holds in check for a time the action 
of the rennet ferment, prevents the immediate 
clotting of all the milk by the rennet and allows 
time while enough acid is being secreted to over- 
come the alkali for the escape of more or less 
unchanged alkaline milk into the intestine; thus, 
when the acid reaction is again finally established 
in the stomach only a portion of the milk, depend- 
ing on the length of time which has elapsed, re- 
mains in the stomach to form curds and to be 
digested by the gastric juice. This use of a 
moderate amount of alkali has the advantage of 
dividing the digestion of the milk between the 
stomach and the intestine and may reduce the 
amount of milk to be digested by the stomach 
to the capacity of the digestion. 

The kind of alkali employed, as well as the 
amount, is of importance. -Limewater and _ bi- 
sarbonate of soda differ both in their properties 
as antacids and in the influence which they pro- 
duce upon milk and its curding. Limewater 
swells the mucoid proteid of milk, thickening the 
milk and making a visible change in its consis- 
tency. Limewater is a very weak antacid, 1 oz. 
being neutralized by 3? gr. of hydrochlorie acid. 
Bicarbonate of soda does not swell the mucoid 
proteid of the milk, but if milk to which biear- 
bonate of soda has been added without subse- 
quent heating is ingested and there meets with 
acid, carbonie acid gas will be liberated during 
digestion, and if curds are formed they will be 
porous from the presence of minute bubbles of 
the gas. If food to which enough bicarbonate 
of soda has been added to render it slightly alka- 
line to litmus is heated, carbonic acid gas is 
liberated and carbonate of soda, washing soda, 
formed, which increases the alkalinity. Pasteur- 
izing or sterilizing, therefore, increases the degree 
of active alkalinity and lessens the possibility of 
a more porous curd. The amount of bicarbonate 
of soda recommended in most textbooks, that 
is, 1 to 2 grs. to the ounce, is relatively greater 
than the amount of limewater usually prescribed 





3 Southworth: Archives of Pediatrics, 1905, Vol. xxii, p. 131. 
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bicarbonate of soda being about twelve times as 
effective as an ounce of limewater. 

One ounce of limewater and 20 grs. of bicar- 
bonate of soda have about the same effect upon 
the clotting of milk by rennet. Bicarbonate of 
soda is itself an antacid. Its alkalinity is due 
to impurities in the form of carbonate of soda. 
The alkalinity of bicarbonate of soda, therefore, 
varies in different samples and is increased by 
pasteurizing or sterilizing. It is the alkali and 
not the antacid which prevents the clotting by 
rennet. 

Limewater added to milk checks the immediate 
action of rennet upon the whole mass and makes 
the clotting more gradual, altering the form of 
the eurd, and allowing possibly of the passage of 
some unaltered milk into the intestine, but leaves 
no large amount of alkali behind to inhibit the 
stomach digestion. Bicarbonate of soda added 
to milk prevents the action of rennet, hydro- 
chlorie acid and pepsin until the large amount of 
antacid is finally neutralized. In the meantime 
portions of the milk are not liable to get beyond 
the fluid state and continue to escape into the 
intestine. This reduces materially the burden of 
digestion laid upon the stomach, or if the alka- 
linity persists a sufficient time, relieves it entirely, 
the labor falling upon the intestine. 

The effect of adding 5% or 10% of limewater, 
or of 1 or 2 grs. of bicarbonate of soda to the 
ounce, to a mixture, depends entirely upon the 
amount of milk which the food contains. The 
usual practice of adding a fixed amount of lime- 
water or bicarbonate of soda to 20 oz. of food 
mixture amounts to beginning the feeding of 
young infants, whose food contains but a small 
amount of milk, with a milk which is highly alka- 
linized. This high alkalinization decreases as the 
child takes a stronger and stronger food contain- 
ing more milk. ‘The effect in the beginning, 
therefore, is to prevent the action of the rennet 
ferment and promote rapid emptying of the 
stomach. This assists in tiding the infant over 
the period of undeveloped and difficult gastric 
digestion, and as later the relative amount of 
alkali is reduced steadily, its effect is gradually 
lessened. 


THE DIETETIC USE OF PREDIGESTED LEGUME FLOUR, 
PARTICULARLY IN ATROPHIC INFANTS: WITH A 
STUDY OF ABSORPTION AND METABOLISM.‘ 


They first determined that the administration 
of predigested bean flour did not disturb diges- 
tion, and then studied its absorption and the 
metabolism during its use. Thev then gave it 
to a series of atrophic infants. They summarize 
their results somewhat as follows: Bean flour 
in which the starch is predigested by means of a 
diastatic ferment seems to be well digested and 
absorbed by infants and adults. An extremely 
concentrated food may be given in this way in 
fluid and partially digested form. Its influence 
upon the digestive tract in infants is usually dis- 
tinctly favorable and its influence upon meta- 


4 David I.. Edsall, M.D., and Caspar W. Miller: Amer. Journal of 
the Medical Sciences, 1905, Vol. cxxix, p. 663. 





bolism in infants and adults is at least equal to 
that of milk. The infants were usually given 
about 24% of bean flour in milk modifications. 
Adults and older children object to the taste, 
but infants take it readily in milk. Of 15 infants 
treated 3 did not do well. The others gained 
rapidly. These were all atrophic infants that 
had previously been stationary or losing. A 
child of two years that had had persistent and 
very dangerous disturbance of digestion with 
advanced malnutrition improved immediately, 
and the digestive tract became nearly normal 
within a few days and the child repeatedly gained 
over two pounds a week. It took nothing but 
bean flour solution. 

They state that these results are certainly 
unusual, but that they need to be controlled 
before definite conelusions can be drawn from 
them. It seems possible that they were due to 
a special influence of the legume flour on meta- 
bolism and perhaps to a particular influence of 
the nuclein contained in the flour upon the tissue 
building processes. One important point is defi- 
nitely determined; that is, that it is easily pos- 
sible to administer in this way as much as 0.75% 
to 1% of proteid, a fact of decided consequence in 
those cases in which it is difficult or impossible to 
administer a proper amount of milk proteid. 
They suggest that the favorable influence upon 
nutrition is more largely referable to the charac- 
ter of the proteid than to the amount. 


SOME PHYSICAL SIGNS IN INFANTS AND CHILDREN 
NOT SUFFICIENTLY EMPHASIZED.” 


An area of impaired resonance under the lejt 
clavicle. — This area is always present under the 
inner third of the clavicle. It occasionally ex- 
tends outward to the midelavicular line, gradually 
fading as this point is approached. It extends in 
a downward direction to the first interspace and 
not infrequently blends into the cardiac dullness. 
The degree of impairment varies in different indi- 
viduals. It is difficult to elicit in early infancy. 
They are not able to give an entirely satisfactory 
explanation for its presence, but think that the 
exposed condition of the great vessels may have 
some bearing on its production. 

The area of transmission of the bronchial type 
oj breathing. — This is ordinarily heard over the 
root of the lungs and varies greatly in different 
children. Posteriorly it is usually limited to the 
interscapular space and supraspinous fossze. It 
may sometimes be heard just above and in front 
of the angle of the scapula. When heard here it 
is usually bilateral. 

The influence of position on the percussion note 
in infants. — They emphasize the striking differ- 
ences on the two sides of the chest when the 
infant is examined lying on its side with the de- 
pendent lateral surface of the chest wall in inti- 
mate contact with the bedding — an incorrect 
position which is commonly employed in the 
examination of the chest. Under these cireum- 
stances there is a striking increase in the height of 





5 Hamill and Boutillier: Jour. of the Amer. Med. Association, 
1905, Vol. xliv, p. 26 
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the pitch of the percussion note on the down side 
which proves very misleading. The infant should 
be examined with both sides of the chest free and 
symmetrical. 

The apex beat of the heart. — They studied child- 
ren in the upright position and recorded as the 
apex the point farthest to the left and lowest down 
at which it is possible to obtain any cardiac im- 
pulse. They conclude from the examination of 275 
cases that up to the sixth year the apex beat is 
found much more commonly in the fourth inter- 
costal space and in the midelavicular line, and that 
after this period it is usually in the fifth space, in 
or just within the midclavicular line. Occasionally 
it continues to beat in the fourth space even up 
to the twelfth year. 

Area of cardiac dullness. — They examined 
191 cases. They were examined in the upright 
position except when under one year of age, 
where the recumbent posture gave more satisfac- 
tory results. They conclude that the average 
outline of the heart for children under three years 
of age is as follows: Upper border, second rib; 
right border, midsternum; left border, just with- 
out the midelavicular line. 

From the third to the sixth year: Upper bor- 
der, the upper border of the third rib; right 
border, midsternum; left border, in or just with- 
out the midclavicular line. 

From the sixth to the twelfth year: Upper 
border, third rib; right border, from the mid- 
sternum to the right edge of the sternum; left 
border, most commonly in the midelavicular 
line. (The right borders as above given cannot, 
of course, be the right border of the heart. — 
J. L. M.) 

The venous hum. — In the study of the venous 
hum they required that it should be present when 
the patient was examined with the head fixed in 
the median line. They examined all their patients 
in both the upright and recumbent postures. 
Two hundred and twenty-six cases were studied; 
of these 24 occurred in the first three vears of life. 
In all but 36 the murmur was heard best over 
the right jugular vein; in the others, over the left. 
In 38 instances the distribution was very exten- 
sive. In several instances the murmur was dis- 
tinetly audible along the right edge of the sternum 
as low as the second costal cartilage. The in- 
fluence of posture on the sound was striking. In 
only ten cases was the murmur audible when the 
patient was recumbent, and in these it was much 
louder in the upright position. The frequency 
of this phenomenon in eases in which there was 
an entire absence of other signs of enlargement of 
the bronchial glands has led them to place very 
little reliance on it. The extensive area of dis- 
tribution of the venous hum may result in its 
being mistaken for murmurs at the base of the 
heart or for murmurs produced by lesions of the 
vessels. In the upright position the murmur had 
a peculiar humming, continuous sound, charac- 
teristic of the venous hum, but in several in- 
stances in the recumbent posture, there persisted 
during systole a faint systolie whiff. 

Functional heart murmurs. — They — studied 





these murmurs in 267 cases, 23 of these occurring 
during the first three years of life. The murmur 
was best heard, in the majority of instances, in 
the pulmonary area. The next point of maxi- 
mum intensity was in the space between the third 
rib, the left edge of the sternum and a point within 
and above the apex beat. In some it was best 
heard ata point slightly above and just within 
the apex. In 61 cases it was audible only in the 
pulmonary area. In some instances, however, 
the area of distribution was very extensive. In 
the vast majority of cases the murmur was inau- 
dible in the upright position, and in only 4 was it 
heard in the upright position, and not in the 
recumbent. They are inclined to think that the 
murmurs were not dependent on anemia, but on 
disturbances of nutrition. 


THE DIAGNOSIS OF ENLARGED BRONCHIAL LYMPH 
NODES.® 


Very many different factors and very diverse 
conditions may induce inflammation of the bron- 
chial lymph nodes. Consequently, inflammation 
of these nodes is extremely common. Simple 
adenitis is frequently only the precursor of tuber- 
cular adenitis. Many cases recover, however, 
without subsequent tubercular inflammation. It 
is very desirable both with regard to prophy- 
laxis and treatment to be able to diagnose en- 
largement of these nodes. Unfortunately, this is 
often impossible. Several symptoms, and in 
some cases physical signs, justify the diagnosis 
on the grounds of probability. 

One of the early symptoms suggestive of en- 
larged bronchial nodes is a peculiar paroxysmal 
cough resembling that of pertussis, except that 
there is no crowing inspiration. Broadly stated, 
the physical signs of the enlarged bronchial lymph 
nodes are always those of compression. Dullness 
over the sternum behind the manubrium and the 
upper part of the gladiolus and extending later- 
ally on either side of the bone is a sign of value. 
Some authorities claim that an interseapular dull- 
ness may be made out in these cases by careful 
percussion. This is somewhat doubtful, however, 
and theabsence of dullness does not preclude the 
diagnosis. Unilateral alteration in the breath 
sounds is of importance. 

If a child with enlarged bronchial nodes bends 
the head back so that the eyes look to the ceiling, 
a venous hum of varying intensity is heard over 
the manubrium. This venous hum may _ be 
heard, however, where there is no other evidence 
of disease of the bronehial glands. It cannot be 
elicited, moreover, if the gland is bound down 
by adhesions. In ten of the cases studied by 
lriedlander there was a marked lymphocytosis. 
In the cases which were followed up the lympho- 
cytosis disappeared, to a degree, with the subsi- 
dence of the symptoms. 

He concludes that if further observation shows 
a constant lymphocytosis we shall have an addi- 
tional and valuable sign in the diagnosis of this 
condition. 


6 Friedlander: Jour, of the Amer. Med, Association, 1905, Vol. xliv, 
p. 19 
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GENERAL RIGIDITY IN CHILDHOOD.’ 

Mme. Nageotte-Wilbouchewitch reported to 
the Société de Pédiatrie the histories of a number 
of children which she had examined and followed. 
These children presented many points in common, 
although differing in degree. They held the head 
low, while the back was kyphotie and the abdo- 
men prominent. The arms appeared too long 
and the elbows were kept a little flexed. They 
appeared awkward, walked slowly and awk- 
wardly, sometimes unsteadily. They were slow 
and feeble. Their intelligence varied. The ex- 
tremes of motion in the extremities and spine 
were all limited. The rigidity was sometimes 
veneralized and extreme, in others only partially 
and slight. This rigidity is never congenital, but 
appears early. The author has seen it develop 
in a number of children whom she had known 
previously to be supple and normal. 

The etiology is not at present accurately known. 
It usually appears, however, at the period of 
greatest growth. Boys are more often attacked 
than girls. The well-to-do classes are more often 
attacked than the hospital class. Heredity plays 
an important part in its production. Neuras- 
thenia, insanity, hysteria and chronic rheumatism 
are present in many of the families. In some cases 
the same condition was present in the parents. 

The pathology is obscure. In some severe 
cases articular and ligamentous malformations are 
present. In most cases the muscles are at fault. 
There is, however, no contracture nor muscular 
hypertonicity. The reflexes are normal. The 
author remarks that the muscles appear as if they 
were too short or too little extensible on account 
of the lack of harmony between their growth and 
that of the bones. 

These children ought to be considered as sick 
and taken care of. It is important to struggle 
against the chronic condition of asphyxia which 
may cause various pulmonary affections and 
against the insufficiency of their movements 
which may lead to chronic rheumatism. Active 
and passive exercises are indicated. These must be 
continued over many years, at any rate until the 
period of growth is passed. In any case, an en- 
tirely normal condition cannot be hoped for. It is 
especially difficult to enlarge the thorax. In a 
general way the physical condition corresponds 
to the mental. 


fFieports of Anocieties. 


ABSTRACT REPORT TWENTIETH ANNUAL 
MEETING ASSOCIATION OF AMERICAN PHY- 
SICIANS. 

Hep 1n WasuincTon, D. C., May 16 anp 17, 1905. 

(Concluded from No. 25, p 733.) 

CLINICAL NOTES ON THE USE OF NUX VOMICA, ESPE- 
CIALLY IN CERTAIN FORMS OF HYPERCHLORHYDRIA, 
Joun H. Musser, Philadelphia: The writer found 

that in cases of gastric neurasthenia with hyper- 
7 Mme. Nageotte-Wilbouchewitch: Bulletin de la Société de Pé- 


diatrie, 1905, No. 2, p. 68. Abstract in Révue Mensuelle des Mala- 
dies de l’Enfance, 1905, Vol. xxiii, p. 190 





chlorhydria in which sedatives and antacids, etc., 
failed, large doses of nux vomica gave relief, when 
administered in ascending doses. He had found it 
more serviceable than any other drug; beginning with 
small doses and increasing until 40, 50 or 60 and even 
as much as 80 drops were given three times daily. It 
was given sometimes for a period of four or five months. 
In younger subjects the drug could be given in much 
larger doses than in the older ones. He laid special 
emphasis upon the employment of nux vomica and 
not strychnia with which he said the same good results 
would not be obtained; there were other elements in 
the tincture that were of value. The drug should be 
given until its physiological effect was produced as 
shown by slight stiffness in the neck and vertigo. Then 
the dose might be reduced 5 or 10 drops for a while and 
then increased again. It was best given before meals. 


DISCUSSION. 


JAMES Tyson, Philadelphia, had listened to a paper 
on this same subject by Dr. Musser some years ago 
advocating this method, after which he had adopted it 
in his practice and could confirm all that Dr. Musser 
had said as regards its efficacy. He had found it of 
signal service in the treatment of gastric conditions. 


UMBILICAL HERNIA AS A LITTLE RECOGNIZED SOURCE 
OF ABDOMINAL PAIN. 


D. D. Stewart, Philadelphia: The paper dealt with 
the necessity of having in mind that hernia in the linea 
alba above the umbilicus, however small, might be a 
‘ause of recurring abdominal pain and various dys- 
peptic symptoms, the source of which, the hernia 
escaping recognition, was often regarded as obscure. 
These herniz, when small, were very commonly over- 
looked, the patient being treated for indigestion, gas- 
tralgia, gallstones and the like. The importance of 
having in mind the most frequent occurrence of umbili- 
cal hernia, and a careful search for it in abdominal ex- 
aminations, in all cases in which pain exists, was pointed 
out. Detailed histories of several cases were given. 


CONCERNING THE OBSCURITY OF DIAGNOSIS SOMETIMES 


ATTENDING STONE IN THE KIDNEY, WITH REPORT OF 

CASES. 

D. D. Srewart, Philadelphia: The author referred 
to the recognition of certain observed cases of renal 
calculus, the symptoms of which were unusual and 
quiescent as concerned the kidney, and in which stone or 
other affection of the kidney or ureter had not been 
suspected until they came into the writer’s hands. 
Certain cases simulating renal calculus — one in an 
hysterical subject who had been previously operated 
upon resultlessly for suspected stone, and in whom a 
second operation had been contemplated — others 
in which the symptoms of calculus were due to inflam- 
matory obstruction of the ureter, were detailed, and the 
points in the diagnosis of these cases were discussed. 


DISCUSSION. 


J. N. DANForTH, Chicago, showed a calculus removed 
from the bladder of a female medical student. Several 
stones had been removed from the kidney a year later. 
A calculus of large size was removed from the left kid- 
ney and another from the right kidney at post-mortem. 
There was pus, albumin, phosphates, but no pain, al- 
though a calculus weighing about five ounces was re- 
moved from each kidney. ( 

JaMES Tyson, Philadelphia, had had considerable 
experience with cases simulating stone in the kidney as 
well as actual cases of this kind, many of them operated 
upon without finding stone. In the last two opera- 
tions there seemed to be a condition which might ex- 
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plain the symptoms,— tenderness in the kidney with 
catarrhal condition of the ureter and slight amount 
of albumin. There was in each case at operation 
what might be called a “ capsulitis,” the capsule 
being adherent and depressed in spots. Both cases 
followed by recovery. He thought the same condi- 
tion might be found in other cases simulating stone in 
the kidney. 

F. ForscHHEIMER, Cincinnati, had seen three cases 
like those of Dr. Tyson in which tenderness existed, 
and other evidences of renal calculus, and yet urinary 
analysis showed nothing of the sort. In the literature 
the condition had, he thought, been referred to as 
‘ perinephritis.” All three of his cases made a good 
recovery. 

Frank Bixuines, Chicago, referred to the micro- 
scopic evidence of blood in the urine as a very important 
point, and cited the case of a patient with acute pain 
in the right abdomen suggestive of gallstone and possi- 
ble perforation. Microscopically blood appeared in 
the urine, which was a good differential point between 
appendicitis and calculus in the kidney. He thought 
the x-rays was often a handicap in diagnosis instead of 
a help, especially unless the x-ray findings were inter- 
preted by a skilled physician. He cited the interesting 
case of a woman seen by him who had suffered from 
pain in the right abdomen, and diagnosis of renal stone 
had been made. An x-ray picture was obtained and 
interpreted as ureteral calculus close to the bladder. 
Several pictures were taken and all convinced the 
specialist that there was a calculus. Dr. Billings had 
expressed doubt as to the existence of stone when he 
saw the patient and insisted upon further examination 
which resulted in the discovery of a bulbous pessary in 
the vagina. 


ABDOMINAL TUMORS. 


R. C. Casor, Boston: This paper consisted of statis- 
tics bearing on the relative frequency of abdominal 
tumors and on physical signs most useful in their 
diagnosis, including the study of 4,000 cases from the 
records of the Massachusetts General Hospital. They 
were Classified as follows: Abdominal tumors, 4,876; 
of the abdominal wall, 150; of the liver, 1,702; of 
the spléen, 206; stomach, 265; pancreas, 37; intes- 
tinal peritonitis, 173; mesentery and omentum, 22; 
kidney, 378; retroperitoneal, 9; aneurysm, 25; 
uterus, 809; ovary, 437; broad ligament, 85; hernia, 
488. 

Tumors of the abdominal wall: Hernia, 488; ab- 
scess, 79; sarcoma, 27; lipoma, 17; actinomycosis, 12; 
cancer, 6; hematoma, 4; fibroma, 3; tuberculosis, 2; 
total, 638. 

Tumors of the liver: Passive congestion, 1,288; bil- 
iary cirrhosis, 153; Hanot’s cirrhosis, 0; cancer, 151; 
abscess, 51; lipoma, 46; Hodgkin’s, 10; amyloid, 9; 
hydatid, 8; syphilis, 8; fatty, 6; simple cyst, 6; 
actinomycosis, 3; sarcoma, 2; displaced, 2; tuber- 
culosis, 1; total, 1,702. 

Tumors of the spleen: Myelogenous leukemia, 58; 
lymphatic leukemia, 13; biliary cirrhosis, 60; unknown 
cause, 26; chronic malaria, 16; cancer, 10; abscess (?) ; 
Hodgkin’s, 12; pernicious anemia, 3; myeloid, 2; 
sarcoma, 2; floating, 1; tuberculosis, 0; total, 206. 

Tumors of intestines with peritonitis: Cancer, 90; 
tubercular peritonitis, 33; intussusception, 17; acute 
obstruction, 20; dilated colon, 6; tuberculosis, of ce- 
cum, 2; mesenteric tuberculosis, 3; fecal impaction, 
2; omental cancer, 18; omental sarcoma, 4; total, 
195. 

Tumors of the kidney: Floating kidney, 227; malig- 
nant, 27; tuberculosis, 41; abscess, 16; cyst, 10. 


Tumors of the pancreas: Acute pancreatitis, 1; 
chronic pancreatitis, 1; cancer, 32; cyst, 3. 

Tumors of the uterus and ovaries: Uterine fibroma, 
uterine sarcoma, 14; tumor, 90; cancer, 609; ovarian 
cyst, 382; cancer, 43; fibroma, 11; sarcoma, 1. 

An interesting point in connection with tumors of 
the spleen was the small number of cases of myelo- 
genous leukemia. Dr. Cabot explained a very inge- 
nious method of keeping such statistics in book 
form. 


DISCUSSION. 


M. H. Fusser1, Philadelphia, confirmed what had 
been stated regarding the chronicity of carcinoma of 
the cecum, and had recently seen a case lasting fourteen 
months. 

W.S. Tuayer, Baltimore, thought the frequency of 
fever in connection with cancer of the liver was a very 
interesting point. In two instances of this kind he had 
seen the diagnosis of typhoid fever made. During the 
past year had seen a case of cancer of the liver in a nurse, 
who developed fever and chills, anemia and slight jaun- 
dice. The liver was enlarged and smooth on palpa- 
tion. Extensive leucocytosis and the diagnosis of 
abscess of the liver was made. Laparotomy showed a 
rapidly growing sarcoma of the liver. 

A. Jaconi, New York, said the rapidity of growth 
and pressure was the cause of the fever, and that when 
cancer of the liver ceases to grow the fever also sub- 
sides. 

Joun H. Musser, Philadelphia, said that chronicity 
was a feature in cancer of the larger bowel, not only of 
the cecum, but of other portions of the gut; one case 
ran over a period of eighteen months. 

R. C. Cazort, Boston, said in closing that the absence 
of any considerable number of cases of tuberculosis 
was due to the fact that at the Massachusetts General 
Hospital they did not receive tuberculosis of the lungs. 


A CASE OF CARDIOSPASM. 


Frank Bitiines, Chicago: The patient had been 
sent to him with cardiospasm, with hypertrophy of the 
circular fibers and dilatation of the esophagus. He 
taught the woman to pass the tube for herself which 
she learned to do well. Sometimes the spasm would 
occur so that she could not pass it for some time. In 
this way she succeeded in feeding herself. Dr. Sippy 
had been working upon a plan of treatment for this 
condition and Dr. Billings would ask him to demon- 
strate his method to the society. 


A NEW TREATMENT FOR CARDIOSPASM. 


Dr. Sippy, Chicago: Dr. Sippy referred to the varie- 
ties of the condition, primary cardiospasm resulting in 
dilatation or atony of the walls of the stomach, primary 
atony of the walls of the stomach with secondary cardio- 
spasm, disease of the pneumogastric nerve, inflamma- 
tion of the esophagus causing reflex spasm, congenital 
saculations with subsequent cardiospasm. Primary 
cardiospasm was the most common. Had seen three 
or four cases in which dilatation had failed. Balloons 
had been devised for dilating the esophagus, but had 
not been successful because pressure was not exerted 
at the right place. The speaker had devised a balloon 
into which passed an ordinary esophageal bougie, the 
balloon being covered to prevent undue expansion. 
When distended it was about 14 cm., just a little more 
than the amount of dilatation required, and a little 
more than was used by those who employed the method 
of dilating from below. A patient had had this method 
used twice with very good results; she had been en- 
abled to take food as other people did and had had no 





Tumors of the stomach: Cancer, 285. 





discomfort. 
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CONSIDERATIONS ON PROTEID DIET WITH ESPECIAL 
REFERENCE TO THE DISTRIBUTION OF AMIDO-NITRO- 
GEN, DIAMINO-NITROGEN AND MONAMINO-NITROGEN 
THEREIN. 

L. F. BarKER and B. A. Conor, Chicago: The writers 
thought that the well-known variations in tolerance of 
the same individual for different kinds of proteid food 
made it desirable to search for a cause in the chemical 
constitution of the foods themselves. Though studies 
of the nitrogen content and purin holdings in various 
articles of proteid diet had been undertaken, the dis- 
tribution of the various forms of nitrogen had not 
hitherto been investigated. The authors had applied 
the method of Hausmann, as improved by Osborne and 
Harris and by Gumbel, for this analysis. The amido- 
nitrogen in various cuts of beef, veal and pork, in liver, 
in thymus, in fish and in chicken, had been determined. 


DISCUSSION, 


V. C. Vaucun, Ann Arbor, said that the bacterial 
cell is such a chemical combination, and that if you take 
the soluble substance and purify it you get exactly the 
same results, showing that the cell is a definite chemical 
substance. He thought if we regarded the cell as a 
definite chemical combination and the difference in its 
function as due to the introduction of some abnormal 
group into this combination, or an abnormal arrange- 
ment of certain groups, then there was a possibility 
that sometime in the dim and distant future we might 
be able to make internal medicine thoroughly scientific. 
This work, he thought, had a practical bearing on the 
treatment of certain diseases. 


THE CHLORIDE EXCHANGES IN THREE CASES OF NEPH- 
RITIS, WITH REFERENCE TO THE DECHLORIDATION 
TREATMENT. 

A. O. J. Ketiy and Cnartes A. Fire, Philadelphia: 
The authors studied three cases of nephritis with special 
reference to the chloride intake and the chloride output, 
the presumed chloride retention in nephritis; the 
relationship, if any, between such chloride retention 
and edema; and the effect upon the edema and the 
other phenomena of nephritis of an (almost) salt-free 
diet, and of the administration of sodium chloride. 
The intake of sodium chloride was of value in the prog- 
nosis and low excretion suggested a bad prognosis. 
Sodium chloride retention may occur in any case of 
nephritis. A salt-free diet may result in the disap- 
pearance of edema and the use of such diet in these 
cases is often of value. The injection of saline solu- 
tions in these cases of nephritis might at times be at- 
tended by considerable harm. 


CHLORIDE RETENTION IN NEPHRITIS. 


JoserH L. MiLuer, Chicago: Reference was made to 
the poor elimination of sodium chloride in nephritis 
and to the increase in edema, increase in albumin and 
uremic symptoms following the use of large amounts. 
Kdema was partly the result of lessened perspiration 
due to increased molecular concentration of body fluids 
(Kovesi). The results in two cases of acute and six of 
chronic parenchymatous nephritis were given; one case 
of secondary contracted kidneys, one case of myocar- 
ditis and four normal individuals. Chloride retention 
was equally great in normal cases. No visible edema, 
but increase in weight. Retention in nephritis was 
only one of degree. The author concluded that there 
was no doubt that excessive salt should be avoided as it 
caused retention and increased osmotic pressure. Espe- 
cially to be avoided were the soups and broths as they 
contained a relatively large amount of salts. The use 
of subcutaneous injections of salt solution was contra- 
indicated in uremia, 





DISCUSSION. 

A. STENGEL, Philadelphia, referred to one of the cases 
under the care of Dr. Kelly and said the patient had 
improved progressively during the treatment. There 
was great loss of weight accounted for by the loss of 
water. Subsequently there was increase of weight due 
to improved general condition. He was not sure that 
the chloride free diet accounted for the improvement. 
In a serious case he had substituted distilled water for 
the normal salt solution with good effect. 

F. P. Kinnicurt, New York, thought the use of large 
quantities of salt solution by hypodermoclysis was to 
be forbidden in these cases. 

S. J. Me.rzer, New York, thought the therapeutic 
effect in these experiments often depended largely upon 
the temper of the observer. He said osmosis is con- 
trolled by the sodium chloride, and it had occurred to 
him that this might have some bearing upon the treat- 
ment by lavage of the stomach as suggested by Dr. 
Sawyer for diabetes. In diabetes washing out the stom- 
ach removes a good deal of one factor in osmosis which 
miight account for the improvement. Perhaps the same 
success might be obtained by using a stlt-free diet. 

Jos. Cotiins, New York, reported upon 25 cases of 
epilepsy treated with a salt-free diet with the result 
that 24 cases showed during two years of this treat- 
ment a reduction of 38% in the frequency and severity 
of periodic attacks, which was a great improvement 
upon the best known treatment. of epilepsy at the pres- 
ent time. He thought the normal individual might 
take as much salt as he liked so long as his kidneys and 
vessels were in good condition, up to a certain time, 
but he thought it was flying in the face of nature to 
eat inordinately of salt. 

A. O. J. Key, Philadelphia, said, in closing, that he 
had no practical knowledge of the results of large’ quan- 
tities of salt taken in health; the output probably 
equaled the intake in healthy persons. He referred 
also to the advantage of studying the salt excretion 
in the feces as well as in the urine. 


THE TOXICITY OF BILE. 


S. J. Mevrzer and WILLIAM SaLant, New York: 
The authors gave areport of some results obtained in a 
series of experiments of the various toxic aspects of 
bile upon animals, rabbits and frogs. 


ON THE NATURE AND ORIGIN OF CHOLEMIA AND UREMIA. 

S. J. Meirzer, New York: The writer reviewed the 
various theories of the nature and origin of cholemia 
and uremia and presented a theory based partly upon 
the experimental results reported in foregoing papers. 
The bile contained two elements, which when neutral- 
ized produced no symptoms, but when not so balanced 
the various symptoms were brought out. In cholemia 
and uremia there were symptoms belonging to the 
motor sphere and sensory sphere. That the symp- 
toms may be produced by a number of substances. 
These substances in the body may be neutralized to such 
a degree as to give rise to no symptoms. This balance 
controls life. If this relationship is broken one little 
accident may bring about the bad effect. 

JamMEs Ewine, New York, said that Virchow had 
stated that in uremia, lesions of the liver were quite as 
serious as those of the kidneys. He had secured enough 
evidence himself to warrant the belief that in a certain 
number of uremia cases there were lesions in the liver 
and in many, the lesions of the liver are more serious 
than those of the kidney. 


XANTHELASMA AND CHRONIC JAUNDICE. 

T. B. Furcner, Baltimore: Dr. Futcher’s paper was 
based on the observation of three cases of multiple 
xanthomata in patients with chronic icterus admitted 
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to the medical wards of the Johns Hopkins Hospital. 
All three patients were women, their ages ranging 
between thirty-nine and forty-two years. In two the 
jaundice was occasioned by gallstones and in the third 
by hypertrophic cirrhosis of the liver. In one case there 
was eventually spontaneous disappearance of the 
axnthomata. The causal relationship between the jaun- 
dice and the xanthomata was discussed and the cuta- 
neous and visceral distribution of the xanthomata also 
considered, with a description of the histological ap- 
pearance. 


DISCUSSION. 


A. Jacost, New York: Do these conditions of the eye- 
lids belong to this class? was asked by Dr. Jacobi, who 
said that he used to take them for fatty degeneration 
and dissect them off. Now he treated them differently ; 
he let them alone. 

T. B. Furcuer, Baltimore, in closing, said he thought 
the cases referred to by Dr. Jacobi were analogous to, 
but not identical with, these xanthomata. They were 


more of a fibro-lipomatous character than the true 
xanthomata. 


A REPORT OF A CASE OF LYMPHATIC LEUKEMIA IN A 
CHILD OF THREE AND A HALF YEARS. 


JoHN Loverr Morsr and Harry C. Low, Boston: 
The patient was aged three and a half years; duration, 
five months. Blood picture was suggestive, but not 
characteristic at four months. Lymph node removed 
at end of three months suggested a sarcomatous growth 
and did not justify diagnosis of leukemia. Node re- 
moved at the end of four and a half months showed an 
enormous proliferation of the lymphoid cells and a 
characteristic appearance of lymphatic hyperplasia. 
The chief peculiarities of the case were the atypalic 
blood and lymph nodes at the early examination. 


DISCUSSION. 


F. ForcHHEIMER, Cincinnati, reported a case in a 
child of eight months beginning with staphyloccocus 
sore throat, showing 90,000 leucocytosis, of which 50% 
were lymphocytes. Shortly before death there were 
151,000 leucocytosis, of which 99.6% were lympho- 
cytes. Death in ten weeks. 

L. F. Barker, Baltimore, asked if the writer re- 
garded the histological changes in the lymph glands 
as evidence that the lymphocytes were derived from 
these glands. 

W. 3S. Tuayer, Baltimore, had seen two cases that 
corresponded closely to those reported by Dr. Morse, 
cases that in the beginning showed enlargement sug- 
gestive of Hodgkin’s disease. 

Wii11aM H. We cu, Baltimore, commented upon the 
great importance of making careful histological exami- 
nations to distinguish between Hodgkin’s disease and 
leukemia and lympho-sarcoma. 


ON CALCAREOUS DEGENERATION OR INFILTRATION. 


J. GEorGE Apami, Oscar Kuiorz, Montreal: This 
was a lantern slide demonstration on the stages of cal- 
careous degeneration. The following conclusions were 
drawn: 

(1) The earliest change in the cells, which later un- 
dergo caleareous degeneration, is one of cloudy swell- 
ing or coagulation necrosis. 

(2) Following this, fatty changes are noticeable in the 
cells, and now, by means of proper reagents, soaps with 
potassium, sodium and presumably ammonium bases, 
can be detected. 

(3) Such soaps and albumins form a combination 
which is insoluble in water or salt solution. 

(4) Soaps and fatty acids have an affinity for the 





calcium salts in solution in the body fluid, and form 
with them an insoluble compound. 

(5) Later, judging from the fact that phosphate and 
carbonate of lime are formed, and the deposits give no 
reaction for fats, the fatty acid moiety of the calcium 
soap is replaced by the more powerful carbonic and 
phosphoric acids. 


EXPERIMENTAL ARTERIOSCLEROSIS WITH DEMONSTRA- 
TION OF SPECIMENS. 


RicuarD M. Pearce and E. Stanton, Albany: This 
paper consisted in a study of the changes produced in 
the large vessels of the rabbit by repeated intravenous 
injections of adrenalin. The gross specimens were 
demonstrated and the histological changes described. 
There was degeneration of the media affecting the 
muscle fibers. After ten or twelve injections there 
were changes in the elastica. After a certain period 
changes were found analogous to arteriosclerosis in 
man; rigid, more or less brittle tubes, more or less 
dilated and irregular, with elevations and plaques of 
calcification. The experiments supported the theory 
that arteriosclerosis begins in the media.’ 


PHLEBO-SCLEROSIS. 


C. F. Martin, Montreal: Sclerosis of the veins 
seemed to be of very much the same nature as that of 
the arteries. The peripheral veins were more affected 
than the deep ones, and those of the lower extremities 
were chiefly involved. The condition was extremely 
common in the young and more common in males than 
females. No evidence of inflammation or degenera- 
tion in majority of the sections. It was regarded more 
as a functional condition, due to strain. 


OBSERVATIONS ON METABOLISM IN A CASE OF ACUTE 
LEUKEMIA AND A CASE OF PURPURA HEMORRHAGICA, 


D. L. Epsau., Philadelphia: This case of acute 
leukemia showed remarkable tissue destruction and 
the same was true of the case of purpura hemorrhagica. 
The conditions in the latter case indicated that hemor- 
rhagica was,not an important feature in causing the 
remarkable nitrogen loss in either class of cases. There 
were also certain differences in the metabolism in the 
two cases, indicating differences in the character of the 
conditions producing the tissue loss, an additional evi- 
dence that hemorrhagic conditions are of varied nature. 


THE INFLUENCE OF THE X-RAY ON METABOLISM IN 
LEUKEMIA. 


J. H. Musser and D. L. Epsauu, Philadelphia: One 
of two cases studied responded to the x-ray treatment 
by rapid improvement; the other was uninfluenced 
and was soon fatal, though there had previously been 
improvement on x-ray treatment. In the first case 
there was, immediately after starting x-ray treatment, 
a remarkable increase in the excretion of nitrogen, 
phosphorus, uric acid and xanthin bases; in the fatal 
case there was at first a slight rise, but the excretion 
soon fell back to the previous point or lower, and with 
the approach of death the excretion became very low. 
This seemed to the authors clear evidence that the 
x-rays act not through a direct effect, but through an 
influence upon some body process, probably upon 
autolysis. They thought that the x-rays should not be 
used in a reckless way as they were undoubtedly capable 
of dangerous effects as well as of beneficent ones. 


DISCUSSION. 


JamMES Ewina, New York, thought it worth while to 
call attention to the fact that several cases had had 
autopsy reports which now figured in the literature as 
cured. 
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L. F. Barker, Baltimore, thought that the fact that 
katolysis had now been placed upon a working basis 
would be of great value. 


CHRONIC ACETANELID POISONING. 


D. D. Stewart, Philadelphia: The writer reported 
a recently observed case, the symptoms and blood 
condition of which at first suggested pernicious anemia. 
The patient was discovered to have taken daily for 
several years considerable quantities of a secret nos- 
trum, the chief ingredient of which was acetanelid. 
Rapid improvement followed the discontinuance of the 
drug. He pointed out the danger in the common use 
of the aniline products and in the indiscriminate pre- 
scribing of these preparations. 


A BRIEF REPORT ON RECENT RESEARCHES IN THE WRITERS’ 
LABORATORY ON BACTERIAL TOXINS AND IMMUNITY. 


V. C. Vaucun, Ann Arbor: The reader said that 
when bacterial cellular substance is heated at 78° with 
a dilute solution of sodium hydrate in absolute alcohol, 
the cell substance is split into two portions. One por- 
tion is soluble in absolute alcohol and contains the 
poisonous group of the cell. This poisonous group has 
been studied, having been obtained from the colon, 
the typhoid and the anthrax bacillus and the micro- 
coccus of pneumonia. A similar, if not identical, poi- 
sonous substance may be obtained in the same way from 
certain proteid bodies, such as egg albumin and pep- 
tone. Animals may be immunized with this toxic 
body. However, the immunity thus induced is not 
specific, or at least not markedly so. The part of the 
cell substance insoluble in alcohol is soluble in water, 
and with this a specific immunity can be obtained. 
This second portion also contains a hemolytic body. 
The kinds of immunity obtainable with these split 
products and the nature of the hemolytic substance 
were discussed. The writer believed that all cells were 
definite chemical compounds composed of a great num- 
ber of atomic groups. Some of these atomic groups 
might be dropped off and that was the cell secretion. 
All bacterial toxins lower the temperature as soon as 
they are sufficient to overcome the resistance of the 
individual. ‘The temperature is an index of the resist- 
ance. The poison is a neurine substance. He was in- 
clined to think that if an antitoxin for typhoid was 
obtained it would be this poisonous part of the typhoid 
germ; not a serum. It would have to be used, of 
course, in the early stage. 


DISCUSSION. 


WituiaMm H. Wetcu, Baltimore, thought the experi- 
ments served to throw a great deal of light upon the 
subject, but he questioned whether they explained the 
phenomena of infection at present, the specific pheno- 
mena of the Peyer’s patches, for instance, etc. The 
characteristic lesions could not be produced with the 
toxins obtained from cultures. He questioned if one 
would be justified in taking the position that the specific 
poison is contained in large amount in the killed culture. 
The bacteria inside the body were capable of producing 
poisons not produced in the cultures. He believed 
that we would not produce an effective immunity by 
the use of killed cultures. The immunity produced 
in that way was disappointing. He found it difficult 
to believe that it was the death of the bacteria that was 
responsible for the phenomena of the disease rather than 
their living activities. 

V. C. Vaucun, Ann Arbor, in closing the discussion 
upon his paper said that Dr. Welch’s statement that 
the bacteria produced different substances in the body 
from what they did in cultures was not based upon any 
sound evidence. He believed that bacteria were living 





substances and built up within themselves poisons just 
as the poppy, for instance, produced opium. As to the 
immunity obtained from dead cultures not amounting 
to much, that was true, but that was not what he par- 
ticularly spoke of. He injected the animal with the 
non-poisonous part many times. Dr. Vaughn said 
that no one else had attempted to get an immunity by 
splitting up the germ substance in this way, and re- 
marked that sodium chloride is not poisonous, but 
when split up into sodium and hydrochloric acid, both 
substances were poisonous. 


REPORT OF A CASE OF ACROMEGALY. 


CuarvEs L. GREENE, St. Paul: In 1901, the patient 
presented the usual symptoms of acromegaly: (1) A 
condition of the hands, neck, shoulder, not to be dis- 
tinguished from myxedema. 

(2) Predominating hypertrophy of the upper jaw 
with marked separation of the teeth. 

(3) Bilateral chronic synovitis of the knee joints. 

The first symptoms noticed by a patient in 1896 
consisted of progressive enlargement of the hands and 
feet, and changed facial outline and expression. The 
symptoms steadily progressed until 1901, when the 
writer noticed an enlargement of the clavicles, scapulze 
and ribs, which has progressed steadily up to the present 
time. During the last twelve months the patient has 
shown a decided stoop and evidences of progressive 
weakness, no pain, no disturbance of special sense or of 
the general nervous system. Skin of the face and ears 
much hypertrophied and thrown into deep furrows. 
Nose, ears and eyelids originally tumid, much less so at 
the present time. Upper jaw has not increased in size 
since 1898. The larynx and its cartilages, originally 
hypertrophied, have shown no further change; radio- 
graphs shown demonstrated the extent of the bony en- 
largement of the extremities. When originally seen 
and during the period of myxedematous manifestation 
the thyroid gland was enlarged, though soft. 

At the present time the myxedematous changes are 
entirely absent and the thyroid gland is apparently 
normal in size. First disappearance of the myxedema 
followed the persistent administration of thyroid tab- 
loids, showing a tendency to recurrence whenever they 
were discontinued. No treatment has been necessary 
during the past eighteen months. The following were 
the first points of interest: 

(a) Coincidence of symptoms of myxedema and un- 
doubted acromegaly with enlargement of the thyroid 
gland. 

(b) Disappearance of all symptoms of myxedema 
associated with a shrinking of the enlarged thyroid 
and under the administration of thyroid tabloids. 

(c) Theshifting of the site of abnormal bony growth. 

(d) The long period of observation. 


THE NATURE OF CIRRHOSIS OF THE LIVER. 


A. O. J. Kewiy, Philadelphia. The author made a 
study of a series of cirrhotic livers, with special reference 
to the changes in the parenchyma, suggesting that 
cirrhosis of the liver is primarily a degenerative process 
involving the parenchyma, followed not only by hyper- 
plastic changes in the connective tissue, but also by 
reparative alterations on the part of the parenchyma. 
The rearrangement of the liver cells was not a typical 
one; in many acini there would be no central vein; 
or, it might be directly in the connective tissue. They 
are all in a hyperplastic condition. There is a necrosis 
and then the hyperplastic change. As to ascites it 
was in many instances due to the peritoneum and not 
to the changes in the liver. The frequent association 


of tuberculous peritonitis with ascites was referred to. 
When experimental ascites is produced it is at once 
followed by this hyperplasia. 
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DISCUSSION. 


R. M. Pearce, Albany, showed two drawings illus- 
trating experimental ascites. He said the portion of 
the liver spared was that about the larger blood vessels. 
There might be a process of repair resulting in hyper- 
plasia. The histogenesis he thought was similar to 
what must occur in man. 

Officers were elected for the ensuing year as follows: 
President, Dr. Frank Billings, Chicago; Vice-President, 
Dr. Francis P. Kinnicutt, New York; Secretary, Dr. 
Henry Hun, Albany; Recorder, S. Solis Cohen; Treas- 
urer, Dr. J. P. Crozier Griffith, Philadelphia; Councilor, 
Dr. T. M. Prudden, New York. 

The following new members were elected: Dr. A. B. 
Maccallum, Toronto; Dr. David Reisman, Philadel- 
phia; Dr. Adolph Meyer, New York; Drs. J. L. Miller 
and R. H. Babcock, Chicago; Dr. Thomas McCrae, 
Baltimore, and Dr. $8.8. Adams, Washington. Asso- 
ciate membership: Dr. J. D. Steele, Philadelphia; Dr. 
Joseph Sailer, Philadelphia; Dr. Joseph A. Capps, 
Chicago; Dr. Henry Christian, Boston; Dr. A. E. 
Taylor, San Francisco; Dr. L. A. Connor, New York; 
and Dr. Theodore Janeway, New York. 


Aloka 


Recent Diterature. 





Dental Surgery for Medical Practitioners and 
Students of Medicine. By A. W. Barrett, 
M.B. (London), M. R.C. 8S. Philadelphia: P. 
Blakiston’s Son & Co. 1905. 


The effort to convey to the medical practitioner 
some knowledge of dental surgery is a timely one, 
but the information contained in this little book 
lacks sufficient detail to make it a trustworthy 
guide. The writer is so familiar with dental 
practice that he does not make allowance for the 
ignorance of the average physician concerning 
this subject. On the other hand a physician who 
desired to inform himself in regard to dental sur- 
gery would scarcely be content with the super- 
ficial knowledge of the subject to be gained by 
reading this little book. 


The Surgery of the Diseases of the Appendix V ermi- 
formis and their Complications. By Wi LIAM 
Henry Bartrir, F.R.C.S., Surgeon to St. 
Thomas’s Hospital; formerly Surgeon to the 
Royal Free Hospital; Hunterian Professor of 
Surgery at the Royal College of Surgeons of 
England, ete., and Eprep M. Corner, M.B., 
B.C., F.R.C.S.,. Surgeon in charge of Out- 
Patients to St. Thomas’s Hospital, and Assistant 
Surgeon to the Great Ormond Street Hospital 
for Sick Children; Erasmus Wilson Lecturer at 
the Royal College of Surgeons, ete. Chicago: 
W. T. Keener & Co. 1905. 


This monograph gives a brief history of appen- 
dicitis and considers rather fully the diagnosis 
and the various complications of the disease. It 
is extremely interesting to see how English sur- 
geons have come to appreciate what American 
surgeons mean by appendicitis. Dr. Fitz’s work 
on appendicitis is spoken of as follows: ‘ But 
the work of Fitz, embodied chiefly in two papers, 





published in 1886 and 1888 respectively, cannot 
be passed over.” The authors plainly appreciate 
what American surgeons have done, for they 
state: “On the other side of the Atlantic the 
surgeons have led in the adoption of almost every 
surgical measure that has been utilized for appen- 
dicitis.”” The authors have written an excellent 
monograph which, while not at all exhaustive, 
is yet sufficiently complete. 


A Manual of Surgical Diagnosis. By JAMES 
Berry, B.S., F.R.C.S., Surgeon to and Lecturer 
on Surgery at the Royal Free Hospital; for- 
merly Surgical Registrar and Demonstrator of 
Anatomy of Operative Surgery and of Practical 
Surgery at St. Bartholomew’s Hospital. Phil- 
adelphia: P. Blakiston’s Son & Co. 1904. 


This small book is mainly intended for medical 
students. The author has used excellent judg- 
ment in selecting as limits to his book the injuries 
and diseases that are most commion. He has 
presented many of the newer methods of exami- 
nation. The book is divided into three parts: 
The first deals with the taking of a surgical his- 
tory and the making of a physical examination; 
the second considers the diseases of the various 
organs and a differential consideration of such 
svmptoms as inability to open the mouth, intes- 
tinal obstruction and abdominal pain; the third 
considers the injuries of the various regions. The 
book is very well written and fairly presents the 
author’s twenty vears of practical experience. 
It is a convenient size and we trust that future 
editions will not increase its bulk. 


Clinical Hematology. A Practical Guide to the 
Examination of the Blood with Reference to 


Diagnosis. By Joun C. DaCosta, Jr., M.D. 
Second edition. Philadelphia: P. Blakiston’s 
Son & Co. 1905. 


In this second edition of Dr. DaCosta’s work, 
we have a thoroughly up-to-date textbook on 
the subject of Clinical Hematology. 

The book contains descriptions of all the recent 
developments along the line of its subject, in- 
cluding the investigations on immunity, the 
description of the blood of newly established 
clinical entities as trypanosomiasis, kala-ayar, 
the records of the blood findings in x-ray therapy, 
etc. The author has used his critical faculty 
in selecting and grouping the important and 
fully-established facts on the subject in such a 
way that the reader can assimilate the knowledge 
which is really practical with least labor. This 
gives the book a marked value for the practitioner 
who would use it for reference. 


Accidents and Emergencies. A Manual of the 
Treatment of Surgical and Medical Emer- 
gencies in the Absence of a Physician. By 
CHARLES W. Duties, M.D., Fellow of the 
Yollege of Physicians of Philadelphia and of 
the Academy of Surgery; Surgeon to the Rush 
Medical College, ete. Sixth edition. Thor- 
oughly revised and enlarged. Illustrated. 
Philadelphia: P. Blakiston’s Son & Co. 1904. 
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It will be admitted that the ordinary physician, 
largely through lack of experience, is not well 
versed in the treatment of many types of emer- 
gencies, particularly of a medical sort. Dr. 
Dulles attempts with success to supply this need, 
both on the surgical and medical side. His 
manual has reached a sixth edition, and, we have 
no doubt, has been found useful by many without 
the medical profession as well as within it. It is 
comprehensive in its scope, although brief in 
presentation and is well illustrated. We com- 
mend the book to physicians and laity alike. 


The Medical Examination for Lije Insurance and 
its Associated Clinical Methods, with chapters on 
the Insurance of Substandard Lives and Acci- 
dent Insurance. By CHARLES LYMAN GREENE, 
M.D., Professor of the Theory and Practice of 
Medicine in the University of Minnesota, Mem- 
ber of the Association of American Physicians, 
American Medical Association, ex-President 
of the National Association of Life Insurance 
lxamining Surgeons, formerly Medical Direec- 
tor of the Minnesota Mutual Life Insurance 
Co., ete. Second edition. Revised and en- 
larged. Illustrated. Philadelphia: P. Blak- 
iston’s Son & Co. 1905. 


After a lapse of two years, during which the 
book has been out of print, a second edition of 


this well-known work on Life Insurance has 
appeared. In general, the volume is in the same 


form as the earlier edition, but certain modifi- 
cations have been made and some of the more 
important sections rewritten and enlarged. A 
report of the collective investigation of the Actua- 
rial Society of America has been introduced with 
frequent applications of its findings throughout 
the text. 

The whole subject of life insurance is treated 
in a philosophical spirit bearing out the author’s 
conviction that life insurance examiners should 
understand something of insurance problems if 
they are to properly fulfil their function. Nu- 
merous statistics which belong specifically in the 
domain of life insurance are of the greatest value 
to the practitioner in general, and the book may 
be read with profit by student or physician alike. 
As a matter of fact, such a volume comes as much 
into the category of a brief textbook of physical 
diagnosis as of a manual to be used solely by the 
life insurance examiner. What is called the 
student’s section on the fundamental points in 
relation to the physical examination of the chest 
and abdomen is a model of clearness and con- 
ciseness, admirably illustrated. 

It is a matter of regret that a juster ratio 
between the various diseases is not maintained 
in life insurance blanks as well as in books dealing 
with the general subject. A curious neglect of 
certain absolutely fundamental and easily ascer- 
tained signs on the part of the nervous system, 
for example, are barely alluded to, whereas 
disorders of certain of the internal organs, by no 
means more frequent in practice, are given undue 
importance. It is, for example, difficult to see 
why an elaborate heart examination should be 





absolutely demanded of a life insurance examiner, 
whereas he is not even called upon to report his 
findings regarding pupils or knee jerks. The 
reasons for this somewhat anomalous state of 
affairs are no doubt sufficient in the eyes of those 
in authority, but that important mistakes are 
daily being made in consequence is not for a 
moment to be doubted. We regret that Dr. 
Greene has not risen to his opportunity in this 
respect and devoted at least a chapter to the 
examination of the nervous system. Reform 
is certainly needed and it might well come through 
such a channel as this. 


A Text-Book of Medical Chemistry and Toxicology. 
By James W. Houuanp, M.D., Professor of 
Medical Chemistry and Toxicology, and Dean, 
Jefferson Medical College, Philadelphia. S8vo 
volume of 600 pages, fully illustrated, including 
plates in colors. Philadelphia and London: 
W. B. Saunders & Company. 1905. 


In the preparation of this work Dr. Holland 
has recognized the fact that to understand physi- 
ological chemistry students must first be in- 
formed upon points not referred to in most 
medical text-books, and he has, therefore, in- 
cluded in this volume the latest views of equi- 
librium of equations, mass-action, eryoscopy, 
osmotic pressure, dissociation of salts into ions, 
the effect of ionization upon electrical con- 
ductivity, and the relation between purin bodies, 
uric acid and urea. Chemical substances have 
been treated from the standpoint of the medical 
student and the physician, and more space has 
been devoted to toxicology than is found in most 
other text-books on chemistry. Chapters on 
the clinical chemistry of the milk, urine, gastric 
contents, and on water supply and filtration have 
been given a place. Dr. Holland’s book will 
undoubtedly be gladly received by the profession. 


The Surgical Treatment of Facial Neuralgia. By 
J. Hurcuinson, Jr., F.R.C.S., Surgeon to the 
London Hospital; Examiner in Surgery, Royal 
Army Medical Department. New York: Wil- 
liam Wood & Company. 1905. 


Mr. Hutchinson has contributed a very inter- 
esting and valuable monograph on this subject, 
and anyone who has to do with facial neuralgia 
will certainly wish to own this book. A judicial 
spirit seems to pervade the book and he is by no 
means an advocate of any individual operation. 
He carefully considers the various methods that 
have been advocated and apparently has good 
reasons for the use of each of the methods in 
each of the individual cases. He refers the 
reader to the valuable monograph by Professor 
Krause and states: ‘‘ Professor Krause’s valuable 
monograph, published in 1896, is, however, the 
only one which gives at all a complete review, 
and it is largely occupied with questions relating 
to the physiology of the fifth nerve.” He states 
that the book was written with “the hope of 
providing a clear account of a complex and 
difficult subject, and of making it more simple.” 
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MENTAL PHENOMENA ASSOCIATED WITH 
ANESTHESIA. 

Pror. JosepH JAstrow of the department 
of psychology of the University of Wisconsin has 
recently called attention to a matter which 
should prove of interest to physicians and psy- 
chologists alike. The suggestion which he makes 
is that a possibly useful series of observations 
might be made upon persons undergoing anes- 
thesia, particularly in relation to the process of 
passing under the influence of the anesthetic and 
of recovering from its effects. He asks for the 
co-operation of surgeons and of anesthetizers in 
securing data upon certain mental states related 
to the condition of anesthesia, with special refer- 
ence to the relations existing between the phe- 
nomena recorded during anesthesia and the 
normal waking state. The inquiry is recognized as 
a difficult one requiring skilled questions and tests 
of ingenuity. 

Some of the special details of the inquiry Pro- 
fessor Jastrow discusses at some length. First, 
arises the question of increased suggestibility. 
It is to be determined whether the patient will 
carry out automatically during his condition of 
enfeebled consciousness certain suggestions made 
to him by the bystanders. If this be the fact, 
it is desirable to determine how obedience to such 
suggestions becomes apparent. A second matter 
of importance relates to the automatic activities. 
It is desirable to obtain illustrations of automatic 
talking, mechanical acts, simple tricks of manner, 
and similar facts which may throw light upon the 
so-called subconscious mental activity. A fur- 
ther line of investigation relates to the analogies 
between the lighter states of anesthesia and 
dream life; for example, if the patient be ques- 





tioned as to his mental processes up to the moment 
of losing consciousness and also during the re- 
gaining of full consciousness, facts of importance 
should result in relation to waning and waxing 
states of consciousness. Many other points of 
inquiry have suggested themselves to Professor 
Jastrow’s mind in relation to abnormal conscious- 
ness in connection with the waking state and the 
correlation of different types of mental states 
with different degrees of anesthesia. 

The foregoing will suffice to indicate the general 
method of investigation which it is proposed to 
follow if sufficient co-operation can be secured. 
The facts gained will be used in the formulation 
of an account and interpretation of the range 
of subconscious mental states whereby it is hoped 
that a sufficient series of data may be secured to 
throw light upon many imperfectly understood 
mental processes. 

It is undoubtedly desirable that collateral 
branches of science be brought as far as possible 
into connection with one another through re- 
search from various points of view. The psychol- 
ogist certainly bears a closer relation to medical 
science than is ordinarily acknowledged, and we 
should welcome an investigation in which the 
co-operation of physicians and psychologists may 
be utilized for a common end. 
original investigation 


The somewhat 
suggested by Professor 
Jastrow permits of such co-operation, but in spite 
of valuable results which might be obtained we 
question somewhat the feasibility of the plan as 
outlined. In the first place it would demand that 
at every surgical operation at which such data 
were collected there should be present a highly 
trained psychologist to make the investigation, 
and that he be given, during the period of enter- 
ing upon and recovery from anesthesia, a free 
hand with the patient concerned. This seems 
entirely unlikely of accomplishment. The pa- 
tient demands and should receive the care of 
physicians during the entire period of anesthesia, 
and we can hardly imagine that the machinery of 
surgery could be advantageously combined with 
the subtleties of psychology in ordinary hospital 
practice, even were sufficiently 
obtainable. 


trained men 
In order that such data should have 
the least value they must be carefully controlled 
and tabulated under identical conditions, again 
a matter of very great difficulty. More reliable 
statistics could no doubt be obtained through the 
voluntary etherization of a large number of 
selected individuals who might consent to serve 
solely for the purpose of the experiment. 

We have, however, no desire to discourage any 
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attempt which is designed to elicit valuable in- 

formation without hardship to those concerned. 

We shall, therefore, await with interest the results 

of Professor Jastrow’s study, which, we trust, he 

will be able to carry through in the way which 
he has suggested. 

a ee 
METHOD 
SURGERY. 
Tue difficulty of teaching operative surgery 

to medical students has long been acknowledged. 

The use of the cadaver as ordinarily employed 


A PRACTICAL OF TEACHING 


for this purpose has many obvious disadvantages 
in that it fails to reproduce the very essential 
element of the circulating blood. The plan also 
of reproducing human operations on animals 
has certain disadvantages from a humanitarian 
standpoint which no doubt are less than the 
advantages gained, but still undesirable. In a 
recent number of the Johns Hopkins Hospital 
Bulletin, Dr. Harvey Cushing of Baltimore dis- 
cusses the question in an introduction to an article 
on Comparative Surgery, written by four other 
contributors. Recognizing the imperfection of 
the generally accepted method of teaching sur- 
gery on the cadaver, about four years ago the 
method of operating upon animals was introduced 
into the Johns Hopkins Medical School. In 
these operations every effort was made to comply 
with the formalities of surgical procedure as if 
the animal were actually admitted to a surgical 
hospital ward. Histories have been kept on 
regular hospital history sheets; the effect of the 
anesthetic has been recorded, together with the 
details of operative preparation both of the staff 
and patient. If the operation proved fatal, a 
formal autopsy was performed and its results 
incorporated in the record. This method has 
proved a success and been adopted elsewhere, 
the object sought being to teach the proper use 
of the hands and the actual problems met with 
in surgical procedures. The method should make 
a student useful later in the hospital operat- 
ing room and also make him an understanding 
spectator of the surgical work of others, which 
under ordinary circumstances is not the case on 
the part of those who have never themselves 
conducted operations. 

Perhaps the most interesting outcome of this 
method has been the gradual establishment of 
what is likely to become an animal clinic. Learn- 
ing of the benefit that might come to animals 
with various surgical diseases, owners of such 
animals have brought them more and more to this 
surgical clinic for treatment, naturally to the 





benefit of the patient as well as to the owner. 
From present appearances there is promise of a 
clinic which will soon obviate in great measure 
the need of using normal animals. A building is, 
in fact, being erected where accommodations and 
modern hospital care may be given the animals 
which, on account of the object to be attained, 
namely, the reproduction so far as possible of 
human conditions, will have better care than 
would be likely in veterinary hospitals. 

A series of extremely interesting cases from a 
surgical and pathological standpoint follows these 
introductory remarks of Dr. Cushing, illustrating 
a large number of lesions which are common to 
man and animals. The value of the suggestion 
offered in this paper for the teaching of a subject 
which above all others demands the actual use 
of the hands and mind is sufficiently apparent. 
The feasibility of the plan of establishing a model 
animal hospital has been demonstrated by the 
experience of the Johns Hopkins Medical School. 
It clearly affords the opportunity of greatly in- 
creasing the value of surgical teaching as well as 
providing for the surgical diseases of animals 
which under ordinary conditions would be neg- 
lected. 


_ 
> 


THE CHOICE OF PROFESSION. 

As is customary, certain preliminary statements 
have been given out from the graduating class of 
Harvard University regarding the proposed voca- 
tions of its members. As usual, also, the law claims 
the largest number, according to the figures we 
have seen, upwards of twice as many as propose 
to enter medicine. That there should be such a 
disparity between these two leading professions 
is worthy of note. It is, however, not difficult 
to see wherein the law attracts. In the first 
place. the law is a stepping-stone to other things, 
and a degree in law carries with it a certain claim 
to a liberal education which is apparently lacking 
in the scientific work of medicine. In other 
words, the student who chooses law makes a far 
less weighty and permanent decision than a man 
who elects to study medicine. His mind may be 
changed during his legal course or immediately 
after its completion without loss of prestige. He 
has added to his store of knowledge of affairs and 
may then turn to polities or literature or diplo- 
macy, whereas the man who chooses medicine 
is in a Measure committed not only to a comple- 
tion of his course, but to a future prosecution of 
some branch of it if his years of study are not to 
be essentially wasted. We have no doubt this 
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leaving college in the choice between these 
two professions. The law carries on what they 
have already been doing, whereas medicine is to 
many an unpleasant change which bears little 
resemblance to their previous work. Whether 
or not these influences are operative, the fact 
remains that medicine is not at the present time 
receiving a large increment from the academic 
departments of our universities. This fact, 
combined with the heightened requirements for 
admission to the medical course, brings us face to 
face with a problem which has been increasingly 
apparent during the past few years. Under the 
present condition of medical education there can 
be no question that we need more medical stu- 
dents, and as a matter of fact students are not 
applying in proportion to the increasing facilities 
for their instruction. The present Harvard class 
appears to offer no exception to this rule. 


—— 
> 


MEDICAL NOTES. 
HospPITAL FoR SAN FRANcIsco. — It is stated 
that San Francisco is to have a new city and 
county hospital at a cost of one million dollars. 





HospiTaL For Porto Rico. — An attempt is 
being made to raise money for a hospital at Ponce, 
Porto Rico, under the general supervision of the 
Episcopal Church. The needs of a hospital are 
estimated at about $100,000. 


LECTURESHIP ON TUBERCULOSIS. — The State 
University of Iowa has made a new departure in 
establishing a Lectureship on Tuberculosis in 
connection with the medical department of that 
institution, and has appointed Dr. J. W. Kime 
of Fort Dodge, as Lecturer. 


THE DEATH-RATE IN CuicaGco. — According 
to the bulletin of the Chicago Health Depart- 
ment, the death-rate in that city has been de- 
creased by more than 50% during the last fifty 
years. Dr. Arthur R. Reynolds, who has served 
the city as commissioner of health for ten years, 
calls attention to the fact alluded to editorially 
in a daily paper, that in spite of Chicago’s low 
death-rate, the lowest in 1900 of the leading 
cities of the country, but ten cents per capita is 
given its health department as contrasted with 
thirty cents for New York and Boston. 


CREMATION IN FRANcE. — The twenty-fifth 
meeting of the French Society for the Promotion 
of Cremation was recently held in Paris, with Dr. 
Bourneville as president. From the statistics 
offered at this meeting it appears that 90 crema- 


about 125,000 bodies have been cremated in these 
countries. Germany, in general, shows consider- 
able activity in this reform, but Prussia has been 
conservative. In spite of the efforts being made 
by the society in France the popularity of this 
method of disposing of the dead does not increase. 
An active effort is, however, being made by 
means of lectures and distribution of leaflets to 
render cremation more popular. This will no 
doubt in time be accomplished. 


Mr. Stnat Hospirau. — From the recent report 
of the Mt. Sinai Hospital in New York the follow- 
ing statement regarding the institution is given: 
‘““The internes, patients, nurses, house officers, 
house staff and employees, who lodge and board 
in the hospital, aggregate at present over 700 per- 
sons. Adding the consulting, attending, adjunct 
attending, and dispensary medical staffs, our pres- 
ent organization indicates a total of 835 persons. 
When our departments are in full operation, the 
additional patients and nurses and other employ- 
ees required for the increased service will swell 
the entire number to 1,050 persons. In this 
calculation, the 400 patients treated daily in our 
dispensary are not included. Considering these, 
our daily roll call will represent over 1,500 pa- 
tients, attaches and employees in the entire 
service.” 
BOSTON AND NEW ENGLAND. 


Acute Inrectious Diseases IN Boston. — 
For the week ending at noon, June 28, 1905, there 
were reported to the Board of Health of Boston 
the following cases of acute infectious diseases: 
Diphtherié 37, scarlatina 17, typhoid fever 5, 
measles 35, tuberculosis 45, smallpox 0. 

The death-rate of the reported deaths for the 
week ending June 28, 1905, was 14.26. 


Boston Mortatity Sratistics. — The total 
number of deaths reported to the Board of Health 
for the week ending Saturday, June 24, 1905, 
was 201, against 174 the corresponding week of 
last year, showing an increase of 27 deaths, and 
making the death-rate for the week 17.07. Of 
this number 100 were males and 101 were females; 
198 were white and 3 colored; 121 were born in 
the United States, 77 in foreign countries, and 3 
unknown; 39 were of American parentage, 129 
of foreign parentage, and 33 unknown. The 
number of cases and deaths from infectious dis- 
eases reported this week is as follows: Diphtheria, 
25 cases and 2 deaths; scarlatina, 22 cases and 1 
death; typhoid fever, 4 cases and 1 death; 
measles, 33 cases and no deaths; tuberculosis, 48 
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deaths. 


The deaths from pneumonia were 17, 
whooping cough 0, heart disease 24, bronchitis 


4, and marasmus 5. There were 12 deaths 
from violent causes. The number of children 
who died under one year was 34; the number 
under five years, 49. The number of persons 
who died over sixty years of age was 45. The 
deaths in public institutions were 90. 

Cases of cerebrospinal meningitis reported for 
the week were 7, the deaths, 5. 

AppRESS IN MEDICINE AT YALE UNIVeRSITY. 
The annual address in medicine this year at the 
Yale University Commencement was delivered 
by A. M.D., LL.D., on 
“The Era of Therapy.” 


Jacobi, the subject, 


DINNER TO Dr. S. C. Gordon. — On June 6, a 
dinner was given to Dr. Seth C. Gordon of Port- 
land, Maine, commemorative of the fiftieth vear 
The dinner was attended 


by physicians from various parts of the country, 


of his medical practice. 


and at its end he was presented with a silver 
service. 

ApaMs NERVINE AsyLum. — The annual report 
of the Adams Nervine Asylum shows that the 
total number of admissions for the year was 131, 
being 23 more than the previous year,and the 
largest number hitherto treated in any one year. 
Of the number eared for it appears that 82% 
were wholly or in part beneficiaries of the insti- 
the somewhat 
wide-spread idea that the asylum is not a chari- 
table institution. Through the co-operation of 
the Newton Hospital and the Corey Hill Hospital 


an exchange of nurses has been accomplished, 


tution, which does away with 


thereby making possible a wider experience in 
the course of their training. 


NEW YORK. 

Honorary DEGREES FOR PHysiIciaNns.— Among 
those upon whom the degree of Doctor of Laws 
was conferred at the annual commencement. of 
Fordham University (in the Borough of the Bronx) 
on June 21 were Dr. James N. Butler, the dean 
of the new medical department of the University, 
and Dr. John J. Aspell, gynecologist to St. Vin- 
cent’s Hospital. 

COMMENCEMENT OF CoLUMBIA UNIVERSITY. — 
At the one hundred and fifty-first commencement 
of Columbia University, which was held on June 
14, 1,137 degrees were conferred, the largest num- 
ber in the history of the University. There were 
157 graduates from the medical department, the 
College of Physicians and Surgeons. Of the fel- 


lowships of the Alumni Association of the school 
the 


fellowship in pathology was awarded to 








Oliver S. Strong, Ph.D., and that in anatomy to 
Dr. Kdward A. Spitzka. Charles J. Herrick, 
Ph.D., received the Cartwright prize, and Augus- 
tus B. Wadsworth, M.D., the Alonzo Clark schol- 
arship. 


A New Dispensary. — Plans have been filed 
with the Building Department for a five-story, 
fireproof dispensary at the northeast corner of 
Park Avenue and 76th Street, to be built as 
a memorial of Mrs. Anna Ottendorfer, and to 
It is 
to have a frontage of one hundred feet, and will 
cost $175,000. It will be operated in connection 
with the German Hospital. which is situated on 
the block above. 


he known as the Ottendorfer Dispensary. 


PREVENTION OF TUBERCULOsIS. —- The Charity 
Organization Society’s committee on the Pre- 
vention of Tuberculosis is carrying forward its 
work among the negro population of the city with 
energy. A sub-committee of twenty-one colored 
physicians and clergymen having been organized, 
the Health Department has placed the dispensary 
of its tuberculosis clinic in charge of the medical 
members of this sub-committee for three evenings 
of each week. A colored nurse of the Charity 
Organization Society will be in attendance, and 
will visit the patients at their homes. Furthermore, 
a course of illustrative lectures on the subject of 
tuberculosis is to be given in the colored churches. 
The number of negroes in the city is between 
60,000 and 65,000, and the Health Department 
reports show that among them the death-rate 
5.33 per thousand, as against 
among the white population. 


from tuberculosis is 


2.37 


DreatH Fottewine Use or DiputHeriA ANTI- 
roxin. — A death following the use of diphtheria 
antitoxin during the past week has attracted 
considerable attention. The that of 
Yetta Green, a child, seven years old, who died 
within a few minutes after the injection was made. 
Her sister, four years old, who had diphtheria, 
was given 5,000 units of antitoxin by an inspector 
of the Health Department, and Yetta and another 
sister, 1,000 units, by way of prophylaxis. That 
the antitoxin itself had nothing to do with the 
girl’s death was shown by the short time elapsing 
between its administration and the fatal result, 
and by the fact, revealed at the autopsy made by 
Coroner’s Physician Lehane, that she was the 
subject of a congenital malformation of the heart. 
As a result of this, it was concluded that death 
was due to the effect on the heart of the excite- 
ment and fear arising from the making of the 


7ase Was 





injection. 
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Miscellanp. 


CHEYNE-STOKES RESPIRATION. 


As stated in the British Medical Journal, 
Prof. A. Mosso has made an extensive series of 
observations at stations on Alpine summits of 
different altitudes on the influence of altitude 
in the production of Cheyne-Stokes breath- 
ing. His observations confirm him in the opinion! 
that this phenomenon is not due to oxygen hun- 
ger. One of the reasons which tends to invali- 
date this hypothesis is the fact that periodic 
respiration is much less perceptible during the 
day than at night, and in every case its intensity 
is greatly increased during sleep. If, however, 
a demand for more oxygen were the cause of the 
phenomenon, the reverse would be the case, 
because it is well known that the body requires 
a greater supply of oxygen when awake than when 
asleep. Moreover, experiments performed on 
himself and Professor Galeotti when sleeping on 
the summit of the Capanna Regina Margherita, 
at an altitude of 4,560 meters, have shown that 
the administration of oxygen inhalations does not 
abolish the Cheyne-Stokes phenomenon. The 
possibility of anoxyhemia being thus excluded, 
the only alternative left is to suppose that the 
phenomenon is due to a diminished excitation 
of the respiratory centers, consequent on a dimi- 
nution in the quantity of CO, circulating in the 
blood. This hypothesis has been verified by 
showing that inhalations of carbonie acid con- 
stantly have a regulating effect upon the respira- 
tion; the periods disappear, and both the rhythm 
and the form of respiration return to the normal. 
Professor Mosso distinguishes two types of peri- 
odie respiration: In the one the disturbance is 
not confined to the respiratory mechanism, but 
extends to the motor centers of the extremities 
and the trunk, and also to the vascular and car- 
diae centers; in the other, the respiratory centers 
alone are affected. The former and more severe 
type is explained by the physiological fact that 
the disturbance of one group of nerve centers is 
often accompanied by a simultaneous functional 
disturbance of other centers; and thus, concur- 
rently with the respiratory disorder, irregularities 
ensue in certain psychic centers, in the cardiac 
movements and in the tonicity of the blood 
vessels. With regard to the latter type, where 
the Cheyne-Stokes phenomenon is limited to the 
respiratory mechanism, Professor Mosso does not 
agree with the view expressed by Luciani in 1879 
that it is “ the extrinsic expression of the oscilla- 
tion in nutrition which is taking place within 
the respiratory centers.” Whilst denying this 
alleged causal influence of nutritive changes, 
Professor Mosso is of opinion that the periodicity 
is comparable in character to the oscillations 
which take place in sensations which are near the 
“threshold,” when the excitation of the sense is 
reduced to the least intensity perceptible. So, 
with the respiratory center, the value of the 
“ threshold ” is lowered, and its action may be 
efficacious or inefficacious at different times. 


1 Arch. Ital. de Biol., vol. xliii, 1905, p. 81. 





RECORD OF MORTALITY 
FOR THE WEEK ENDING SATURDAY, JUNE 17, 1905. 
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Deaths reported, 3,094; under five years of age, 975; princi- 
pal infectious diseases (smallpox, measles, cerebrospinal 
meningitis, diphtheria and croup, diarrheal diseases, whoop- 
ing cough, erysipelas, fevers and consumption) 917; acute 
lung diseases 328, consumption 400, scarlet fever 18, whooping 
cough 28, cerebrospinal meningitis 61, smallpox 3, erysipelas 
12, puerperal fever 13, measles 49, typhoid fever 47, diarrheal 
diseases 226, diphtheria and croup 60. 

From whooping cough, New York 10, Chicago 9, Philadel- 
phia 3, Baltimore 2, Pittsburg 2, Waltham 1, Chicopee 1. 
From scarlet fever, New York 5, Chicago 1, Philadelphia 3, 
Pittsburg 7, Beverly 1, Westfield 1. From erysipelas, New 
York 10, Chicago 1, Boston 1. From smallpox, Chicago 3. 

In the seventy-six great towns of England and Wales, with an 
estimated population of 15,609,377, for the week ending June 
10, 1905, the death-rate was 13.5. Deaths reported 4,051; acute 
diseases of the respiratory organs (London) 68, whooping 


cough 109, diphtheria 42, measles 144, smallpox 1, scarlet ° 


fever 26. 

The death-rate ranged from 5.0 in Great Yarmouth to 23.3 
in Merthyr Tydfil; London 13.8, West Ham 8.8, Brighton 13.5, 
Southampton 9.1, Plymouth 17.5, Bristo] 10.8, Birmingham 14.7, 
Leicester 13.0, Nottingham 8.9, Liverpool 14.6, Wigan 14.5, 
Bolton 10.0, Manchester 15.5, Salford 20.8, Halifax 13.5, Brad- 
ford 14.2, Leeds 12.2. Sheflield 15.4, Hull 12.9, Newceastle-on- 
Tyne 14.2, Cardift 12.7, Rhondda 13.3, Hornsey 6.2, Middles- 
brough 22.8. 
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METEOROLOGICAL RECORD. 


For the week ending June 17, in Boston, according to 
observations furnished by Sergeant J. W. Smith of the United 
States Signal Corps: 
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*0., cloudy; C., clear; F., fair; G., fog; H., hazy; S., smoky; 
R., rain; T., threatening; N., snow; —, below zero. ft Indicates trace 
of rainfall. #> Means for the week. 





OFFICIAL LIST 
AND DUTIES 


OF THE CHANGES OF 
OF COMMISSIONED 
COMMISSIONED OFFICERS OF THE PUBLIC 
HEALTH AND MARINE HOSPITAL SERVICE FOR 
THE SEVEN DAYS ENDING JUNE 14, 1905. 


STATION 
AND NON- 


STIMPSON, W. G., passed assistant surgeon. Granted leave 
of absence for five daysfrom July 5. June 138, 1908. 

ROSENAU, M. J., passed assistant surgeon. Detailed to rep- 
present the Service at meeting of American Medical Association 
at Portland, Ore., July 11-14. June 8, 1905. 

BLUE, RUPERT, passed assistant surgeon. 
absence for sixteen days from June 22, 1905. 

SPRAGUE, E. K., passed assistant surgeon. Granted leave of 
absence for one month from June 27. June 10, 1905. 

CUMMING, H. S., passed assistant surgeon. Detailed for 
duty on special Revenue-Cutter Service board. June 8, 1905. 
Detailed to represent the Service at meeting of American Med- 
ical Association at Portland, Ore., July 11-14. June 8, 1905. 

FosTER, M. H., passed assistant surgeon. Granted leave of 
absence for one month from June 11. June 10, 1905. 
WILSON, R. L., passed assistant surgeon. Granted exten- 
sion of leave of absence for seven days. June 14, 1905. 
FRANCIS, EDWARD, assistant surgeon. Granted 
absence for seven days. June 8, 1905. 

ALTREE, G. H., acting assistant surgeon. Granted leave of 
absence for thirty days from June 10. June 9, 1905. 

BAILEY, C. W., acting assistant surgeon. Department letter 
of May 10, granting acting assistant surgeon Bailey leave of 
absence for twenty-six days, amended to read ten days from 
June 5. June 13, 1905. 

BLAIN, A. C., acting assistant surgeon. Granted leave of 
absence for fourteen days from June 14. June 9, 1905. 

DrEw, A. D., acting assistant surgeon. Granted leave of 
absence for five days under paragraph 210 of the regulations. 

HUNTER, W. R., acting assistant surgeon. Granted leave of 
absence for ten days from June 11. June 9, 1905. 

SIMONSON, G. T., acting assistant surgeon. Granted leave 
of absence for two days from June 11. June 12, 1905. 

WALKLEY, W.S., acting assistant surgeon. Granted leave 
of absence for two days from June 16. June 14, 1905. 

WIGHTMAN, W. M.., acting assistant surgeon. Granted leave 
of absence for two days under paragraph 210 of the regulations. 

CARLTON, C. G., pharmacist. Granted leave of absence for 


one day from June 9, 1905, under paragraph 210 of the regula- 
tions. 


BIERMAN, C. H., pharmacist. Department letter May 19, 


1905, granting pharmacist Bierman leave of absence for thirteen 
days from June 7, 1905, revoked. June, 13, 1905. 


Granted leave of 


leave of 


BOARDS CONVENED. 


Board convened to meet at the marine hospital, New Orleans, 
June 13, 1905, for the physical examination of an officer of the 
Revenue-Cutter Service. Detail for the Board: Surgeon A. 
C. Smith, chairman; Assistant Surgeon F. H. McKeon, re- 
corder. 





CHANGES IN THE MEDICAL CORPS U. S. NAVY 
FOR THE WEEK ENDING JUNE 24, 1908. 


B. B. CHAPMAN, assistant surgeon. Orders of April 19 
1905, modified; ordered to Naval Station, Guam, L. I. 


G. C. HART, acting assistant surgeon. Detached from duty 
with the Marine Detachment at Dry Tortugas, Fla., and 
ordered home to wait orders. 


C. H. DE LANCY, passed assistant surgeon. Detached from 
the *‘ Marblehead ” and ordered home to wait orders. 


W.S. HOEN, assistantsurgeon. Detached from the “ Zafire” 
and ordered to the ** Marblehead.” 


J. KF. MURPHY, assistant surgeon. Detached from the 
‘* Hancock ” June 23, and ordered to the Naval Recruiting 
Station, Buffalo, N. Y., June 23. 

H. T. NELSON, assistant surgeon. Detached from the Naval 
Hospital, Washington, D. C., June 27, and ordered to the 
Naval Proving Grounds, Indian Head, Md., June 28. 


J. B. MEARS, acting assistant surgeon. Detached from the 
Naval Recruiting Station, Buffalo, N. Y., June 24, and ordered to 
Washington, D. C., for examination for appointment as assistant 
surgeon, and then wait orders. 

E. M. SHIpp, surgeon. Detached from Naval Medical 
School, Washington, D. C., July 27, and ordered to duty at the 
Naval Hospital, New York, N. Y. 

W. L. BELL, passed assistant surgeon. Having been 
examined by a retiring board, and found incapacitated for 
active service on account of disability incident thereto, is 
retired from active service under the provisions of section 1453 
Revised Statutes. 

J. H. IDEN, passed assistant surgeon. 

7: 
Naval Medical School, Washington, 
home to wait orders. 

R. A. CAMPBELL, as assistant surgeon. Detached from 
duty with 2d Torpedo Flotilla on board the “ Worden” and 
ordered to Utica, N. Y., July 1, for duty with naval recruiting 
party, No. 5. 

H. W. Jupp, acting assistant surgeon. Detached from the 
Naval Proving Ground, Indian Head, Md., June 28, and 
ordered to Huntington, W. Va., July 1, for duty with naval 
recruiting party No. 4. 

L. W. SPRATLING, surgeon. Detached from duty with the 
Isthmian Canal Commission and ordered home to wajt orders. 

J.H. HOLLOWAY, assistant surgeon. Detached from the 
** Baltimore” and ordered home. 


Detached from the 
.C., June 26, and ordered 


J. P. TRAYNOR, assistant surgeon. Detached from the 
** Rainbow ” and ordered home. 
R. A. BACHMANN, assistant surgeon. Detached from the 


** Villalobos ” and ordered home. 


J. E. DYKES, assistant surgeon. Detached from the Naval 
Station, Cavite, P. I., and ordered to the ** Baltimore.” 
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Report of the Commissioner of Education for the year 19038. 
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Publications of the Massachusetts General Hospital, Boston. 
Vol. I, No. 1, May, 1905. The Biology of the Micoérganism of 
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Journal of Medical Research. 

A Manual of Practical Hygiene for Students, Physicians and 
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Tumors of the Cerebellum. By Charles K. Mills, M.D., 
Charles H. Frazier, M.D., George E. de Schweinitz, M.D., T. 
H. Weisenburg, M.D., and Edward Lodholz, M.D. Reprint. 

Practical Dietetics, with Special Reference to Diet in 
Disease. By W. Gilman Thompson, M.D. Third edition, 
enlarged and thoroughly revised. New York and London: 
D. Appleton & Co. 1905. 


Clinical Treatises on the Pathology and Therapy of Dis- 
orders of Metabolism and Nutrition. By Prof. Dr. Carl von 
Noorden. Authorized American Edition translated under the 
direction of Boardman Reed, M.D. Part VI. Drink Re- 
striction (Thirst-cures), particularly in Obesity. By Prof. 
Carl von Noorden and Dr. Hugo Salomon. New York: E. 
B. Treat & Co. 1905. 

Saunders’ Pocket Medical Formulary. With an Appendix. 
By William M. Powell, M.D. Seventh edition, thoroughly 
revised and enlarged. Philadelphia and London: W. B. 
Saunders & Co. 1905. 


Addresses and Other Papers. By William Williams Keen, 


M.D., LL.D., F.R.C.S. (Hon.) Illustrated. Philadelphia and 
London: W.B. Saunders & Co. 1905. 
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Ashton’s 


Practice of Gynecology 


Dr. Ashton takes up each procedure necessary to gynecologic work step by step, the student 


being led from one step to another just as in studying any non-medical subject. 
his reader in every instance what should be done, but also precisely how fo do it. 


JUST ISSUED 
1046 LINE DRAWINGS 


He not only tells 
A distinctly 


original feature of the work consists in the one thousand and forty-six line drawings, made 
especially for this book under the author’s personal supervision. 


Octavo of 1079 pages, with 1046 original line drawings. 


Chirurgical College, Philadelphia. 


Charles B. Penrose, M.D., formerly Professor of Gynecology, 


University of Pennsylvania: 


thoroughly and satisfactorily into all the details of everything con- 


nected with the subject. 


practitioners and students.” 


W. B. SAUNDERS @ CO., 


“T know of no book that goes so 


In this respect your book 
others and I think therefore will be acceptable to many general 


By W. Easterty AsuTon, M.D., 


TWO PROFESSIONAL OPINIONS 


differs from the 


” 


books. 


LL.D., Professor of Gynecology, Medico- 


Cloth, $6.50 net 


George M. Edebohls, M.D., Professor of Diseases of Women, 
New York Post-Graduate Medical School; “1 have looked it through 
and must congratulate you upon having produced a text-book most 
admirably adapted to ‘each gynecology to those who must get their 
knowledge, even to the minutest and most elementary details, from 


925 Walnut St., Philadelphia 
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Compound Stearate F_Duting 


Powder 


of Zinc (McK. &R.) For Insufflating 





PROTECTIVE, SOOTHING, HEALING, AND ANTISEPTIC 


The proper application to inflamed, irritating, sensitive or excoriated surfaces 
Most comforting to the patient, and gratifying in its results to the physician 





Literature and list of combinations on application 





McKESSON & ROBBINS, NEW YORK 





Sh Sunburn and 
Joy * Porsoning 
ui “[higenol 


[Roche — 


@ Dr. W. H. James, Pennsville, N. J., 
reports:—“I used Thigenol last summer 
in ivy poisoning and for sunburn. The 
results were uniformly satisfactory.” 
@ Thigenol (sodium salt of the sulphonic 
acid of a synthetic sulpho oil) contains 
10% soluble organic sulphur. It is em- 
ployed in skin diseases, gynecological 
affections, rheumatism, hemorrhoids, gon- 
otrhea, catarrhs of respiratory tract. 


Lubraseptic 


(si-steRiLizeD) 


The ideal Lubricant for the 


Gynecologist 


Superior to anything ever offered the Profession. 
Sterilized in sealed tubes, at 250 F, under 15 Ibs. live 
steam pressure. It is antiseptic, soluble, soothing, 
deodorant, bland and smooth. 

It is composed of Irish Moss Jelly, in combination 
with Formaldehyde, Boric Acid, etc., and 1s of perfect 
consistency; absolutely free from grease or stickiness. 

Perfect as a Sterile dressing and Nipple Oil. 





HERBERT B. Coy, M.D.. 
2724 Girard Avenue, Philadelphia, Pa. 
PHILADELPHIA, OCT, 2, 1904. 
GENTLEMEN: 
The sample of LUBRASEPTIC you sent me I have 
had occasion to use in lubricating Sounds, Bougies, etc., and 
also in making vaginal examinations, and I must say that it has | 
phe by far much more satisfactory to me than anything which 
have used before. Yours respectfully, 
Dr. H. B. Coy, 





A 25c. TUBE FREE to any physicran. surgeon or hospital Sample, with literature, on request 


on postal request. Please ask your druggist to stock oo 
MADE ONLY BY | THE FENWICK AGENCY 
RUSSELL & LA WRIE, Mig. Chemists 51-53 Maiden Lane New York 


Tarrytown, N. Y. 






| 
i 














29, 1905 


’ 
j 


LL 
| 
® 
a 
of 





Vou. CLII, No. 26] 


BOSTON MEDICAL AND SURGICAL JOURNAL 





—_—_— 








K.4.0. DOUCHE FOR THE APPLICATION OF 
GLYCO-THYMOLINE TO THE NASAL CAVITIES 


GLYCO-THYMOLINE 


1S USED FOR CATARRHAL CONDITIONS OF 
MUCOUS MEMBRANE IN ANY PART OF THE BODY 


Nasal, Throat, Stomach, Intestinal 
Rectal and Utero-Vaginal Catarrh 


KRESS & OWEN COMPANY 210 Fulton Street, New York 





Sole Agents for Great Britain, THOS. CHRISTY & CO., 4—10 & 12 Old Swan Lane, London, E. C. 





d in fifteen colors and has been reproduced from original water-color sketches,”’—Medical Record. 
A copy of this chart will be sent free upon application, by 
M. J. BREITENBACH CO., 53 Warren Street, New York. 
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Blood Food 





To feed the body and starve the blood is 


like pouring water through a sieve. 


If the 


blood is thin and weak, the digestive power 
of the body is weak. Why feed it food that 


it cannot take care of ? 


Feed the blood with 


Pepio-Mangan (“Gude’ 


and the whole body is strengthened and re- 
organized, and the digestive tract will promptly 
perform its normal function. The already 


weakened stomach is not compelled to do 
extra work; PEPTO-MANGAN (‘‘GUDE”’’) is 
immediately taken up by the blood and 
does not produce any gastric disturbance. 





To assure proper filling 
of prescriptions, 


in original bottles 
containing 3 xi. 
IT’S NEVER SOLD IN BULK. 





PEPTO-MANGAN (‘‘GUDE’’) is ready for 
quick absorption and rapid infusion into 
the circulating fluid and is consequently of 


erder Pepto-Mangan (‘‘Gude’’) marked and certain value in all forms of 


Anzmia, Chlorosis, 
Bright’s Disease, 








LABORATORY, 
Leipzic, GERMANY. 


Rachitis, Neurasthenia, etc. 


Samples and literature upon application. 


M. J. BREITENBACH COMPANY, 


53 Warren Street, NEW YORK. 
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BACTERIOLOGICAL CHART. 


“This is a chart arranged to hang on the wall, containing sixty illustrations of the most common micro- 
parasites. Most of them are bacteria, but some are amoeboid parasites. Not all of the micro-organisms 
represented are established as recognized parasites, as, for example, the assumed microbes of measles, gan- 
grene, whooping cough, scarlet fever, etc., but they are interesting to study nevertheless. 
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ACETOZONE 


WIDELY USEFUL IN ce 





SUMMER DIARRHEAS : 
AND ALL OTHER ACETOZONE 


(CsHsC0.0.0.COCHs) 
ANTISEPTIC 


INFECTIOUS ENTERIC DISEASES. t ith an eqast weap ot 


equat 


ACETOZONE is the most remarkable of intestinal antiseptics — vastly 
more powerful than any other germicide that can safely be given internally. 
An aqueous solution of the strength of 1 to 1000 is capable of destroying 
within one minute any known disease-producing bacteria. 


Supplied in ounce, half-ounce and quarter-ounce bottles; also 
in vials of 15 grains each, 6 vials in a box. 


OevTROIT, MICH. U.S.A 


WRITE US FOR LITERATURE. 


PARKE, DAVIS & COMPANY 








SUMMER DIARRHOEAS OF INFANTS 


are often caused or aggravated by the presence of readily 
fermentable sugars in the food. 








does not contain these, its sugar being milk sugar. As prepared for use, it contains, also, the 
soluble ferments naturally present in cow’s milk, which makes the Food most easy of digestion 
by the growing child. 

Pohl and others (Hammarsten’s Physiological Chemistry, 1900, 298, 444), have shown that 
the use of milk reduces or prevents intestinal putrefaction, and that this prevention is due chiefly 
to the milk sugar. It may be due, also, in part, to the soluble ferments of the milk. 


Biologically and chemically, Eskay’s Food is an ideal food for the growing child 
during the summer season. 


SEND FOR SAMPLES AND LITERATURE TO 


SMITH, KLINE & FRENCH CO., PHILADELPHIA 
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GARNIER-LAMOUREUX & CO.’"S GRANULES 


of PROTOIODIDE OF MERCURY, 


ENDORSED BY THE MEDIOAL FAOULTY, 








CAUTION: The genuine 














26-28-30 North William Street - - - NEW YORE 





—_.. 


SANMETTO CENITO- -URINARY DISEASES. 


A Scientific Blending of True Santal and Saw Palmetto in a Pleasant Aromatic Vehicle. 





A Vitalizing Tonic to the Reproductive System. 


SPECIALLY VALUABLE IN PROSTATIC TROUBLES OF OLD MEN--IRRITABLE BLADDER-- 
CYSTITIS--URETHRITIS--PRE-SENILITY. 


DOSE :—One Teaspoonful Four Times a Day. OD CHEM. CO., NEW YORK. 





GARNIER-LAMOUREUX granules of Physicians when prescribing should specify | 
Protoiodide of Mercury are ss 
made of one strength only. “THE GENUINE 
tc ONE CENTIG RAMME.” which are imported by 
Sold only in round Bottles. E, FOUGERA & COMPANY, 





CHAUMEL’S OVULES 


Suppositories, Crayons and Bougies 
Of Solidified Glycerine, Plain and Medicated. 


Sedative, Astringent, Antiseptic, Resolvent and Stimulant. 







G. D. Great 
Diameter of 
Chaumel’s 
Ovule. 


Chaumel’s Ovules are the best as well as the 
most efficacious medicated pessaries for application in the 
treatment of diseases of women. 


Ve. Bladder. 


Ur. Urethra, 


Ve. Ure Practitioners prefer them to any other pessaries on 
. a account of the following advantages: 
Va. Vagina. . Ist.— Ease of introduction. 


2d.— Continuous, regular and complete solution 
in a few hours (8 to 10). 


| | 3d.— Osmotic and decongestive action — due to 
} the glycerine. 


H 4th.— Efficiency of treatment due to the grad- 
ual absorption of the medicament contained 
in Chaumel’s Ovules. 


H. Horizontal H. 
line. 


Chaumel’s Suppositories are well adapted for 
! the cure of constipation, for the suppression of pains of 
4 the internal organs and for the absorption of medicinal 
= elements in the treatment of all diseases. 


Chaumel’s Crayons and Bougies, aseptic, 
flexible and completely soluble, come in tubes hermetically 
sealed and escape all contamination. 


E. FOUGERA & CO., New York. 


P.D. Small 
Diameter of 
Ovule. 


Ov. Chaumel’s 
Ovule. 





POSITION OF CTTATMTT’S OVUTTE IN THE VAGINA. 








Vou. C 
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The Pulmonary 
Quartette. 


Malto-Yerbine 
Maltine wits Creosote 
Maltine win Cod Liver Oil 
Maltine win Hypophosphites 


> ; 
DiIOoOx oO Ss en 
Differs from ‘other solutions of H,02in that itis 


DEPENDABLE 


It is uniformly even.in strength and purity and 
remarkable for its keeping qualities. 

Itis made solely for Medical, Surgical, and 
Dental uses, and should not be confounded 
with the commercial Deroxide of Hydrogen used. 
for bleaching and other technical purposes 
which frequently contains impurities that 
are harmful and in some cases dangerous 


The Oakland Chemical Co — 


464 WEST BROADWAY, NEW YORK CITY. 
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ALL 1 THE & SALICYLIC ACID | IN : 
5 TONGALINE [1S MADE FROM THE |; 
a! amnitsiont NAT ane _ iol sntnrirasrhatasianteh 


POSSESSES 


y RHEUMATISM THE ANTISPASMODIC AND # TONGALINE LIQUID 
| NEURALGIA ' SEDATIVE ACTION OF CIMICIFUGA = / BARYa I aarilan 
GRIPPE THE CATHARTIC AND DIURETIC F TONGALINE & LITHIA 
GOUT ACTION OF COLCHICINE Bawuap 


SCIATICA THE DIAPHORETIC ACTION OF 4 TONGALINE 8 QUININE 
LUMBAGO , PILOCARPINE Weruilap 


THE ANTI-RHEUMATIC AND 
ANTISEPTIC ACTION OF SALICYLIC ACID 
(write FOR SAMPLES.) 
ie eS EE 


— _MELUER DRUG COMPANY. ST LOUIS. ig 

















Its rational treatment is by the most convenient 
route—by antiseptic high irrigation per rectum. 
The best agent for this purpose is a hot, 
















Antise tic copious, mild solution of 
1 P Tyree’s Antiseptic Powder. 
reatment This should be repeated at frequent intervals, 
f governed by the severity of the case. 
OF . ce ee Other intestinal disorders are much benefited 
by the same treatment, by which the reabsorption 
Dysentery of inflammatory exudates is prevented. 


TYREE’S ANTISEPTIC PowpER, first intro- 
duced for treatment of inflammation of the 
vagina, has proved to possess remarkable healing 
powers for ALL MUCOUS MEMBRANES. 


Dysentery is a sone 
disease —inflamma- 
tion of the lower 
bowel. 








For full literature and 
sample, address 


—— =— —— J- S. Tyree 
SET MT CHEMIST 
WASHINGTON, D. C, 
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DYSMENORRHOEA METRITIS 


AND AND 


OVARIAN NEURALGIA ENDOMETRITIS 





4 
td 
< 
£ 


ANTIPHLOGISTINE 


INFLAMED AND CONGESTED PELVIC VISCERA 





Cases of recurrent dysmenorrhoea with the usual concomitant symptoms, in 
which all remedial agents fail to effect a cure, are not infrequent. They are not surgi- 
cal cases nor will they yield to ordinary local treatment. Drugs are palliative only. 
Once a month the patient is incapacitated and compelled to take to her bed. Ifa 
physician is called he is often forced, against his better judgment, to stupefy her with 
opiates or other analgesics. 


Treat all such patients with Antiphlogistine applied 4 inch thick and as hot as 
can comfortably be borne as indicated in the illustration, beginning twenty-four hours 
before the menstrual period is due. Expect your patient to experience almost imme- 
diate relief and you will not be disappointed. 


If Antiphlogistine is used for several successive catamenial periods, changing the 
dressing every twenty-four hours, permanent relief can reasonably be expected. 





TAMPONS, — Antiphlogistine, enveloped loosely in gauze and packed around the 
cervix, makes a very efficient, hygroscopic vaginal tampon. 





The seamless, air-tight, original containers of Antiphlogistine not only insure its 
delivery in perfect condition, but are economical for the patient ; therefore always 
order an original package and specify the size required, 


SMALL, MEDIUM, LARGE OR HOSPITAL SIZE. 


(NEVER SOLD IN BULK.) 


THE DENVER CHEMICAL MFG. CO., NEW YORK 
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Liquor Pan- 
creaticus 


Why not pre- 
scribe Liquor 
Pancreaticus, 


an exceedingly 
active solution 
of the digestive 
ferments of the 
fresh Pancreas. 


Capable of 
converting 
Proteids into 
Peptones 

and Starch into 
Sugar, with 
wonderful 
rapidity. 


Send for booklet for 
the preparation of Pep- 
tonized Solutions; also 
our circular, «‘A Million 
for a Stomach.”’ 


For physicians 
only, 





Metcalf’s 
Coca Wine 


Metcalf’s Coca Wine 
is particularly adapted 
to the treatment of 
conditions of exhaus- 
tion of nerve tone ac- 
companied by mental 
depression and func- 
tional inertia, so com- 
mon in Neurasthenia, 
and after acute ill- 
ness from infectious 
diseases. 

An extraction of se- 
lected Huanaco Coca 
Leaves, prepared with 
a pure red wine, es- 
pecially adapted from 
its soundness and bou- 
quet for this partic- 
ular purpose. The 
most prominent prop- 
erties of Coca are 
found in the exalting 
effect it produces, call- 
ing out the powers of 
the organism without 
leaving afterwards any 
sign of debility, and 
its influence over the 
metamorphosis of tis- 
sue. It certainly les- 
sens the urea elimina- 
tion, acting as a direct 
nutrient by checking 
waste; and hence a 
less amount of food 
is found necessary to 
maintain the bodily 
functions. 





Dosimetric 
Colalin 


When treating Con- 
stipation, combined 
with Hepatic Torpor, 
use Dosimetric Colalin, 
the Amorphous active- 
principle of Bile, and 
as a Solvent for Gall 
Stones. 

Colalic Acid is a nat- 
ural solvent for Gall 
Stones and is used for 
overcoming Hepatic 
Torpor. A sure and 
certain remedy for re- 
current Biliary Colic. 

The dose is cumula- 
tive and has to be de- 
creased. It is useful 
for increasing the body 
weight through its effi- 
ciency in increasing the 
flow of bile. The best 
results are secured by 
preceding it or com- 
bining with an active 
Cathartic, twenty-four 
hours before commenc- 
ing consecutive treat- 
ment. 


The Prices are as fol- 
lows: 


100 500 1000 
$0.50 $2.25 $4.00 
Dose: Two to ten, pre- 


ceded by or combined with 
an active Cathartic. 


Sent by mail on re- 
ceipt of price. 





Everything 
Supplied 


We offer to the phy- 
sicians of the U. S. an 
opportunity to pur- 
chase of us everything 
used in the practice of 
Medicine: 


Crude Drugs, 


Powdered Drugs, 
of all degrees 
of fineness, 


Essential Oils, 
Tinctures, 
Extracts, 
Chemicals, 
Alkaloids, 


Proprietary 
Preparations, 


Odd and little-called- 
for galenical prepara- 
tions of any Pharma- 
copeia. We solicit an 
opportunity to manu- 
facture physician’s 


Tablets and 
Tinctures 


from fresh or dried 
drugs. 














THEODORE METCALF CoO. 


39 Tremont Street, also Copley Square, BOSTON, MASS. 
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FORTHCOMING 


NEW EDITION THOROUGHLY REVISED 


GRAY’S ANATOMY 


A Text-Book of Anatomy, Descriptive and Surgical. By Henry Gray, 
F.R.S., Lecturer on Anatomy at St. George’s Hospital, London. New American 
Edition, revised by J. CHALMERS DaCosta, M.D., Professor of Surgery and 
Clinical Surgery in the Jefferson Medical College, Philadelphia, and a corps of 








specially selected assistants. 





Messrs. Lea Brothers & Co. have much pleasure in announcing a new edition of GrAy’s ANATOMY, 
to be ready about mid-summer. This announcement will interest every student, teacher and practitioner 
of Medicine and Surgery. 

No medical work has ever approached ‘‘Gray’’ in sturdy longevity with accumulating strength. 
Notwithstanding the many would-be competitors which during nearly fifty years have periodically 
appeared and endeavored to share its ever-increasing popularity, this wonderful creation of a genius 
who lived barely long enough to realize that his work was done—how well he never knew—goes on 
and on, each succeeding year bringing new friends and strengthening the fealty of the old. 

The success of ‘‘GRAy’’ was not won by chance: Henry Gray was doubly a genius, being 
equally a born anatomist and a born teacher. His work is a perennial favorite, and with good reason. 
Its text is so clear that the most complex subjects are made plain; its illustrations have always won 
unqualified admiration, and the names of the parts being printed directly upon them, their position, 
extent and relations are manifest at a glance. 

Commensurately with the importance of the largest selling medical book ever published, this 
new edition will present a revision so thorough and searching that the entire volume has been reset 
in new type. Every page has been scrutinized and whole sections rewritten, notably those on the 
Brain, Spinal Cord, Nervous System and Abdominal Viscera. In addition to the changes necessary to 
bring it abreast of the most modern knowledge of its subject, several important alterations have been 
made with the view of adapting it still more closely to present-day teaching methods, and in fact to 
anticipate the trend of anatomical work and study. 

Thus, while the older nomenclature is used, the new names (B.N.A.) follow in brackets. The 
section on Embryology and Histology at the back of the present ‘‘GrAy’’ has been distributed 
throughout the new edition in the shape of embryological, histological and biological references and 
paragraphs bearing directly on the part under consideration, thus contributing to a better and easier 
understanding. 

The illustrations have come in for their full share of the general revision, so that at this writing 
more than 400 new and elaborate engravings in black and colors have been prepared. 





Descriptive circular, with sample pages and illustrations, will be mailed upon request. 


70670870 sw set LEA BROTHERS & CO. ivi svcne 
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Average dose 7% grains. 


For INSOMNIA 
Verona 


Send for Literature to 


Merck @ Company 


NEW YORK. 


Warren Chambers 
419 Boylston Street 

TO LET: A single suite 
on the north side; also, on 
the front, one half of a 
double suite consisting of 
reception room, office and 
operating room. 


Apply to 
W. E. WENTWORTH, 
SUPERINTENDENT. 
Telephone: 
Back Bay, 2350. 





Practice for Sale 


In a Central Massachusetts Village of 
2300 population. Practice of $2000 yearly 
and can be increased. Collections 90%, 
Transferable appointments worth $400 an- 
nually. One other physician (Catholic) in 
town. Four hundred dollars will buy office 
right, with tenement if desired, office outfit, 
practice and appointments. Must be Protes- 
tant. Present owner going to specialize. 
‘Town has hotels, electric cars, railroads, 
high school and churches. No physician 
in adjoining town of 600 population. 


Address, 
A. G. SLEEPER, 
934 TREMONT BLDG., Boston, MAss. 


Send for Literature to 


Farbenfabriken of Elberfeld Co. 
NEW YORK. 


Massachusetts Charitable 
Eye and Ear Infirmary 
APPOINTMENT OF HOUSE OFFICERS. 


There will be an appointment of one Aural and 
one Ophthalmic House Officer at this hospital, on 
August 15, 1905. 

The service in the Aural Department is of eighteen 
months’ duration with residence in the hospital dur- 
ing the last twelve months. 

The service in the Ophthalmic Department is of 
eighteen months’ duration with residence in the 
hospital during the last twelve months. 

Applicants are examined in Anatomy, Physi- 
ology, Bacteriology, Pathology, Clinical Medicine 
and Therapeutics, and Surgery. 

Application must be made before July 1, 1905. 
Application blanks can be obtained from the Super- 
intendent at the hospital or will be sent by mail. * 

FARRAR COBR. M.D., Superintendent, 
233 CHARLES STREET, BOSTON. 





Unless the present day physician takes advantage of all the aids inge- 
puity has provided for him, he will find the requirements of modern 
practice too great to be endured. He owes it to himself, therefore, to 
secure the equipment that is most perfectly designed for his convenience. 

The Allison Automatic Table offers an example of adaptation of 
means to end that is second to none in importance. 

In the Trendelenburg position, here shown, the patient is most com- 
fortably placed, the table adjustments are securely locked, and every con- 
dition makes for more accurate and more rapid work. It is undoubtedly 
true that when patterns of this type are so easily secured, the practitioner 
cannot afford to be “ getting along "’ with appliances that are inferior. 


W. D. ALLISON CO.,, 
BOSTON OFFICE, 525% COLONIAL BUILDING. 
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HE PREPARATION OF A 
PHYSIOLOGICAL IMITATION 
OF MOTHERS’ MILK BY MEANS OF 


Peptogenic Milk Powder 


First: A milk-mixture adjusted to the normal 
percentage composition of mothers’ milk. 


Second: The submission of this milk-mixture 
to heat, under which the Peptogenic Powder 
(its enzyme) converts the caseine into a form 
remarkably approximating to the soluble, diffusible 
proteids of human milk. 


This milk ts then Pasteurised or sterilised—160° F. or botling— 
and the enzyme thus instantly destroyed, 


In consequence of this proteid conversion, the milk takes on 
a striking, visible resemblance to human milk; likewise corre- 
sponds to it in behavior (with rennet, acid, etc.) and in suscepti- 
bility to digestion. The original milk-mixture does not even look 
like mothers’ milk —coagulates with acid just like all percentage 
modifications. In this we have confirmation of the fact that the 
‘‘pivotal”, radical difference between cows’ and human milk lies 
in the nature of their proteids, not in any quantitative detail, a 





fact moreover highly significant of the futility of mere percentage 
modifications. 


N. B. The food, by the ‘‘ Fairchild’’ method, contains no digestive fer- 
ment, no “ aid to digestion ’’—has simpl]1y the digestibility of mothers’ milk. 


FAIRCHILD BROS. & FOSTER 
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Hunyadi Janos is especially indicated and effacious in the treatment of pregnant 


women, preventing hemorrhoids and keeping the system before and after confinement 
in perfect condition. 


Hunyadi Janos 


The Best Natural Aperient Water. 


NEW YORK OFFICE 


130 Fulton Street ANDREAS SAXLEHNER, Budapest, Hungary [ 
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Sal Renaline gH 


TO BE OF PRIME IMPORTANCE IN THE 
TREATMENT OF ORGANIC AND FUNC- 
TIONAL DISEASES OF THE STOMACH 
UVER INTESTINES AND URO-: 
GENITAL CANAL. 


es FORATWLA GQ. “ALIVE WITH 


BASE- ACTIVE SALT CON- GAS” 
TAINED IN EUROPEAN 


“BITTER WATERS” od a ACTIVE HEPATIC STIMU- 


LITHIUM PHOS- 2. 
PHATE. Ly ont URIC 


NE A CALCULI AND PREVENTS FURTHER FORM- 


ENE -TET RA; 





SODIUM PHOS PHATE A AGREEABLE EFFER 


VESCENT LAXATIVE. ENERGETIC 
y-4os § Oe) ©) O04 =» is ore 3 0 On 8 =) 


ATION. LIBERATES FORMALDEHYDE IN ENTIRE 
URINARY. AND INTESTINAL TRACTS. 
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THE DAVIDSON ATOMIZER 














FOR OFFICE PRACTICE 


In order to obtain a fine spray or vapor, these instruments are made with the 
greatest care, and are used in connection with a condenser; or if desired they can 
be operated with a hand bulb. 

The tubes are made of the highest grade of hard rubber, in order to prevent 
breakage, which is the case with glass; the caps are tipped with platinum, which is 





before leaving our factory. 
These are imitated in form but not in quality, by inferior makers, so that it is 
well to see that the instrument or label bears our name. 


Insist on having the Davidson, but if your druggist cannot furnish them, write 
to us for prices. 


DAVIDSON RUBBER CO., Boston, Mass. 


proof against corrosion, and every instrument is made, put together and tested, f 
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URISEPTIN TREATMENT Is 
SUCCESSFUL TREATMENT. 


Liberates formaldehyde in the kid- 





n 


eys. 

Makes alkaline urine acid. 
Makes the urine antiseptic. 
Clears turbid urine by killing bac- 


teria. 
Keeps the urinary tract aseptic. 
Therefore Indicated In CYSTITIS, PYELITIS, NE- 
PHRITIS, PROSTATITIS, BACTERIURIA, GOUT and 
RHEUMATISM. 
DOSE—Tablespoonful night and 
morning in plenty of hot water. 


Full information furnished 
physicians on request, or 8-oz. 
bottle will be sent on receipt of 


ONER-B 
eau. £0. 
CHICAGO. 


+ U.S.A. 

















Nature’s Remedy for Constipation 


IN CEREBRO-SPINAL MENINGITIS 
THE DIPLOCUCCUS INTRACELLULARIS 


oftentimes finds entrance to the meninges 
from its primary habitat in the mucous 
meinbrane of te nose. 

Dr. E. K. Dunham, of the Meningitis 
Commission (N. Y.), declares that “any 
inflammation of the nose and throat might 
furnish an aven:1¢ for the germ.” 

Public health mieasures, apparently, can 
have no restrictive effect on the disease. 
Much may be anc is done by the profession, 
however, to provide against its spread by 
local disinfection ia the individual. 

POND’S EXTRACT of Hamamelis Vir- 


ginica is the ideal disinfectant for germ- 
infected and disease-affected conditions of 
mucous membranes. Diluted equally with 
water, and used night and morning as a 
spray for nose «nd throat, it meets 
all requirements ws a germicide and 


effectually provides against meningeal 
invasion by the diplococci. 





Caution—“Witch-hazel” is not synonymous 
with POND’S EXTRACT. Analyses of 70 
samfles of witch-hazel offered as “the same 
thing” showed 52 to contain wood alcohol 
( pokon ), or formaldehyde (potson ), or both. 


The peril of these poisons may be avoided 


only by prescribing and using POND’S EX- 
TRACT exclusively. 




















PALATABLE— PAINLESS— PROMPT 


Spain 


RUBINAT-CONDAL 


Condal Spring, 





NATURAL MINERAL WATER 


ae THE VERY BEST OF ALL KNOWN NATURAL APERIENTS 


ANALYSIS OF A LITRE (2.1 PINTS) 


SULPHATE OF SODA 
Sulphate of Potash 


2. ek 2 2 a6 oe oe a ee ele HOO 


1.887 ;, 


CRS. ck wk ee em ee we ee 1.990 grams 

Silica, Alumina, Ferric Oxide .......2-2-2-+-+ecee 0.036 ,, 

ER ea ee a ak oo 5 Ko ee ee oo 6 ned 
Total Crystallized Saline Matter ..........26- 100.560 ,, 


aa UNEQUALED AND REMARKABLE MEDICAL ENDORSEMENTS “s 


* The best which exists.’”” — The Late Sir Moretti Mackenzig, M.D., London. 

“ By far the best natural laxative water I have ever used.’’ — H. M. Dear- 
BoRN, M.D., N. Y. , 

*“ Just as efficacious, and far more agreeable to take than any of the purgative 
waters that I have used.’”’—C. 8S. Macy, M.D., N. Y. 

“Superior to any that I have used.’’ — E. C. Dent, M.D., Medical Supt., 
N. Y. City Lunatic Asylum. 
x Best water I know of as an efficient aperient.’”” — C. W. Sanvers, M.D., 


“ More efficient in its action than any other water I have ever prescribed.” 
—G. M. Hammonp, M.D., N. Y. 


A ‘ Pre-eminent over all competitors.”” — A. S. Garnett, M.D., Hot Springs, 
r 


“Consider it the best in the market to-day.’’ —C. H. Greenoucu, M.D., 
Bayport, N. —_ 

“It is no exaggeration to testify to the accuracy of your statements with 
reference to the medicinal value of this water.” — G. B. Hore, M.D., Acting 
Medical Supt., Metropolitan Throat Hospital. New York. 

“The best of all liver and bowel stimulants, almost uniformly prompt and 
thorough in relieving the liver and upper bowel of biliary congestions.” — 
Cavin S. May, M.D., Saratoga Springs, N. Y. 

** Energetic and certain in its action. Very free from bitterness.’”? — CHARLES 

. C. TichBornE, LL.D., Dublin. 

“ Superior to most of the aperient waters.” — A. D. Rockwe tt, M.D., N. Y. 


** More palatable and efficient than any I have employed.” — Reynouip W. 
Witcox, M.D., N. Y. 


Descriptive literature 
on application by mail to 


** Those liable to attacks of ee and gc uty rheumatism will find it a very 
useful preventive.” — Davip Wark. M.D., N. Y.. 

‘*Used by my patients with decided Lenefit in every case.” —Joun H. 
THOMPSON, M.D. IN. %. 

a * ae laxative. 
per, M.D., N. Y. 

** The best of all liver and bowel s:imulants.”” — Carvin 8S. May, M.D., N. Y. 

‘* Singularly bene‘icial in cases of constipation. We predict for it an enor- 
mous sale.”? — HosiiTaL Gazette, London. so ; 

** Best of its kind that I have ever seen. }t possesses all the qualities claimed 
for it in a marked degree.” — A. Hontinavon, M.D., N. Y. é 

‘‘T attribute my success in cases of ‘ Grip’ to the Condal Water.” — P. F. 
Hoaan, M.D., Brooklyn. 


Valuable in cases of gallstone.’”? — Maus R. Vep- 


‘‘In my own case its efficacy w:s simply phenomenal.” — Geo. VAILLANT, 
M.D., N. Y. ip 
“It has some spevially valuable qualities.’ — Dr. ScHweNINGER, Physician 


to Prince Bismarck. ; us 

‘It acted much Letter than any mineral water I have heretofore used.”” — 
F. M. Townsenn, M.D., N. Y. : : 

‘* Its richness in SoJic Sulphate renders it particularly valuable.”” —F. Auaus- 
tus Cox, M.D., London. 

‘* By far the best water of the kind I have ever used.” — 8. E. Grass, M.D., 


“Most excellent. I order it slmost daily.” — Warrman V. Warts, M.D., 


“Tt is . Anes addition to our therapeutical resources.’”’ — Frank P. Foster, 
i, Me S. 
: 


RUBINAT COMPANY, 60 Broad St., New York 
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Syrup of Figs is never sold in bulk. 
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The Family Laxative 











HE ideal, safe family laxative known as Syrup of Figs is a 
product of the California Fig Syrup Co., and derives its 
laxative principles from senna, made pleasant to the taste 

and more acceptable to the stomach by being combined with pleasant 
aromatic syrups and the juice of figs. It is recommended by many 
of the most eminent physicians, and used by millions of families with 
entire satisfaction. It has gained its great reputation with the medical 
profession by reason of the acknowledged skill and care exercised by 
the California Fig Syrup Co. in securing the laxative principles of the 
senna by an original method of its own, and presenting them in the 
best and most convenient form. The California Fig Syrup Co. has 
special facilities for commanding the choicest qualities of Alexandria 
senna, and its chemists devote their entire attention to the manufacture 
of the one product. The name—Syrup of Figs— means to the medi- 
cal profession “the family laxative, manufactured by the California 
Fig Syrup Co.,” and the name of the company is a guarantee of the 
excellence of its product. Informed of the above facts, the careful 
physician will know how to prevent the dispensing of worthless 
imitations when he recommends or prescribes the original and genu- 
ine —Syrup of Figs. It is well known to physicians that Syrup of 
Figs is a simple, safe and reliable laxative, which does not irritate 
or debilitate the organs on which it acts, and, being pleasant to the 
taste, it is especially adapted to ladies and children, although gener- 


ally applicable in all cases. Special investigation of the profession 
invited. 


it retails at fifty cents per bottle, and the name,— 


Syrup of Figs,—as well as the name of the Culifornia Fig Syrup Co., is printed on the wrappers 
and labels of every bottle. 


LOUISVILLE, KY. SAN FRANCISCO, CAL. NEW YORK, W. ¥) 


CALIFORNIA FIG SYRUP CO. 
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Hay Fever? — try 





SAL-GODEIA BELL 


(Salacetin gr. 5. Codeine Sulphate gr. 1-4.) 





No objectionable results follow and all discom- 


fort goes. 
“Trial is Proof ” 


One or two tablets dissolved in hot water followed by one tablet 
t. i. d. as necessary. Stocked by druggists, or one dollar per hundred by 


mail to physicians and druggists only. 


BELL & COPIPANY nc.), 


CHICAGO 68 MURRAY ST., N.Y. 
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does not copy, but takes advantage of the “‘tactics of 
nature.” It consists largely of the iron bearing nucleo- 
proteids of richly ferruginous vegetables, (plus a 
synthetic iron-compound to neutralize the sulphur com- 
pounds in the bowel) and readily assimilable albumi- 
noids. The ideal, natural, food-iron for Anemia and 
general Innutrition of the Blood. 


Dose:--One tablespoonful 3 or 4 times a day. 
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Apollinaris 


“THE QUEEN OF TABLE WATERS.” 


Bottled Only 
at the Apollinaris Spring, 
Neuenahr, Germany, 
and Only 
with its Own Natural Gas 
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Tufts College Medical School 











FACULTY 

ELMER H. CAPEN, D.D., LL.D. . » - . President GEORGE H. WASHBURN, M.D.. ‘ - . Professor of Obstetrics 
HAROLD WILLI IAMS, M. D.. Dean and Professor 0 Practice of Medicine HORACE D. ARNOLD, M. i a ‘ Professor of Clinical Medicine 
CHARLES P. T HAYER, ¥, M., M.D. . Secretary and Professor of Anatomy GEORGE A. BATES, D. - ~ 4 Professor of Histology 
HENRY W. DUDLE M.D. Professor of Pathology Emeritus TIMOTHY LEARY, M.D ; Professor of Pathology and Bacteriology 
JOHN L. HILDRE’ ite rie D., LL. D., Professor of Clinical Medicine Emeritus JAMES 8S. HOWE, M. D . ; Professor of Dermatology 
HENRY J. BARNES, "M.D ‘ ‘ . Professor of Hygiene GEORGE W. KAAN ‘ Professor of Clinical Gynecology 
ERNEST W. CUSHING, M. D., LL.D., HERBERT WARREN | WIITE, M.D., 

Professor of AbdominalgSurgery and Gynecology ge? Professor of Theory and Practice of Medicine 
EDWARD O. OTIS, M. P. Professor of Pulmonary! Diseases and Climatology ge S. DEARING, . Assistant Professor of Clinical Medicine 
CHARLES A. PIT KIN, H.D. Professor of General Chemistry CHANNING STOWELL. uM. D., Assistant Professor of Children’s Diseases 
MORTON PRINCE, M.D. ‘ Professor of Diseases of the Nervous System EUGENE THAYER, M.D. ; = Demonstrator of Anatomy 
HENRY B. CHAN bun ED: . ; : . Professor of Ophthalmology WILLIAM L. CHENERY, M.D Assistant Professor of Laryngology 
ARTHUR E. AUSTIN M.D. ; ‘ Professor of Medical Chemistry whey V.N. DEARBORN, ML D., Pu. D., Assistant Professor of Physiology 
FREDERIC M. BRIGGS, M.D. Professor of —— Surgery L. RUST, . De . . Assistant Professor of Ophthalasiens 
FRANK G. WHEAT LEY, M. ms Professor of Materia Medica and Therapeutics JOHN a AMES, } ke Assistant Professor of Clinical Medicine 
E. M. PLUMMER, M.D : : Professor of Otology GARDNER W. ALLEN, M. D.. Assistant Professor of Genito-Urinary Surgery 
EDWARD B. LANE, i. my z G e Professor of Mental Diseases CHARLES F. PAINTER: M.D. . Assistant Professor of Orthopedic Surgery 

OTHER INSTRUCTORS 
W. FERNALD, M.D. ‘ ‘a Lecturer in Mental Diseases WILLIAM G. ADAMS, ‘ . Assistant Demonstrator in Anatomy 
We OWARD L. TWOMBL Y, M.D. : : * Instructor in Clinical Gynecology RICHARD F. O’NEIL, i > Demonstrator of Bandaging and Apparatus 
CHARLES H. WINN, M. D. ‘ a . Assistant in Clinical Medicine JOHN S. MAY, M.D. A 4 ; mens in Obstetrics and Gynecology 
J. J. THOMAS, M.D. or ‘ ‘ ‘ . Instructor in Neurology ELWOOD T. EASTON, M.D. : : . Instructor in Ophthalmology 
KARL AUGUST HO CH, M.D. . : Instructor in Neuro-P Pathology HENRY C. PARKER, M.D. . ‘ : A . Instructor in Ophthalmology 
ARTHUR CHADBOURNE, M.D. : . Assistant in Clinical Medicine ELIZABETH A. RILEY, M.D. . < : - Instructor in Gynecology 
WILLIAM E. FAY, M.D. ‘ . ‘ . _ Assistant in Clinical Medicine —_ EPH H. SAUNDERS, M.D. . . Assistant in Clinical Medicine 
EDWARD A. PEASE, M.D. Instructor in Clinical Gynecology CUSHING-LEARY, M.D "% Assistant in Pathology and Bacteriology 
L. E. ROSENSTEIN REID, M. B., | M. G., Assistant Demonstrator of Anatomy oer THUR W. FAI RBANKS, iM D. : . _ Assistant in Clinical Medicine 
CHARLES D. Lik Aa as D., Instructor in Pathology and Redetceee a a F. STRONG, M.D. - . Instructor in Electro-therapeutics 
JOHN N. COOLIDGE, M. D. . Instructor in Clinical Medicine JAMES W ae abl St m . é M . Instructor in Obstetrics 
EDWARD E. THORPE. M.D. . ; . Instructor in Medical Chemistry | T. J. O’BRIEN, M.D. : Assistant in Clinical Medicine 
RICHARD F. CHASE, M.D. b : . Instructor in Clinical Medicine HARRY ROMER GERMAIN. M.D. . : Instructor in Clinical Surgery 
ROBERT M. MERRICK, MD. : ‘ . Assistant in Clinical Medicine GEORGE A. WEBSTER, M.D... . Assistant Demonstrator in Anatomy 
FRANCIS D. DONOGHUE, M.D Instructor in Clinical Surgery LUTHER GORDON PAUL, _— : - Instructor in Clinical Surgery 
ROBERT W. HASTINGS, M. ie Instructor i in shea oe Practice of Medicine GUY M. WINSLOW, M.D. ; 2 . Instructor in Histology 
HORACE S8. eae , M. D. . Instructor in Obstetrics FREDERICK W. STETSON, M.D. Assistant in Clinical Medicine 
THEODORE C. "MD. : ‘ ‘ . Instructor in Obstetrics gt C. LARRABEE, M.D... Unstructor in Medicine and Hematology 
FREDERICK PEAT, M.D. : a ‘ Instructor in ae Surgery . SCOTT McLEOD, M.D. 5 a . Assistant in Anatomy 
Cc. H. WHITNEY, M.D. ‘ . Instructor in Genito-Urinary Surgery WILLIS T. MID DLETON, M M.D. : - : . Assistant in Anatomy 
FRANK P. WI LLIAMS, M. D. ‘ A : . Instructor in Re Diseases ALONZO KINGMAN PAINE, M.D. . : Z .  Prosector in Anatomy 
JOHN P. TREANOR, M.D. / ‘ . Assistant in Clinical Medicine WALTER F. NOLAN, M.D. . ‘ ‘ ‘a ‘ . Assistant in Anatomy 
H. r R. WATTS, M.D. . . ‘ . . Assistant in Clinical Medicine ARTHUR T. LEGG, M.D. ae : Assistant in Orthopedics 
E. A. BURNHAM, M.D. . a . _ Assistant in Clinical Medicine LEON EDWARD WHITE, A. ee M.D. ‘ ; : Assistant in Otology 
EARL ES B. DARL ING, M.D. Instructor in Clinical Gynecology FRANCIS JOSEPH WELLER, M.D ; : Assistant in Otology 
a I. FRENCH, M.D. i Instructor in Materia Medica and Therapeutics WILLIAM LITTLEFIELD RIPL EY, M.D. - . Instructor in Physiology 
. HERBERT GRANT, M.D. 5 . Instructor in Clinical Gynecology 


. he Term opens on the first Tesedey i in October, at the new building, 416 Huntington Avenue, and continues eight months. The school is co-educational. 
It offers a four-year graded course. Instruction is by Lectures, Recitations, Laboratory Work and Practical Demonstrations and Operations. The clinical 
facilities are excellent. The Laboratories are unsurpassed, and are open throughout the year for clinical and research work. For information in regard to 
Requirements, Entrance Examinations, Fees, or for a Catalogue, address CHARLES PAINE THAYER, A.M., M.D., Secretary, 

Turrs CoLLece Mepica ScHoo., Boston, Mass. 
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A One of the greatest dangers of consumption is its insidious onset. The patient remains unsuspicious of 
A the disease. Bronchitis ! — maybe — but alas, too late, is he conscious of the consuming disease. 

A Do not turn your eyes away from this. Your interests cannot afford it because we will be of assistance to 
A you, if you have any tubercular patients. Perhaps the lungs are not affected, yet this applies to any tissue 
A\ of the body. 


m McArthur’s *"? Hypophosphites 


=s 


Wr Has stood the test during many years for unequaled efficacy in the treatment of Tuberculosis. It has 

Ar proved itself, time and time again, to be positively beneficial in this condition in the hands of prominent 

W observers, clinicians, and, what is more, average practicing physicians, hundreds of whom have written us 

Wr their admiring encomiums in its behalf, and it is the enthusiastic conviction of many that its effect is truly W 
Wr specific. W 
U1) Space limits our placing before you in detail the merits of our preparations, but we wish to send you our Ww 
Wr Pamphlet on Tuberculosis, our Chart on Diseases of the Lungs and Throat, a 1905 Calen- W 
Ar dar, a Sample Bottle (one-quarter of regular size), free to any physician applying, and to correspond Ww 
AX with you in accordance with medical ethics. Ww 
A WwW 


Mm The [1cArthur eennmanginee Co., Ansonia, Conn. 
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VoL 





Antiseptic, Anaesthetie, 





Germicide, Deodorant 





Clean, Powerful, Efficient, oma Safe. 


* Sup hoNG Op) 


E!QUID CLEANLINESS. 





RECOMMENDED BY HIGHEST AUTHORITIES 


As being unequaled when used for a 


Poultice, Compress, Irrigation or Douche. 





Reduces Inflammation, Relieves Pain and Irritation, Checks Chronic Suppuration, Stimulates 


Granulation of Purulent Cavities and Sinuses. 





Assists the Kidneys in Eliminating the Poisonous Produets of 
Metabolism by Cleansing the Pores of all Sebaceous Matter. 





IT DESTROYS ALL OFFENSIVE ODORS AND IS EXTENSIVELY USED IN PREPARING FOR OPERATION. 





SULPHO-NA PT | O L SO Al PA A SUPERIOR SOAP FOR CUTANEOUS DISORDERS 





Sample Sulpho=-Napthol and Literature sent on application 


THE SULPHO-NAPTHOL CO., 34 Haymarket Sq., Boston. 








hol 
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THE GLEN SPRINGS, 


WATKINS CLEN, N. Y. 


THE AMERICAN NAUHEIM. 


A health resort of the highest class, equipped with a complete and MODERN BATHING ESTABLISHMENT, under the direc- 
tion of experienced physicians, and supplied with NATURAL BRINE and Mineral Waters from living springs. 


The Nauheim Baths and Resistance Movements, 


(The Schott treatment,) as given at BAD NAUHEIM for diseases of the Heart and Blood Vessels. 
For the Nauheim Baths we use the NATURAL BRINE from our 


NAUHEIM SPRINC 


An iodo-bromo-muriated brine (67° salinometer), chemically similar but stronger than the brine of Bad Nauheim. 


HOT NAUHEIM BRINE BATHS 


For Gout, Rheumatism, Neuralgia, Sciatica, diseases of the Nervous System, and of the Heart and Kidney. 


ALL APPROVED FORMS OF HYDROTHERAPY. THE ELECTRIC LIGHT BATH and ELECTRICITY in all forms. THE VIBRATOR and 
SWEDISH MOVEMENT treatments, MASSAGE, TURKISH and RUSSIAN BATHS. 


VALUABLE SPRINCS FOR CROUNOTHERAPY. 


DEER LICK ==A ferro-iodo-bromo-muriated spring rich in carbonic acid, possessing tonic alterative and diuretic properties 
and especially valuable in DIABETES and GOUT. 


SALU BRIA == A sodic-calcic-magnesic spring; WULCAWN ==A chalybeate saline spring, 
especially efficacious in DIGESTIVE DISORDERS and ANAEMIA. 


Climate mild, dry and equable. No Malaria. 


Location overlooks thirty miles of Seneca Lake. Sixty acres of private park. GOLF LINKS, tennis courts, bowling alleys, etc. 
ALL THE APPOINTMENTS OF A FIRST-CLASS HOTEL. No insane or other objectionable cases received. Correspondence 
with Physicians solicited, For illustrated book and further particulars please address, 

WM. E. LEFFINGWELL, President, Watkins, N. Y. 














“ The enormous faith of many made for one.’? — Pope. 


The faith and confidence manifested by thousands of physicians in 


Hayden’s Viburnum Compound 


as a Safe and satisfactory remedy in the treatment of menstrual disturbances is 
the best reason why you should at least give it a trial in your next case of Dys- 
menorrhea or Amenorrhea, Menorrhagia, etc. It is also indicated in functional 
changes incidental to the Menopause. 

It will not disappoint you. 


NEW YORK PHARMACEUTICAL CO., BEDFORD SPRINGS, MASS. 
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Denver and Gross College of Medicine 
Medical Department, University ef Denver 

Four years’ graded course. Sessions of eight 
months each. 

Twenty-second Annual Session begins Sept. 16, 
1902. Matriculation Fee, $5. Tuition Fee, $100. 

Well-equipped Laboratories in all departments 
and excellent clinical advantages in Dispensary and 
Hospitals. 

The climate of COLORADO offers many advantages 
to students whose health compels them to leave the 
Hast. Catalogue on application. 

SHERMAN G. BONNEY, A.M., M.D., Dean. 
ROBERT LEVY, M.D., Secretary, 
California Sede., Denver, Colo. 


HARVARD UNIVERSITY 


DENTAL SCHOOL, Boston, Mass — Thirty. 
seventh year begins Sept. 28, 1905. 
Send for announcement. 


Dr. EUGENE H. SMITH, Dean, 
283 DARTMOUTH STREET, 
BOSTON, MASS. 


SESSION 1902-1903 


The 
Long Island 


College Hospital 


Hoagland Laboratory and 
Polhemus Memorial Clinic 


Next Regular Session begins Oct. 1, 1902. 
Next Summer Course begins May 16, 1903. 


Unexcelled Clini- 
eal Facilities. The 
teaching staff is rep- 
resen in nearly 
all the hospitals on 
the east side of New 
York Harbor, and 
clinics held in these 
institutions are open 
to the students of 
this college. In the 
College mene and 
Dispensary 20,000 pa- 
tients were treated 
in 1901. Practical 
clinical courses 
ete in all special 

ranches. nex- 
celled laboratory 
eg in asl 
scopy, Bacteriology, 
Chemistry, Phar- 
macy, Physiology,and Anatomy. Out-patient service 
in Obstetrics a part of regular curriculum. 





Send for anneuncement te 
JOSEPH H. RAYMOND, M.D. 
Secretary ef Faculty, 
Long Island Cellege Hespital, New York City 








Yale University 
DEPARTMENT OF MEDICINE 


The Curriculum is graded to extend through four 
years, and consists of Lectures, Recitations, Clinics, 
and systematic work in the Laboratories of Analyti- 
cal and Physiological Chemistry, of Histology, Anat- 
omy, and ape gh 

e Ninety-third Annual Session will begin Sept. 
28, 1905, and continue until the last Wednesday ir 
June, with recesses at Christmas and Easter. 

Entrance examinations are required of those who 
-_ _ graduates of colleges or approved secondary 

ools. 

For announcements, giving the details of the Cur- 
riculum and Requirements for Matriculatien and 
Graduation, apply to 


Dr. HERBERT E. SMITH, Dean, 
YALE MEDICAL SOHOOL, NEW HAVEN, COnM. 








DPedical Achools, etc. 











| The Medical Department 
| OF THE 


| JOHNS HOPKINS UNIVERSITY. 


| This Medical School admits as candidates for a degree 
| only those who have graduated in arts or sciences from an 


approved college or scientific school. 
| Certain other requirements in science and in languages 
are fully described in the annual announcement which will 


be sent on application. 
| The classes are small, the laboratories are large and well 
| equipped, and unusually satisfactory clinical facilities are 
| offered by the Johns Hopkins Hospital and Dispensary. 
The practice in both of these institutions is entirely under 
the control of the Professors in the Medical School. 
| Special courses in laboratory and clinical subjects are 
| offered to limited numbers of graduates in medicine at 
| different times during the session. 
For further information apply to the Dean of the Johns 
Hopkins Medical School, Washington and Monument Sts., 
Baltimore, Md. 


HANOVER, N. H. 

The One Hundred and Eighth Annual Course be- 
gins Aug. 15, 1904, and ends April 1, 1905. 
| FACULTY: Dean,W.T. Smith, M.D., LL.D.,Physi- 
ology; C. B, Nancrede, M.D., LL.D.,Surgery; E. J. 
Bartlett, M.D., Chemistry; A. P. Dudley, M.D., 
Gynecology; T. M. Balliet, M.D., Therapeutics; 
William Patten, Ph.D., Zoology; G. D. Frost, M.D., 
Anatomy; J. M. Gile, M.D., Practice; C. C. Stewart, 
Ph.D., Physiology and Medical Physics; H. N. 
Kingsford, M.D., Histology, ay tay | and 
Pathology ; John Ordronaux, M.D., LL.D., Medical 
Jurisprudence; G. P. Conn, M.D., Hygiene; 
Edward Cowles, M.D., LL.D., Mental Diseases; 
G. A. Leland, M.D., Laryngology; “ve Standish, 
M.D., Ophthalmology; H. P. Towle, M.D., Derma- 
| tology 5 P. Bartlett, M.D., Anatomy and Materia 
| Medica; G. R. Lyman, A.M., Biology; C. E. Bolser, 
| Ph.D., Chemistry. 
| The curriculum is graded and covers four years. 
Instruction is given by Lectures, Recitations, Work 
in the Biological, Chemical, Pathologtcal, Bacterio- 
logical and Anatomical Laboratories, and Clinical 
Work at the Hitchcock Hospital. 

For circulars address 

Dr. GILMAN D. FROST, Hanover, N. H. 


MEDICAL DEPARTMENT 

The Kighty-fifth Annual Course of Lectures will 

begin October 20, 1904, and continue eight months. 
our courses of lectures are required of all who 
matriculate as first-course students. 

The courses are graded, and cover Lectures, Reci- 
tations, Laboratory Work and Clinical Instruction. 

The third and fourth year classes will receive 
their entire instruction at Portland, where excel- 
lent clinical facilities will be afforded at the Maine 
General Hospital. 

Faculty. —W. DEWITT HyDE, D.D., LL.D., Prest- 
dent; I. T. Dana, M.D., Emeritus Professor of Path- 
ology and Practice; A. MITCHELL, M.D., Pathology 
and Practice; F. H. GERRISH, M.D., LL.D. 
Anatomy; S. H. WERKS, M.D., Surgery and Clinical 
Surgery; C.O. Hunt, M.D., Materia Medica and 
Therapeutics; F. C. ROBINSON, LL.D., wemeer iy & 
L. A. EMERY, LL.D., Medical Jurisprudence; C. D. 
SMITH, M.D., Physiology and Public Health; J. F. 
THOMPSON, M.D., Diseases of Women; A. R. 
MOULTON, M.D., Mental Diseases; W. B. MOULTON, 
M.D., Professor of O meme ig A. 8. THAYER, 
M.D., Diseases of Children; F. N. WHITTIER, M.D., 
Bacteriology and Pathological Histology; A. KING, 

D., Associate Professor and Demonstrator of 
Anatomy; E. J. McDonouGH, M. D., Lecturer in 
Obstetrics; H. H. BROCK, M.D., Associate Professor 
of Clinical Surgery; A. MITCHELL, Jr., M.D., 
Instructor in Genito-Urinary Surgery; C. B. WITH- 
ERLEE, M.D., Lecturer in Neurology; G. A. 
Pupor, M.D., Instructor in Se E. G. 
ABBOTT, M.D., Clinical Instructor in Orthopedic 
Surgery; G. M. ELLIoTT, M.D., Assistant Demon- 
strator in Anatomy; W. E. Topir, M.D., In- 
structor in Surgery and Assistant Demonstrator 
of Anatomy; R. D. SMALL, M.D., Demonstrator of 
Histology; N. J. GEHRING, M.D., Assistant Demon- 
strator of Histology. 

For catalogue apply to ALFRED MITCHELL, M.D. 
BRUNSWICK, MB., July 7, 1904. Dean 














College of Physicians and Surgeons 


Standard requirements. Allowance for service 
in Dispensary and Hospital. Twenty-second year 
opens Sept. 17. Ample instruction in actual prac- 
tice. 

J. H. JACKSON, AM. M.D. "Fr, 
Shawmut Ave. Boston, Mass., Near City Hospital. 








——!}a 


Standard of Requirement High 
College of Medicine, Syracuse University 
Syracuse, N. Y. 


Four years’ course. Special study-room for women. 
Clinics in three hospitals. Half-tone pictures of 
laboratories, study-rooms, etc., sent with pleasure, 














a 


The Medical Baths 


126 Massachusetts Avenue, corner Boylston St. 


Owned and controlled by the medical pro- 
fession. All profits of this hydrotherapeutic 
institute to be devoted to extending its facili- 
tles. 


The establishment contains the complete douche 
apparatus designed by Dr. Baruch. An electric 
light bath of the most approved pattern has just 
been added. Carbon-dioxide (Nauheim) baths 
and the Schott therapeutic exercises for heart 
cases are given by trained assistants. Hours for 
women 9 A.M. to I P.M. Hours for men 3 P.M. 
to 6 p.M. Appointments for treatment may be 
made with the matron. 

Telephone, Back Bay, 1009-2. 


J. J. PUTNAM, ) Committee 
E. G. CUTLER, of 
R. W. LOVETT, | Physicians 
J. H. PRATT, in charge. 





The Cambridge School of Nursing 


Offers to young women desiring to undertake the 
profession of nursing a four years’ course, con- 
sisting of one year of thorough preparatory in- 
struction and three years of training in the prac- 
tice of nursing. 

Information in regard to the School may be 
obtained from the Principal, 


MISS BRIGGS, 


The Cambridge Hospital, 
Cambridge, Mass. 





WALNUT LODGE HOSPITAL 


HARTFORD, CONN. 


Organised in 1880 for the Special Medical Treatmen! 


or 
ALCOHOL AND OPIUM INEBRIATES 


Elegantly situated in the suburbs of the city, with 
every appointment and appliance for the treatment 
of this class of cases, including Turkish and Electric 
Baths. Experience shows that a large proportion 
of these cases are curable, and all are benefited from 
the application of exact nywouse and scientific meas- 
—, Pace dee y wee em we! —— on “? ha # age 
nized fact that Inebriety is a disease, and cur , an 
all these cases require rest, change of thought and liv. 
ing, in the best surroundings, together with every 
means knewn to science and experience to fe | 
about this result. New York Office: 115 West 4 
Street, with Dr. Manley, the frst Tuesday of every 
month, from 13 to 4 P.M. Applications and all in- 
quiries should be addressed, 


T. D. CROTHERS, M.P. 
Supt. Walnut Ledge, Hartford, Conn. 
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Bay State Hospital, 


310 Bay State Road 
BOSTON 


Fully equipped for modern Surgical Technique. 
Obstetrical and non-contagious medical cases admitted. 


Graduate Nurses only. Hy, 


Rooms from $15 to $50 per Week. 
Telephone, Brookline 1629. 

















UNIVERSITY SCHOOL OF MEDICINE 


The Ninety-eighth Regular Session will begin October 1, 1904, and continue 


OF until May 15, 1905. 
Four years’ graded course. New Laboratory Building. Excellent labora- 


tory equipment. Clinical advantages unsurpassed. For catalogue and other 
VI A RY LA N D information, address 
R. DORSEY COALE, Px.D., Dean, University of Maryland, Baltimore, Md. 





WESTERN RESERVE UNIVERSITY | 


Medical Department 
Founded in 1843. Sessions begin October 1st of each year and terminate at University Commencement in June. 
Completion of Junior year in recognized literary college required for admission. Laboratories of Anatomy, Histology, Embry- 
ology and Comparative Anatomy, Physiology, Pathology, Pharmacology and Clinical Microscopy, endowed. Instructors in 
these subjects devote their entire time to teaching and research work. Ample clinical material, goo hospital beds, Maternity, 
l)ispensaries, etc. Course, four years, eight months each. Excellent opportunity for postgraduate, hospital and other medical 


appointments. For further information address, G. C. ASHMUN, M.D., Registrar, Cleveland, O. } 











} 
| 


THE WALTER BAKER SANITARIUM, 


524 WARREN STREET, BOSTON, MASS. 


Telephone, Roxbury 51 Incorporated 1892 
Entering upon our twelfth year of successful treatment. 


We will receive any chronic medical case not contagious or insane. Special attention is paid to the treatment 
of Nervous Diseases, the Liquor Habit, Morphine, Cocaine, and other drug addictions. We do 
not suddenly withdraw liquor or other drugs, nor use forcible restraint. Our purpose is not merely to relieve, but to 
cure, and we believe in kindly sympathy and home-like surroundings as important adjuncts to medical treatment. Our 
elegant buildings are less than twenty minutes’ ride by electric cars from the heart of Boston, and but a few minutes’ 
walk from Franklin Park. 





ILLUSTRATED BOOKLET SENT ON APPLICATION. 








NORMAN R. MILLER, M.D., Medical Director. 
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Professional Cards 








Dr. SUMNER COOLIDGE. 


Will receive at his residence a few nervous | 
or other invalids who require treatment and | 
individual attention. 

The situation is high, affording a beautiful 
view and excellent opportunity for out-of- 


door life. 
ADDRESS 


83 COOLIDGE HILL ROAD 
WATERTOWN, MASS. 


XAMINATIONS OF | 
URINE AND SPUTUM 


Will be made by Epwarkp M. GREENE, M.D. 
2@ Mt. Vernon Street, Boston. 


DR. DOUGLAS’ SANATORIUM - 


321 Centre St., Dorchester District, Boston 
Telephone, Dorchester 30. 
CHARLES J. DOUGLAS, M.D., Medical Director 


CONSULTING PHYSICIANS: 


H. J. PERRY, M.D., Instructor in Harvard Medical 
School. F. F. STRONG, M.D., Instructor in Tufts 
College Medical School. E. A. RILEY, M.D., Jn- 
structor in Tufts College Medical School. 

Special attention paid to alcoholism, morphinism 
and other drug addictions. Nervous and wunob- 
jectionable mental cases are also received. Beauti 
ful buildings and extensive grounds, giving the 
arta of a country estate, yet within the city 
imits of Boston. An illustrated booklet will be 
sent to physicians who ask for it. All“ Ashmont 
and Milton” electric cars pass Centre St., within | 
a few steps of the Sanatorium. 





HOPEWORTH | 


SANITARIUM | 
BRISTOL, R.]. 


On Shore of Narragansett Bay | 
Established 1883 


NO INSANE 


W. C. CANFIELD, M.D. 


D*. J. BERGEN OGDEN 


Will make examinations of urine, sputum, 
blood, gastric contents, feces, smears for 
gonococci and tubercle bacilli, human and 
cows’ milk, drinking waters, wall-papers 
and fabrics for arsenic, calculi, ete. 
Specimens can be left day or night. 


Warren Chambers, 419 Boylston St., Boston. 
Telephone, Back Bay 2350. 


| Hours: 2-3 and 7-8 P.M., 





Professional Cards Professional Cards 


D®. EDWARD COWLES | D®-: ROBERT T. EDES 


Recently retired from the McLean Hospital, has | 
opened an office for consultation in cases of Men- | 
tal and Nervous Diseases at WARREN CHAMBERS, | 
419 Boylston Street, Boston. 

Office Hours: From 2 to 4 P. M. 


Telephone, Back Bay 2350. 








—__ 





Will receive at his home in Reading, Mass., medi. 
cal cases not infectious and not violently insane 
(adults or children). 

Office Hours: 


WARREN CHAMBERS, 419 Boylston Street, 
Tuesday and Friday, from 11 to 1. 


Consultations at other times and places 


by appoint t. 
Consultations at other times or places by shiaaaitiaaitaiaas 


appointment. Address, July and Aug- 
ust: Hanover, N. H.,or Boston Oftice 


X-RAY LABORATORY. [HE MILLETT SANATORIUM 


Fluoroscopy. Radiography. Radiotherapy. | For the Treatment of Tuberculosis. 
} 





H. H. HARTUNG, M.D., 
196 Huntington Avenue, Boston, Mass. | 


EAST BRIDGEWATER, MASS. 


For References, Terms, etc. 
Telephone, ‘ ‘ 


and by appointment. Back Bay 279. | ADDRESS, 


C. S. MILLETT, M.D. 


P.O. Box 44 EAstT BRIDGEWATER, MAss., 


THE ATTLEBORO AND MARTHA’S VINEYARD 
HOME SANITARIUM 


From Uctober Ist to June Ist patients are received 
in Attleboro. From June Ist to October Ist at Har- 
bor View, Cottage City, Mass. Neurasthenia and 
allied diseases. Circulars explaining methods, 
terms, etc., on application to LAURA V. GUSTIN- 


MACKIE, M. D., or Rev. E. G. GUSTIN, Supt., Attle. [PEEBLE-MINDED YOUTH. 
boro, Mass. | ELM HILL. . 


THE PRIVATE INSTITUTION FOR FEEBLE-MINDED 
YOUTH, at Barre, Mass. (established June, 1848), 
| offers to —— and guardians superior facilities 
for the education and improvement of this class of 
ersons, and the comforts of an elegant country 
ome. 


or 31 GREEN ST., BRocKrON, MASs. 


D*: RINGS SANATORIUM 
Arlington Heights, Mass, 


ESTABLISHED 25 YEARS. Eight miles from Boston. 


GEO. A. BROWN, M.D., Supt. 
Receives nervous, chronic and convalescent invalids. 


The insane and unpleasant forms of invalidism 
not desired. Accommodates twenty-five patients. 
Equipped with every valuable modern appliance for 
restoring Health. Situation unsurpassed in America. 
Literature on application. 


Telephone: 425 Arlington. 


ALLAN MoTT-RInG, M.D., 
Superintendent. 


D*: FREDERICK W. RUSSELL 


Will continue The Highlands (established in 187 
by the late Dr. Ira Russell), for the treatment of 
Nervous and Mental Diseases, and the Alcohol and 
Opium Habits. 

‘or terms, circulars and references, 
Winchendon, Mass. 


address 


Dr. Albert E. Brownrigg 





receives Nervous Invalids who require a specialist’s 
constant supervision and intelligent nursing care | 
at his 


NORWOOD PRIVATE HOSPITAL FOR MENTAL 


Highland Spring Sanatorium, AND NERVOUS DISEASES 


Accommodation for ten patients. Alcohol and 
drug cases not taken. Licensed and established in 
1 


888. Railroad station, Norwood Central. Post-oflice 
address, EBEN C. NORTON, M.D., Norwood, Mass. 


a homelike resort among the pines of New Hamp- 
shire, one hour’s ride from Boston. Number limited 
to fifteen. Trains in six directions throughout New 
England. Telephone or address him at 


| 
Nashua, N. H.| | 








D*: HENRY R. STEDMAN 
MENTAL DISEASES 


Established 1879. 
Brookline, Mass. Cor. Boylston Strect 
and Chestnut Hill Avenue. 
WALTER CHANNING, M.D. 
W. M. KNOWLTOR, M.D. 


| (QHANNING SANITARIUM FOR 


Having removed.to his new buildings in Brook- 
line, Mass., will continue to receive PATIENTS WITH 
NERVOUS OR MENTAL DISEASES for separate treat- | 
mentor family care. Number limited to fifteen. | 
Cases of the alcohol habit not received. P. O. ad- | 
dress, SOUTH ST., BROOKLINE. Nearest station | 
CENTRAL on the Providence Division of the N. Y., 








Hours 10 to 12 Mondays, Wednesdays and Fridays, 





N.H.& H.R. R. Office in Boston: 33 Marlboro St. | 


October to July. 
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SUMMER COURSES IN MEDICINE AND SURGERY 


University of Pennsylvania 
DEPARTMENT OF MEDICINE 


(Founded in 1765) 


The clinics and laboratories of the Department are open 
throughout the year for the benefit of those who wish to engage 
in graduate work. For those whose time is more limited a com- 
prehensive course is given each year, beginning this year May 15, 
and continuing for a period of six weeks. This course is designed 
to meet the needs of the practitioner and, so far as possible, the 
work is of an entirely practical character. The schedule of hours 
is so arranged that a comprehensive course may be taken without 
conflict of hours. 

The number of attendants upon such course must necessa- 
rily be limited ; the number varies according to the course, and 
admissions thereto will be made in order of their application. 

One or more courses will be offered in each of the following 
subjects: — 


Bacteriology 


Clinical Medicine Dermatology 
Surgery Chemistry Ophthalmology 
Gynecology Pediatrics Laryngology 
Obstetrics Orthopedics Hygiene 

Neurology Genito-urinary Anatomy and Path- 
Otology Diseases ology 


An announcement of the scope of each course and the fee to be 
charged for each will be mailed on application to the 


DEAN OF THE MEDICAL DEPARTMENT 
University of Pennsylvania ; Philadelphia, Pa. 








Dr. Wadsworth’s Sanitarium 


South Norwalk, Conn. 


Thoroughly equipped for the treatment 
of mental and nervous diseases, alcoholism 
and drug habits. Electricity in all forms. 
Dietetics and Hydrotherapeutics. Hot air 
and electric light baths. Trained nurses 
and skilled attendants. Home surround- 
ings, high elevation, overlooking Long 
Island Sound. One hour from New York 
on main line from Boston. 


For terms and particulars, address 
ALVIN D. WADSWORTH, 


South Norwalk, Conn. 
Telephone, 210 


M. D. 








New York Post-Graduate Medical School & Hospital, 


UNIVERSITY OF THE STATE OF NEW YORK. 
This is the first institution in America founded for giving graduates in 


medicine advanced instruction in clinical medicine and surgery. The 
Hospital contains 216 beds. 
FACULTY: 


SURGERY.—W. B. DeGarmo, Daniel Lewis, Willy Meyer, Samuel 
Lloyd, Robert T. Morris, Carl Beck. 

ORTHOPAEDIC SURGERY.—W. O. Plimpton, Henry L. Taylor. 

DISEASES OF THE RECTUM.—Samuel &. Gant. 

MEDICINE.—William H. Porter, Stephen S. Burt, Reynold W. Wilcox, 
Leonard Weber, Max Einhorn, Simon Baruch, Edward Quintard, 
C. F. Wainwright. 

aia a HISTOLOGY AND BACTERIOLOGY.—Henry T. 

rooks. 

CLINICAL PATHOLOGY. — Frederick E. Sondern. 

DISEASES OF WOMEN.—Bache McE. Emmet, J. R. Nilsen, H. St. J. 
Boldt, A. Palmer Dudley, G. M. Edebohls, Ralph Waldo, James N. 
West, G. G. Ward, Jr. 

DISEASES OF CHILDREN.—Henry D. Chapin, Augustus Caille. 

DISEASES OF THE SKIN.—W. Bedford Brown, Charles W. Allen. 

DISEASES OF THE EYE.—D. B. St. John Roosa, Francis Valk, Ed- 
ward S. Peck, A. Edward Davis. 

DISEASES OF THE EAR.—D. B. St. John Roosa, Wendell C. Phillips, 
James F. McKernon. 

DISEASES OF THE NOSE AND THROAT.—Clarence C. Rice, H. 
Beaman Douglass. 

DISEASE OF THE MIND AND NERVOUS SYSTEM.—Graeme M. 
Hammond, William J. Morton, Joseph Collins. 

OBSTETRICS.—George L. Brodhead, J. O. Polak. 

GENITO-URINARY DISEASES.—Eugene Fuller, Ramon Guiteras. 

OPERATIVE SURGERY ON THE CADAVER.—John J. McGrath. 

ANATOMY. — Neil Macphatter. 

For further particulars, address 

JAMES N. WEST, M.D., 
SECRETARY OF THE FACULTY, 
SECOND AVENUE AND TWENTIETH STREET, NEW YORK CITY. 


D. B. ST. JOHN ROOSA, M.D., LL.D., PRESIDENT. 





The New York Polyclinic 
Medical School and Hospital, 


214-220 East 34th Street, New York City. 


FOUNDED IN 1881. 


PRACTICAL POST GRADUATE COURSES IN ALL THE DEPARTMENTS 
, OF MEDICINE AND SURGERY. 


The Dispensary and Hospital annexed to the Institution yield 
a variety of material for clinical demonstrations of the technic 
of major and minor operations, the diagnosis and treatment of diseases. 

Modern methods in the special branches of each department are 
studied. 

Laboratory instruction in Pathology, Bacteriology and Urinary 
Analysis. 

Classes in Operative Surgery and Electro-Radio Therapy. 

For further information, address 


CHARLES H. CHETWOOD, M.D., 


Secretary of the Faculty. 
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BUBIER’S LAXATIVE SALZ 


The best and most economical saline physic ever offered to the medical profession. 


BUBIER LABORATORY COMPANY, 


TRIAL SIZE, 25 CENTS 


‘REMEMBER THE NAME” 


NEW YORK SCHOOL 


Lynn, Mass. 


REGULAR SIZE, 50 DOSES 50 CENTS 


A Post Graduate Institution for Practical Instruction in all Depart. 
ments of Medicine and Surgery. 


45,000 Patients treated in this institution during 1904. 





OF 


CLINIGAL MEDICINE 


For further information address 


328 WEST FORTY-SECOND STREET, NEW YORK CITY, 


ROBERT COLEMAN KEMP, M.D., Secretary, | 


ot A. V. MENTZ, Registrar. 


Between Eighth and 
Ninth Avenues 


NEW YORK UNIVERSITY 


MEDICAL DEPARTMENT 
The University and Bellevue Hospital 


SESSION 1905-1906. 


The session begins on Wednesday, October 4, 1905, and continues for eight months. 
Attendance upon four courses of lectures is required for graduation. 


Medical College 


Students who have attended one or more regular courses at other accredited Medical Colleges are admitted to advanced standing 
on presentation of credentials, but only after examination on the subjects embraced in the curriculum of this College. 


Examinations for Advanced Standing occur in May and September. 


Schedule giving dates supplied on application. 


For the annual circular giving full details, address, Dr. EABERT LEFEVRE, 26th Street and First Avenue, New York. 
EDWARD G. JANEWAY, M.D., LL.D., Dean. 





Woman’s Medical College 
of Baltimore. - 





MASS. Young men and women 
COLLEGE of Wanted. to study Pharmacy. 
Corner McCulloh and Hoffman Sts., Baltimore, Md. The demand or graduates of this 
PHARMACY School is in excess of the supply. 
Special attention paid to each individual student. |gBoston. Catalogue Free. J. W. Bairpv, Dean. 


Thorough clinical instruction. Well lighted and 
equipped laboratories. Terms moderate. Address 


RICH’D HENRY THOTIIAS, M.D., Dean. 








THE NEW YORK EYE AND EAR INFIRMARY 
School ef Ophthalmology and Otology 
FOR GRADUATES OF MEDICINE 


Clinics dail ¥ the Surgical Staff of the Infirmary. Special courses in Ophthalmoscopy, Refraction, Opera- 
tive Surgery of the Eye and Ear, and Pathology. 


The abundant clinical material at this well-known institution affords students am unusual opportunity 
for obtaining a practical knowledge of these special subjects. Two vacancies on the House Staff exist in January 
and July of each year. For particulars, address the Secretary, 


Dr. W. E. LAMBERT, New Yorx Eve aww Ear Inrinmary 





NO CHARGE 
Of any Nature except when Successful. 
DOCTORS, 


Why not Collect your Bills? 
Write for Claim Blank — Write for References 


The Massachusetts 
Incorporating Co., 


II, 15, 25 Pemberton Sq., Boston. 
Room 1004. Tel. 160 Haymarket. 
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ALBANY MEDICAL COLLEGE. 


MEDICAL DEPARTMENT OF UNION UNIVERSITY, 1905-1906 
ANDREW VAN VRANKEN RAYMOND, D.D., LL.D., SIMON W. ROSENDALE, 
Chancellor of the University. President of the Board of Trustees. 


ALBERT VANDER VEER, M.D.,PH.D., Professor; WILLIAM HAILES, M.D., Anthony Professor of ; HERMON CAMP GORDINIER, M.D., Professor of 
of He BIGELOW. M.D.. Px_D.. Emerit pie y= ee Say Histology, and Fractures| Physiology. 

JOHN M.D. TH.D., Bmeritus) and Dislocations. HOWARD VAN RENSSELAER, M.D., Professor 
Professor of Materia Medica and Therapeutics | CYRUS STRONG MERRILL, M.D., Professor of ert 
and Diseases of Throat and Nose. Cane and Otolog ‘ 4 of Materia Medica and Therapeutics. 

SAMUEL BALDWIN WARD, M.D., PH.D., Dean | FREDERIC COLTON CURTIS, M.D., Professor of | JOSEPH DAVIS CRAIG, M.D., Professor of An- 





and Professor of Theory and Practice of Medicine aeons atomy and Curator of Museum. 
ani Hygiene. HENRY H M.D., Professor of Diseases of the 

JAMES PETER BOYD, M.D., Professor of Obstet-| Nervous System. ee See 
trics, Gynecology and Diseases of Children. SAMUEL ROSEBURGH MORROW, M.D., Profes- gery. 

WILLIS GAYLORD TUCKER, M.D.,PH.D., Regis-| sor of Practice of Surgery and of Orthopedic | RICHARD MILLS PEARCE, M.D., Professor of 
trar and Professor of Chemistry and Toxicology.| Sur, Pathology and Bacteriology. 





gery. 
With the assistance of a corps of Lecturers, Instructors and Clinical Assistants (see Catalogue). 


Four-year graded course: Instruction by Lectures, Recitations, Clinics, Clinical Courses, Laboratory Work and Practical Demonstrations and Operations. 
aboratory facilities excellent. 


a $5.00; Lectures, $100 (Ticket for four Courses, $300); Dissection (material free) and Laboratory Courses, see Catalogue; Gradu- 
ation Fee, 5 


HOSPITAL ADVANTAGES: — The Albany Hospital, St. Peter’s Hospital, Child’s Hospital, St. Margaret’s House, Albany’s Hospital for Incurables, County 
Hospital, South End Dispensary, Eye and Ear Infirmary, Albany Orphan Asylum, and dispensaries connected with each, are available for clinical pur- 
poses, and appointments to positions on the House Staffs of the Albany Hospital, and other hospitals in Albany and neighboring places, are made by 
competitive examinations, open to the graduating class. The Regular Fall Session commences Tuesday, Sept. 19, 1905, and closes May 1, 1906. 


COMMENCEMENT occurs May 1, 1906. The Annual Meeting of the Alumni Association held on that day. 
For Catalogue of the College or further information, address WILLIS G. TUCKER, M.D., Registrar, Albany, N.Y. 


HARVARD UNIVERSITY 
MEDICAL DEPARTMENT 


Open only to Bachelors of Arts, Science, or Philosophy, 











and persons of equivalent standing 


The course of study required for the degree of M.D. is of four years’ duration. The next year begins Sept. 28, 1905, and ends on 
the last Wednesday in June, 1906. 

COURSES FOR GRADUATES IN MEDICINE. Courses of instruction are offered for graduates of recognized medical 
schools, and are given in all the subjects of practical and scientific medicine. 

The extensive laboratories of the school are inferior to none, and the clinical advantages afforded by the hospitals of Boston 
are unequalled in quality and extent. 

SUMMER COURSES. During the Summer, courses in many branches of practical and scientific medicine are given to 
both medical students and graduates. 

Facilities for research work are offered in all of the laboratories. 

For detailed announcements address 


DR. WM. L. RICHARDSON, Dean, Harvard Medical School, 688 Boylston Street, Boston, Mass. 











WHEELER SANITARIUM —_—_Galege of Medicine of ine University of 
Etubished 17 Years |W SOUTHERN CALIFORNIA, 


Surrounded by beautiful lawn and shady | LOS ANGELES, CALIFORNIA. 


trees. Away from noise of city, convenient 





to electrics; patients allowed their own . H H 
physician if they so desire. Twenty-first Annual Session begins October 4, 1905. 
MRS. .F 4 SUPT. 
¢ — apemage- ~ ea ig hb Four years of eight months each. New and commodious clinic building. Clinics large — 10,000 
32 COPELAND StT., ROXBURY, MAss. 
| cases annually. Thorough laboratory training in anatomy, physiology, bacteriology, ‘ chemistry, 
Tel. 553-2 Roxbury. | histology. Member of the Association of American Medical Colleges. Climate of Los Angeles un- 
Branch at Adams Shore for the summer season. | surpassed. Livingin Los Angeles cheaper than in any other American city. Board and room from 
$4 per week upward. Address for catalogue and other information, 
Circular with References on Application. | WALTER LINDLEY, M.D., LL.D., Dean, WM. D. BABCOCK, A.M., M.D., Secretary, 


1414 South Hope Street, Los Angeles, Cal. Braly Building, Los Angeles, Cal. 
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THE GEORGE WASHINGTON UNIVERSITY, 


(FORMERLY COLUMBIAN) 
ae CHARLES WILLIS NEEDHAM, LL.D., President, 
Department of Medicine, Established 1825. Annual session begins on the last Wednesday in September and ends on the first Wednesday 
in June. Four-year course is required for graduation. An optional five-year course is offered. Laboratory and clinical facilities are ample. The 
senior year’s work is almost wholly clinical. 
For catalogue or other information address, either 


W. F. R. PHILLIPS, M.D., Dean, or OTIS D. SWETT, Registrar, 
1325 H Street, WASHINGTON, D. C. 15th and H Streets, 





The Medico-Chirurgical College of Philadelphia 


DEPARTMENT OF MEDICINE 


Hlas a carefully graded course of four sessions of eight months each. Noteworthy features are: Free Quizzes; Limited Ward Classes; Clinical 
Conferences; Modified Seminar Methods, and thoroughly Practical Instruction. Particular attention to laboratory work and ward classes and bedside 
teaching. Clinical facilities unexcelled. 
The clinical amphitheatre is the largest and finest in the world; the hospital is newly reconstructed and thoroughly modern in every respect, and 
the new laboratories are specially planned and equipped for individual work by the students. 
The College has also a Department of Dentistry and a Department of Pharmacy. For announcements or further information apply to 


SENECA EGBERT, M.D., Dean of the Department of Medicine. 








Sunnyside Sanatorium. ; — 
Miss N. Mabel Christie, 
A private sanatorium for the out-door 


care and treatment of tuberculosis, neu- Private Home for Invalids and Elderly People 


rasthenia and chronic invalids. Established 1898 at 74 Cedar St., Roxbury. 


Telephone, 888-2 Roxbury. 


Write for terms and circulars. 


B. A. CHAPMAN, M.D., 


SPRINGFIELD, VT. 


Highest References from Physicians. 











Founded 1825. A Chartered University since 1838. 


NEW HOSPITAL, NEW COLLEGE BUILDING AND NEW LABORATORIES 


HE EIGHTY-FIRST ANNUAL SESSION will begin September 25, 1905, and continue eight months. For four 

annual sessions the curriculum provides without extra fee: 1. Practical manual training in ten different laboratories 

recently fitted up at heavy cost; 2. Recitations by the faculty and others; 3. Didactic lectures and demonstra- 
tions in the commodious new buildings; 4. Clinics and bedside ward work in small groups at the College Hospital, besides 
the clinics given by the staff of the college at the Pennsylvania, Philadelphia, German, St. Joseph’s and Municipal Hospitals; 
5. Lying-in cases at the College Maternity. 

A NEW FIRE-PROOF HOSPITAL with unrivalled facilities for clinical teaching is now building at a cost of $1,000,000. 


For circular and information, address 
J. W. HOLLAND, Dean. 


TO INTENDING ADVERTISE! 


The Boston Medical and Surgical Journal circulates extensively in all parts of the United States, 


























especially in New England, and is taken by a large number of public and private medical institutions, 


libraries, etc., where it is read by many physicians. Termsand full particulars will be sent by the publishers. 
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/Buifalo Water 


The Great Specific in Bright’s Disease, 
Albuminuria, Uric Acid ee ecere, Etc. 


Dr. J - Allison Hodges, Richmond, Va., President University College of Medicine, and Professor of Nervous 
——— and Mental Diseases: ‘*1n Albuminuria of Pregnancy, this water is one of the very best alkaline diuretics, and, with milk 
diet, is one of my sheet anchors.’’ 


Samuel O. L. Potter, A.M., M.D., M.R.C.P., London, Professor of the Principles and Practice of 





Medicine and Clinical Medicine in the College of Phystcians and Surgeons of San Francisco, Cal., in his ‘‘ Hand-Book of Materia 
Medica, Pharmacy and Therapeutics,” under the head of **Chronic Bright’s Disease,’’ says: ‘‘ Mineral waters, especially the 
me BUFFALO LITHIA WATER of Virginia, has many advocates for Albuminuria and is highly recommended.” 
aside ; 
Dr. Alfred L. Loomis, Professor of Pathology and Practical Medicine in the Medical Department of the Univer- 
» and sity of New York, wrote: ‘‘For the many years I have used BUFFALO LITHIA WATER in the treatment of Chronic Bright’s 
Disease of the Kidneys, occurring in Gouty and Rheumatic subjects with marked benefit.’’ 
‘ine. Dr. Graeme M. Hammond, Nw Vork, Professor of Diseases of the Mind and Nervous System in the New 


York Post-Graduate Medical School and Hospital: ‘‘In all cases of Bright’s Disease of the kidneys, | have found BUFFALO 
LITHIA WATER of the greatest service in increasing the quantity of urine and in eliminating the Albumin.’’ 


George Halsted Boyland, A.M., M.D., of Paris, Doctor of Medicine, of the Faculty of Paris, in 
the New York Medical Journal, August 22, 1896, says: ‘‘There is xo remedy as absolutely specific in all forms of Albuminuria 
and Bright’s Disease, whether acute or chronic, as BUFFALO LITHIA WATER, accompanied by a milk diet. In all cases of 
pregnancy, where albumin is found in the urine as late as the last week before confinement, if this water and a milk diet are pre- 
scribed, the albumin disappears rapidly and the patient has a positive guarantee against puerperal convulsions.” 


“SSUpon Request vo the Proprietor, Buffalo, Lithia Springs, VIRGINIA 














For forty years the remarkable prestige among scientific Therapeutists of 


WHEELER’S TISSUE PHOSPHATES 


se in Tuberculosis, Convalescence. Gestation, Lactation, Nervous Impairment, and in all conditions where Nature requires a 
hi lift, has been due to the fact that it determines the perfect digestion and assimilation of food, besides assuring the com- 
H11a F plete absorption of its contained Iron and other Phosphates. 


“As reliable in Dyspepsia as Quinine in Ague” 
Ss T. B. WHEELER, [lontreal, Canada 


To avoid substitution, in pound bottles only, at $1.00. 














r four Send for interesting pamphlet on the Phosphates in Therapy. Free samples no longer furnished. 
tories 
nstra- so iaaanokeiniemettendasiina 
esides 
vitals ; DIABETIC BREAD FOODS, waluable also in Bright’s disease, rheumatism, and the 
Uriceacid diathesis, as well as in adiposis and animal albuminoid inhibition. Sol- 
),000. uble digestible concentrated vegetable substitutes for the meat element. PROTO 
’ PUFFS 50% protein, 25c. per carton. 
an. The attention of the Medical Profession is respectfully called to our carefully prepared Foods for various pathological 


conditions, and more especially to our high proteid breads which are found to be remedial in diabetes mellitus and in Bright’s 
disease, as well as in rheumatism and the uric-acid diathesis. These curative foods have been produced in cooked and uncooked forms since 1874, 
and without advertising publicity have won their way to the respect and confidence alike of Physicians and sufferers from many diseases. The 
Drug-trade has now found it advisable to accommodate Physicians by placing some of these long-keeping standard cooked articles with the retail 
trade to enable those who seek the best in Food to procure it in any first-class drug-store. As our foods are Known to be 
ates, Remedies s0 far as foods can remedy physical ills, their 

appearance on the shelves of the Apothecary will not be deemed 


ons, | | onewoet  ergency orders wm xe 2 H€ Health Food Company 


tly filled di ° 
hers. to Maa ml goat a ‘ree by 51 Fifth Ave., New York, N.Y. 199 Tremont St., Boston, Mass. 


mail on application. 138 South 11th St., Philadelphia, Pa. 1601 Wabash Avenue, Chicago, IIl. 



































BOSTON MEDICAL AND SURGICAL JOURNAL [JUNE "29, ; 1905 


COLCA 


RELIABLE AGENT IN 


GOUTY 


AND 


RHEUMATIC 


MANIFESTATIONS 


NOTE.—Prescribe bottles of 

50 or 100 Capsules of Colchi- 

Sal and avoid failures to 

relieve, due to substitution 

of imitations for the original 
\ “Little Green 1 Capeuion: 


E. PouRER A & Ces 
26 N.WilliamSt.NY U.S. Aoentee 


THE LEEMING MILES Co.L2 
MONTREAL. CANADIAN AGENTS: 





1905 


en ESI ERIE AI LOL TOE! 
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Vou. CLII, No. 26) BOSTON MEDICAL AND SURGICAL JOURNAL 








CHAPOTEAU T’S 





















PURE Dialysed 
Peptone Wine : 
A Delicious Nutritive Pepsine 


Free from all impurities. 
Dispensed in spherical pearls. 









Stimulant 













Morrhuol 
Créosoté 


Dispensed in Capsules. each containing 
3 minims of Morrhuol and 1 minim of 
pure beechwood Creosote. 


Morrhuol 


(Extrac&im Olei Morrhux Alcoholicum) 


Alkaloids and all Curative 
Principles of Cod Liver Oil 


Dispensed in Capsules. 















Ferrum 
Sanguinis 


Semi-Crystalline Hamoglobin from blood. | 
Does not constipate. 


Apioline 
The true, active principle of parsley. 
In capsules of 20 centigrammes each. 


For Suppressed, !rregular 
or Painful Menstruation. 












iN 


S.aceNts E,.FOUGERA & CO. NEw York. 






U 













GLYCOGEN 


An Antitoxine and Stimulant of Phagocytosis 








Dr. Jacques de Nittis has shown that Glycogen when 
administered fer os or hypodermically, neutralizes toxines, 
reduces high temperature, regulates the cardiac functions 
and stimulates the phagocytes, thus assisting nature in its 
struggle with the pathogenic micro-organisms of disease. 





Glycogen has been extensively and successfully used in 
typhoid fever and in erysipelas, the numerous forms of 
auto-intoxications, septic poisoning, morphinism, &c. 
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IMPORTANT MEDICAL BOOKS 


GARRIGUES — GYNECOLOGY. 


By Henry J. Garricues, Gynecologist, St. Mark’s Hospital, formerly Professor of Gynzcology and 
Obstetrics, New York School of Clinical Medicine. . 
Octavo, 460 pages, 328 illustrations. Cloth, $3.00. 


JACOBI— THERAPEUTICS OF INFANCY AND CHILDHOOD. 


By A. Jacosi, M.D., Clinical Professor of Diseases of Children, College of Physicians and Surgeons, 
New York ; President of Association of American Physicians ; late President of the New York Academy 
of Medicine ; Member Medical Society of State of New York, etc. 

Octavo, 560 pages. Cloth, $3.50. Third edition. 


TAYLOR — TREATISE ON APPLIED ANATOMY. 


By Epwarp H. Taytor, M.D., Lecturer in Applied Anatomy, Trinity College, Dublin. 
Octavo, 738 pages, 178 illustrations, many in color. Cloth, $9.00. 


CATTELL’S POST MORTEM PATHOLOGY. — Second Edition. 


By Henry W. CatTett, M.D., Pathologist, Philadelphia Hospital, Senior Coroner’s Physician, 
Philadelphia. 
Octavo, 460 pages, 10 colored plates, 183 illustrations. 















































Cloth, $3.00. 


CUNNINGHAM — MANUAL OF PRACTICAL ANATOMY. 
By D. J. Cunnincuam, M.D. (Edin. et Dubl.), D.Sc., LL.D., D.C.L. (Oxon.), F.R.S., Professor of 
Anatomy and Chirurgery, University of Dublin. 

Crown 8vo, 1212 pages, 430 illustrations, 130 in colors, 2 volumes. 














$5.00. Third edition. 


BERRY — MANUAL OF PRACTICAL OPHTHALMOLOGY. 


By Grorce A. Berry, Senior Ophthalmic Surgeon, Royal Infirmary, Surgeon, Edinburgh Eye 
Dispensary. 
Crown octavo, 570 pages, 223 illustrations. 


PATON — PSYCHIATRY. 


By Stewart Paton, M.D., Associate in Psychiatry, Johns Hopkins University, Baltimore. 
Octavo, 450 pages, illustrated. Cloth, $4.00. 


GRAHAM — MASSAGE. 


By DoucLtas GraHaM, M.D., Member of the American Association for the Advancement of Science, of 
the American Medical Association, and the Massachusetts Medical Society, etc. 
Octavo, 462 pages, 63 photographic illustrations. Cloth, $4.00. 


LYDSTON — THE DISEASES OF SOCIETY. 


By G. Frank Lypston, M.D. 
Octavo, 626 pages, illustrated. 








Cloth, $3.00. 















Cloth, $3.17. 








OUR NEW CATALOGUE IS WORTH HAVING—SENT ON REQUEST. 


J. B. LIPPINCOTT CO. - -  futagetanisciagy'792 
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SERPENTINE SPRINC CORSET ORTHOPADIC APPLIANCES 


MADE TO ORDER ONLY ees 
For spinal weakness or spinal | Thirty-five Years’ Experience 
curvature. Removes the weight 
of the head and shoulders from 
the spine, transferring it to the 
hips. The serpentine springs 
are quilted between the fabrics. 
The corset is laced over the hips, 
then pressed down and slipped 
under the axillz, when the lacing 
is completed. The compression 
of the springs longitudinally ex- 
erts a continual lift to the shoul- 
ders, relieves the weight resting 
upon the vertebre, and gradu- 
ally restores a curved spine to its 
normal position. These springs, 
while affording the necessary 
pressure and support, have per- 
fect mobility and do not inter- 
fere with respiration. AND DIRECTIONS 
It gives support almost equal to the plaster jacket. It has light- 
ness and flexibility, and in comfort is far ahead. NWSE SIN 
Children who had never learned to walk have been able to do | Accurate role Sarco i Aor eee an naan ee ~ 
so through its use; and adults previously bed-ridden have been Price, $3.50 to $5.00 per pair, net. 
given freedom and activity. Price, $10 to $24. Directions for Full directions for making the casts on application. 
measuring on application. 


SUPERIOR SURGICAL INSTRUMENTS. 120 BOYLSTON STREET 
CODMAN & SHURTLEFF, ESTABLISHED 1838. BOSTON, MASS. ; 


ECTHOL. 


FORMULA:—EVERY FLUID DRACHM CON- 
TAINS TWENTY-EICHT CRAINS ECHINA- 
CEA ANCUSTIFOLIA AND THREE CRAINS 
THUJA OCCIDENTALIS. IT 1S ANTI-PUR- 
ULENT, ANTI-SUPPURATIVE, ANTI-MOR- 
BIFIC, AND IS SPECIALLY INDICATED IN 
BREAKINC-DOWN CONDITIONS OF THE 
FLUIDS, TISSUES, CORPUSCLES, AND 
DYSCRASIA OF THE SECRETIONS. 
“Our observation of the medical literature indi- 


cates that ECHINACEA is being used far more 
than formerly. — J. A. M. A., APRIL 8, 1905.” 


BROMIDIA PAPINE IODIA 


BATTLE & GO, cofpontritn, ST. Louis, Mo,, U. S. A. 


We have just issued the third of the series of twelve illustra- 
tions of the intestinal Parasites, and we will send them free 
to the physicians on application. 





IN THE MANUFACTURE OF 


DEFORMITY APPARATUS 


Has enabled us to attain excellence in this class 
of work, 


SEPARATE ROOMS FOR WOMEN AND CHILDREN. 
WOMEN ATTENDANTS. 


Trusses, Supporters, Elastic Hosiery. 


Plates for the Relief 
of Flat Foot. 4. 













































MADE TO ORDER 


FROM CASTS 
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Sweeping the Sick=room 


While lecturing recently, a Chicago physician—and member 
of the School Board — declared the prevailing method of dry 
sweeping a prolific source of disease, due to the spreading of 
germ-laden dust. Dust, dirt and germs are best removed 
from floors by first sweeping with a cloth-covered broom, 


moistened with water containing just a little Platt’s Chlorides. 


Platts Chlorides, 


The Odorless Disinfectant 


A colorless liquid, sold in quart bottles only. Manufactured by Henry B. Platt, N. Y. 





FORMULA — A combination of the saturated solutions of Chloride Salts proportioned as follows: Zn 40 per cent., Pb 20 per cent., Ca 15 per cent., Al 15 
per cent., Mg 5 per cent., K 5 per cent. 


VEGETABLE DIGESTIVE 
FERMENTS z 


FCAROID’ "BANA- . 
DIGESTS ALL DIASTASE 


FOOD, ESPECIALLY Ve OF VEGETABLE ORIGIN. 
# STARCH CONVERT= 


= “ING POWER 
gerattieoy E ISO TIMES ITS, 
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MEDIA. 
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DIGESTIVE TABLET TABLETS 


PAR-EXCELLENCE. BcaRrod ~—s GR 
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SQUIBB’S 











HAY FEVER 


BR Suprarenalin Solution 1 part 
Normal Salt Solution 4 parts 


Sig.—Spray into nose and throat every hour. 


Camphor or cinnamon water may be used in 
place of salt solution. 


Suprarenalin Solution is the perfect 
product of the adrenal substance. It is 


non-irritating and absolutely permanent. 
N. B—SUPRARENALIN SOLUTION. 


ARMOUR & COMPANY, Chicago 


? 

























label on the shelves of the Prescription Department means superior service every time. 
It proclaims that the proprietor dispenses the best chemical or drug he can buy. And 
the more Squibb labels are thus displayed, the more confidence physicians will have in 
the whole store. Nothing else that a pharmacist can do so plainly exhibits his thorough 
trustworthiness as does the conscientious buying of his prescription stock. Physicians 
and patients alike are in the hands of the druggist, and in no way can he better prove 
his appreciation of the great responsibility resting upon him than in the selection of the 
prescription materials. Please remember — our label stands for Purity, Efficiency and 


Uniformity, in one word, 


RELIABILITY 


E.R. SQUIBB & SONS 
Macufacturing Chemists since 1858 
Brooklyn New York 
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